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EDITORIALS 

PLANS  FOR  THE  NEW  YEAR 

.\t  the  beginning  of  the  new  year  the  custom  has 
quite  generally  prevailed  of  outlining  plans  of 
procedure  on  the  part  of  those  engaged  in  business 
enterprises,  as  well  as  men  and  women  devoted  to 
the  practice  of  medicine.  Rarely,  if  ever,  has  the 
future  been  so  uncertain  and  confused  as  at  the 
present  time.  During  past  months  various  grades 
of  prognosticators  have  predicted  a victorious  con- 
clusion of  the  European  war  by  the  end  of  the 
year.  Existing  conditions  emphasize  the  futility  of 
such  forecasts  about  unknown  future  developments. 
Results  consequent  upon  existing  war  situations 
prevail  among  all  forms  of  occupation,  upon  none 
more  acutely  than  the  practice  of  medicine. 

One  of  the  most  urgent  problems  under  consid- 
eration by  physicians  in  all  sections  of  the  country 
at  the  present  time  relates  to  future  suitable  loca- 
tions for  returning  physicians  who  wall  have  been 
absent  for  greater  or  less  periods  of  time  from  for- 
mer professional  surroundings.  A grave  responsibil- 
ity rests  upon  the  physicians  in  the  home  fields  to 
help  provide  appropriate  assistance  for  resumption 
of  practice  when  our  absent  former  associates  re- 
turn home.  All  of  us  should  be  overwhelmingly  im- 
pressed with  the  sacrifices  and  difficulties  to  which 
these  men  have  been  subjected  in  order  that  our 
national  freedom  may  be  maintained  and  future 
security  established. 

It  should  be  enforced  upon  the  medical  profes- 
sion of  our  states,  counties  and  cities  to  perfect 
plans  at  an  early  date  for  extending  aid  and  coun- 
sel to  the  returning  members  of  our  profession. 
.\lready  attention  has  been  directed  tow'ard  accom- 
plishing such  results.  Eor  example,  Oregon  State 
Medical  Society  has  appointed  a Committee  for 
Reestablishment  in  Practice  of  Returning  Medical 
Officers.  The  State  Society  and  Multnomah  County 
Society  have  united  in  appointing  Lt.  Col.  Frank 
R.  Mount  of  Portland  as  chairman  of  this  com- 
mittee. .After  serving  two  and  a half  years  wdth  the 
Oregon  unit  Dr.  Mount  was  released  from  service 
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on  account  of  illness,  from  which  he  subsequently 
recovered.  Both  from  his  wide  experience  in  civil 
practice  and  long  experience  in  army  service,  he  is 
considered  especially  qualified  to  direct  the  activi- 
ties of  this  committee.  Provisions  of  this  character 
might  well  be  established  by  the  profession  in  all 
of  our  states. 

There  are  many  complications  relative  to  estab- 
lishing and  maintaining  just  provisions  for  our 
absent  fellow  practitioners.  One  of  these  involves 
limitation  upon  licensing  newcomers  in  such  ex- 
cessive numbers  as  may  interfere  with  opportuni- 
ties for  returning  physicians.  It  is  stated  that  in 
some  states  licensures  have  been  greatly  reduced 
or  tempararily  suspended  until  the  end  of  the  war. 
Whether  or  not  such  limitations  are  necessary  or 
advisable  depends  upon  local  conditions.  While 
every  effort  should  be  made  to  protect  the  interests 
of  physicians  of  the  armed  forces  returning  to  their 
former  fields  of  activities,  discretion  should  be  exer- 
cised to  avoid  injustice  to  newcomers,  whose  pres- 
ence may  be  needed  to  supply  demands  for  medical 
services.  It  is  necessary  always  to  keep  in  mind  the 
necessity  of  adequate  and  most  approved  medical 
treatment  for  all  of  our  citizens,  this  in  fact  being 
the  chief  objective  of  the  practice  of  medicine.  To 
accomplish  this  end,  the  interests  of  both  the  people 
and  the  medical  profession  must  be  equally  con- 
served. 

PHENOMENAL  DECREASE  OF  MORTALITY 

It  is  well  known  that  since  the  turn  of  the  cen- 
tury there  has  been  a striking  lowering  of  death 
rates  in  this  country  in  many  previously  devastat- 
ing diseases.  Such  statements  are  more  thoroughly 
appreciated  when  definite  figures  are  presented 
demonstrating  established  facts.  It  is  announced 
that  more  than  1,000,000  lives  of  white  persons 
were  saved  from  death  in  1942  who  would  have 
died  if  the  same  death  rates  had  been  maintained 
as  in  1900.1  Particular  attention  is  given  to  the  cor- 
responding records  from  pneumonia  and  tubercu- 
losis. If  the  record  of  four  decades  ago  had  con- 
tinued for  influenza  and  pneumonia,  there  would 
have  been  269,000  deaths  in  1942  in  contrast  to 
the  actual  figure  of  61,051.  Many  of  these  aston- 
ishing results  are  attributed  to  the  miracle-working 
sulfa  drugs,  so  effectual  in  treating  many  forms  of 
pneumonia. 

The  striking  reduction  in  the  tuberculosis  death 
record  cannot  be  attributed  to  drug  treatment,  but 
to  organized  public  health  movements,  raising  of 

1.  Statistical  Bulletin,  Metropolitan  Life  Insurance  Co., 
Vol.  25,  Xo.  11.  Sept.,  1944. 


standards  of  living,  early  detection  of  cases  and 
other  preventive  measures.  Consequently,  the  death 
rate  in  1942  was  only  one-sixth  of  what  might  have 
been  expected,  if  the  1900  rate  had  been  continued. 

Especially  striking  has  been  the  reduction  of 
deaths  among  young  children.  If  the  former  mortal- 
ity from  intestinal  diseases  had  continued,  a mor- 
tality of  160,000  might  have  been  anticipated  in  the 
white  population,  which  in  reality  amounted  to  only 
11,815  deaths.  These  results  have  followed  dissemi- 
nation of  information  among  mothers  regarding  the 
care  and  health  of  infants,  as  well  as  protective 
measures  as  to  the  quality  of  water,  milk  and  other 
foods.  Likewise,  there  was  a great  reduction  in 
deaths  from  communicable  diseases,  such  as  measles, 
scarlet  fever,  whooping  cough  and  diphtheria.  While 
under  former  conditions  there  might  have  been  an- 
ticipated 76,400  deaths  among  white  children  in 
1942,  the  actual  number  was  only  4,349.  These 
health  returns  from  small  children  were  especially 
noticeable  among  the  youngest,  as  two-fifths  being 
under  five  years  of  age. 

Incidentally  might  be  mentioned  the  transitory 
occurrence  of  typhoid  fever  which  in  the  last  cen- 
tury was  most  devastating.  During  the  year  1942 
only  504  deaths  were  recorded  from  this  disease 
among  the  white  population.  Under  conditions  of 
four  decades  ago  about  37,000  might  have  been 
anticipated. 

In  the  face  of  these  figures  one  might  speculate  as 
to  the  increased  records  among  such  diseases  as 
cancer,  diabetes,  organic  heart  disease.  The  expla- 
nation is  more  careful  diagnosis  and  frequent  recog- 
nition of  the  existence  of  these  diseases  as  the 
actual  causes  of  deaths.  This  does  not  necessarily 
indicate  increase  of  these  diseases. 

It  is  worthy  of  note  that  this  saving  of  more  than 
a million  lives  in  1942  by  reduction  in  mortality 
during  this  century  has  been  a decided  aid  in  the 
war  effort.  If  the  mortality  of  four  decades  ago  had 
continued,  it  would  probably  have  had  a material 
effect  upon  the  efficiency  of  our  war  services  as 
well  as  continuation  and  expansion  of  industry. 
There  is  reason  to  believe  that  this  striking  reduc- 
tion of  death  rates  may  be  anticipated  for  the 
future. 


January,  194$ 
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A SUBSTITUTE  FOR  HUMAN 
BLOOD  PLASMA 

The  astounding  results  which  have  followed  ad- 
ministration of  blood  serum  and  properly  prepared 
plasma  have  been  one  of  the  phenomenal  develop- 
ments of  modern  medical  progress.  The  demand  for 
these  products  will  increase  as  years  go  by  and  their 
administration  becomes  more  generally  adopted. 
The  most  embarrassing  feature  of  this  form  of  ther- 
apy will  continue  to  be  obtaining  of  sufficient  blood 
to  meet  all  the  demands.  Many  attempts  have  been 
made  to  provide  substitutes  for  human  blood,  most 
of  which,  however,  have  not  proven  successful. 
Reports  from  experiments  by  Edwards  and  Asso- 
ciates at  the  L^niversity  of  Liverpool  offer  some 
encouraging  prospects  of  attaining  such  results.^ 

It  is  stated  that  the  three  requirements  for  an 
effective  plasma  substitute  are,  ( 1 ) it  must  be  re- 
tained in  the  circulation  and  eventually  be  metabo- 
lized, (2)  it  must  exert  an  osmotic  pressure  equiva- 
lent to  that  of  plasma,  (3)  it  should  be  nontoxic, 
free  from  antibodies  and  nonantigenic.  Such  a sub- 
stitute plasma,  it  is  reported,  has  been  obtained  by 
the  English  experimenters  known  as  despeciated 
bovine  serum  (D.B.S.).  Bovine  serum  was  prepared 
from  blood  collected  at  abattoirs,  where  it  was 
available  in  large  quantities.  It  is  stated  that  per- 
centages of  albumin,  globulin  and  other  constituents 
in  cow’s  blood  are  more  nearly  comparable  to 
human  blood  than  that  of  any  other  animals. 

The  Edwards  report  states  that  bovine  serum  can 
be  made  safe  for  man  by  destroying  antibodies  at  a 
temperature  of  72°  C.  Proteins  are  rendered  un- 
coagulable  by  addition  of  2 per  cent  of  formalin 
and  ammonia.  It  is  stated  that  such  solutions  are 
readily  prepared  and  are  completely  stable.  It  is 
reported  that  this  despeciated  bovine  serum  had 
been  given  trial  in  twenty-six  cases,  including  pa- 
tients with  carcinoma,  acute  and  chronic  empyema 
and  shock.  Its  advocates  claim  that  it  is  safe  to 
administer  to  man  and  is  unassociated  with  any 
severe  form  of  reaction.  Rigors,  serum  sickness  and 
delayed  reactions  were  not  in  evidence  even  after 
large  quantities  had  been  administered.  There  was 
no  clinical  evidence  of  intravascular  hemolysis,  and 
hemoglobinuria  was  not  seen.  It  would  seem  that 
this  method  of  plasma  production  may  present  op- 
portunities for  future  development  that  might  prove 
of  great  value. 

1.  Edwards,  F.  R. : Despeciated  Bovine  Serum  (D.B.S.)  : 
A Substitute  for  Human  Plasma.  J.  Parenteral  Therapy, 
5-6,  Winter,  1945,  New  York. 


HOSPITALS  APPROVED  FOR  GRADUATE 
TRAINING 

The  American  College  of  Surgeons  has  announced 
the  approval  of  231  hospitals  in  the  United  States 
and  Canada  for  graduate  training  in  general  sur- 
gery and  surgical  specialties.  It  was  announced  that 
500  or  more  surveys  are  planned  during  the  coming 
year  of  hospitals  offering  opportunity  for  graduate 
training  in  surgery.  Emphasis  is  placed  on  the 
necessity  of  providing  opportunities  for  such  train- 
ing for  medical  officers  returning  from  service  in 
the  armed  forces. 

Included  in  these  approved  hospitals  for  gradu- 
ate training  are  the  following  designated  in  Oregon; 

PORTLAND 

Doernbecher  Memorial  Hospital  for  Children 
Multnomah  Hospital 

Shriners’  Hospital  for  Crippled  Children,  Orthopedic  Sur- 
gery. 

University  of  Oregon  Medical  School 

Hospitals  and  Clinics,  General  Surgery 
Doernbecher  Memorial  Hospital  for  Children,  General 
Surgery  (Thoracic) 

Multnomah  Hospital,  Orthopedic  Surgery 
University  State  Tuberculosis  Hospital,  Urology,  Obstet- 
rics and  Gynecology,  Ophthalmology,  Otolaryngology 
University  State  Tuberculosis  Hospital 


JOURNAL  EXPANSION 
As  described  in  last  month’s  issue,  Alaska  Terri- 
torial Medical  Association  has  been  added  to  the 
list  of  state  medical  organizations  represented  by 
this  journal.  One  advantage  of  this  arrangement  is 
that  it  helps  to  tie  together  the  Northwestern  sec- 
tions of  the  United  States.  Alaska  is  geographically 
separated  from  our  continental  area  by  such  vast 
expansion  that  some  people  fail  to  realize  that  it  is 
an  integral  part  of  our  nation.  The  constant  asso- 
ciations between  these  sections  through  the  monthly 
publication  of  a common  medical  journal,  it  is 
hoped,  will  have  some  effect  in  establishing  closer 
relations.  It  is  the  purpose  of  this  journal  to  pro- 
mote such  medical  continuity  as  may  be  possible 
from  monthly  inclusions  of  Alaskan  medical  news 
and  any  other  available  means  to  feature  the  medi- 
cal interests  of  the  physicians  in  that  territory. 


WHOLESALE  ELIMINATION  OF  TUBERCULOSIS 
New  knowledge  as  to  the  effective  use  of  chest  X-rays 
and  new  methods  greatly  reducing  the  cost  of  large  numbers 
of  X-ray  diagnoses  put  into  our  hands  far  more  effective 
facilities  than  we  have  heretofore  had  for  the  elimination  of 
tuberculosis.  It  is  now  practicable  to  think  in  terms  of 
X-raying  the  entire  population  of  various  areas,  beginning 
perhaps  with  areas  in  which  tuberculosis  rates  are  still  high. 
We  can  get  rather  definite  estimates  as  to  the  number  of 
cases  which  will  be  discovered  in  the  various  stages  of  the 
disease.  We  can  formulate  tentative  estimates  as  to  the  addi- 
tional number  of  hospital  beds  that  will  be  required,  and  as 
to  the  numbers  for  whom  partial  or  complete  rest  at  home 
may  be  adequate.  (Homer  Folks,  .Am.  J.  P.  H.,  Feb.,  1944.) 
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SOME  ASPECTS  OF  SKIN  DISEASES  AS  A 
MILITARY  PROBLEM* 

Capt.  Walter  R.  Nickel 

MEDICAL  CORPS,  ARMY  OF  UNITED  STATES 
VANCOUVER,  WASH. 

A young  medical  officer,  who  had  recently  com- 
pleted his  internship,  was  assigned  to  the  derma- 
tology service  at  Barnes  General  Hospital  for 
training.  After  a few  months  he  received  orders 
for  permanent  asignment  in  Southern  California. 
A month  or  two  later  he  wrote  and  said,  “You 
taught  me  something  about  psoriasis,  lupus  erythe- 
matosus and  how  to  demonstrate  the  scabies  para- 
sites in  the  skin,  but  you  never  said  anything 
about  fleas,  and  we  have  lots  of  flea  bites  down 
here.” 

I have  attempted  to  divide  this  discussion  into 
sections  covering  various  phases  of  military  derma- 
tology and  the  flea  is  illustrative  of  the  first  por- 
tion, dermatology  in  the  field. 

FIELD  DERMATOLOGY 

This  may  be  defined  as  treatment  of  the  soldier 
within  his  own  organization,  on  an  ambulatory 
basis.  The  great  majority  of  outpatient  or  what 
we  refer  to  as  sick-call  visits  are  made  for  treat- 
ment of  skin  afflictions.  The  batallion  surgeon  is 
concerned  with  treatment  of  the  garden  variety  of 
skin  diseases.  These  include  insect  bites,  poison 
oak  or  ivy  dermatitis,  blisters,  furuncles,  prickly 
heat,  pubic  lice  and  many  others.  The  presence  of 
any  of  these  is  usually  not  of  sufficient  extent  to 
cause  loss  of  man-days,  but  they  are  annoying  to 
the  soldier  and  contribute  to  inefficiency. 

At  least  three  of  these  “minor”  dermatoses  de- 
serve special  mention. 

Fungus  injections  by  any  name,  athlete’s  foot, 
dhobie  itch,  tinea  cruris,  ringworm,  superficial  my- 
coses, are  a problem  from  a prophylactic  as  well 
as  therapeutic  standpoint.  In  spite  of  the  fact  that 
the  Navy  and  Army  have  types  of  foot  powder  and 
dermatologists  have  a wide  variety  of  remedies, 
fungus  infections  are  still  prevalent.^  The  great 
proportion  of  all  soldiers  are  troubled  at  one  time 
or  another  by  this  disease. 

If  one  were  asked  to  give  just  one  bit  of  advice 
to  the  medical  officers  in  the  field,  it  would  be,  ^‘‘do 
not  overtreat  jungus  injections.”  The  experience 
which  we  have  had,  in  cases  referred  to  us  follow- 
ing the  use  of  heroic  measures  in  the  form  of  strong 

★ Head  before  the  Seventieth  Annual  Meeting^  of  Oregon 
State  Medical  Society,  Portland,  Oie..  Sei)t,  2-3.  1944. 

1.  Prehn,  I).  T,  : Treatment  for  Superficial  Mycotic  In- 
fections of  Glabrous  Skin.  .1.  A.  M.  .\..  111:68.5-988.  Aug. 
29,  1938. 


keryolytics,  dyes,  concentrated  solutions  of  potas- 
sium permanganate,  camphorphenol-  and  other  vig- 
orous treatment,  convinces  me  that  more  damage 
is  done  in  many  cases  by  overtreatment,  than  by 
the  original  infection. 

Hyperhidrosis  of  the  feet  is  usually  associated 
with  bromhidrosis  or  stench  sweat.  The  variety 
which  we  have  seen  has  been  described  as  a rarity  in 
the  standard  texts  under  the  name  of  “Symmetric 
Lividity  of  the  Soles,”  or  “Symmetric  Erythema  of 
the  Soles. Since  the  War,  however,  it  has  been 
reported  from  several  theatres  as  a common  con- 
dition.^’®'® 

The  first  case  I saw  impressed  me  as  being  due 
to  the  use  of  salicylic  acid  in  a localized  area. 
Patients  usually  give  a history  of  changing  their 
socks  and  washing  their  feet  several  times  daily 
without  influencing  the  excessive  sweating  or  the 
offensive  foul  odor.  The  feet  have  a burning  sensa- 
tion and  are  tender  when  walking.  Examination 
reveals  slightly  elevated  erythematous  plaques, 
usually  on  the  areas  of  pressure,  especially  the 
heels  and  ventral  surfaces  of  the  toes.  These  red, 
tender  areas  are  covered  with  a whitish,  sodden, 
macerated  epidermis.  The  feet  appear  to  be  “red- 
hot,”  and  you  would  almost  expect  them  to  begin 
to  pulsate  rhythmically  as  in  an  animated  movie. 

The  response  to  aluminum  salts,  incorporated 
into  a foot  powder,  is  very  striking.  The  etiology 
of  this  condition  is  unknown,  inasmuch  as  fungi 
and  bacteria  apparently  play  little  or  no  part.  It  is 
my  impression  that  it  is  probably  on  a neurovas- 
cular basis. 

Tronibidiosis  or  infestation  with  chiggers,  red 
bugs  or  harvest  mites  has  been  a real  problem  in 
the  field.  Troops  on  maneuvers  in  the  middle  or 
southern  Lmited  States  are  especially  affected. 
The  chief  problem  is  the  demoralizing  effect  on 
the  men  due  to  the  pruritis.  Attempts  have  been 
made  to  use  prophylactically  a dusting  powder 
containing  small  amounts  of  sulfur,  or  to  heat  and 
spray  the  clothing  with  insect  repellents.  This  has 
been  attended  with  success.  The  exact  content  of 
these  repellents  is  still  restricted  information. 

2.  Fi  ancis  E. : Phenol-CaniDhor  for  “Athlete's  Foot.’’ 
.1.  A.  M.  A.,  117:1973,  Dec,  6,  1941. 

3.  Sutton.  R.  L.  and  Sutton,  R-  L.  ,Tr. : Disease  of  Skin, 
I).  1052.  C.  V.  Mosby  Co,,  St,  Louis,  1939. 

4.  Parks,  R.  G.  : H vDerhidiosis  of  Feet.  Arch.  Derm.  & 
Syph.,  48:538-539,  Nov.,  1943. 

5.  Nelson,  L,  M. : Symmetric  Lividity  of  Soles.  Arch. 
Derm.  & S.vph.,  47:822-825,  .June.  1943. 

6.  Treatment  and  Prevention  of  Dermatophytosis  and 
Related  Conditions.  Hojjkins,  .1.  G.,  Hillegas,  A.  B.,  Camp, 
E.  : Ledin,  R.  B.  and  Rebell.  G.  Bull.  ll.  S.  Ai  my  Jled. 
Dept.,  77:42,  ,Iune,  1944. 
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HOSPITAL  DERMATOLOGY 

The  next  portion  of  the  discussion  will  deal  with 
dermatology  in  the  hospital.  It  must  be  understood 
that  we  in  the  Army  hospitalize  men  for  some 
minor,  partially-disabling  diseases  which  would  not 
warrant  hospitalization  in  civil  life.  The  necessity 
for  this  is  apparent,  when  a man  is  considered 
either  as  a full-duty  effective  soldier  or  a hospital 
patient.  It  is  impractical  to  treat  men  on  a status 
designated  as  “Quarters”  because  of  the  difficulty 
of  feeding  and  treatment,  and  the  demoralizing 
effect  they  might  have  on  the  rest  of  the  troops. 
The  great  majority  of  the  patients  are  returned  to 
duty  from  their  local  station  hospitals.  It  is  only 
the  difficult  or  unusual  case  which  necessitates  the 
specialized  care  of  a general  hospital. 

It  is  my  observation  that  the  nonbattle  casualty 
patient  arriving  at  a general  hospital  usually  has 
some  emotional  as  well  as  some  dermatologic  prob- 
lem. This  type  of  patient  must  not  only  be  cured, 
but  it  must  be  proven  to  him  that  he  is  cured.  It 
would  seem  at  times  that  the  old  dictum,  “the 
patient  was  cured  in  spite  of  the  treatment,”  should 
be  reversed  to  read,  “the  treatment  was  curative 
in  spite  of  the  patient.”  One  begins  to  wonder  how 
much  some  of  the  patients  of  this  type  are  sincerely 
interested  in  their  recovery.  Because  of  this,  I 
believe  that  the  “acid-test”  for  evaluating  any 
method  of  therapy  would  be  the  use  of  the  medi- 
cament by  the  Army  in  their  general  hospitals.  In 
my  estimation  the  psychic  element  of  improvement 
is  least  among  soldiers.  They  must  be  shown  re- 
sults and  the  proof  is  up  to  the  medical  officer. 

Our  e.xperience  at  Barnes  General  Hospital  has 
been  similar  to  any  general  hospital.  I would, 
however,  like  to  discuss  some  of  the  problems 
which  we  have  found  to  be  of  interest. 

Ordinary  eczema,  or  eczematoid  dermatitis,  and 
neurodermatitis  account  for  the  greatest  number 
of  hospital  admissions.  Roughly,  50  per  cent  of  all 
admissions  would  result  from  this  rather  inclusive 
group  of  skin  diseases  of  obscure  etiology.  Many 
of  these  cases  have  had  their  disease  for  ten  years, 
so  that  the  problem  is  not  only  one  of  treatment 
but  also  to  teach  the  man  to  develop  a frame  of 
mind  wherein  he  can  live  with  his  disease,  or  dis- 
charge him  from  the  service. 

Vesicular  eruptions  oj  the  hands,  or  both  hands 
and  feet.  Not  all  of  these  are  due  to  fungi,  and  my 
feeling  has  been  that  the  fungus  etiology,  when 
fungi  are  not  found,  is  highly  overworked.  The 
elements  of  contact,  allergy,  bacteria,  yeast  and 
unknown  causes  are  overlooked  in  an  effort  to 
give  the  condition  a name.  In  spite  of  the  etiologic 


agent,  this  group  tends  toward  recurrence  and  re- 
quires frequent  and  prolonged  hospitalizations. 
They  will  comprise,  roughly,  25  per  cent  of  the 
patients  on  our  dermatology  ward.  Here,  again,  it 
becomes  the  problem  of  living  with  the  disease, 
whether  in  or  out  of  the  army.  These  patients  have 
been  aptly  referred  to  as  “manual  cripples.” 

A group  of  especially  interesting  cases  are  the 
factitious  or  self-induced  type  of  skin  eruption,  in 
which  some  destructive  agent  is  used  purposefully 
to  produce  ulceration  on  the  skin  in  order  thereby 
to  become  a hospital  patient.  We  have  had  three 
such  instances  on  our  service.  Two  of  them  used 
phenol,  and  produced  very  extensive  ulcers  which 
were  followed  by  disfiguring  scars.  The  third  case 
used  lye.  All  of  these  men  confessed  the  purpose- 
ful use  of  these  escharotic  agents.  These  men  were 
all  returned  to  duty,  and  the  one  whom  I was  able 
to  follow  has  done  very  well. 

In  the  past  three  years  we  have  seen  a rather 
wide  variety  of  the  less  common  skin  diseases, 
many  of  which  have  been  shown  at  the  monthly 
dermatology  meetings  in  Portland.  These  include 
various  types  of  tuberculosis  of  the  skin,  lupus 
vulgaris,  scrofuloderma  with  draining  sinuses  in 
the  neck  and  scrotum,  and  verrucous  tuberculosis. 

We  observed  one  case  of  coccidiomycosis  of  the 
skin  in  a soldier  who  had  spent  some  time  in  the 
San  Joaquin  Valley.  This  diagnosis  was  confirmed 
by  biopsy  and  culture. 

Two  cases  of  actinomycosis  have  been  seen  in 
conjunction  with  the  surgical  service  and  were  suc- 
cessfully treated  by  a combination  of  surgery  and 
penicillin. 

We  have  had  one  fatality  to  date,  in  a case  of 
pemphigus  vulgaris,  unsuccessfully  treated  with 
penicillin. 

One  of  our  most  interesting  patients  was  a case 
of  maculoanesthetic  leprosy.  In  connection  with 
this  case,  it  is  of  interest  to  repeat  some  of  the  re- 
marks made  by  Colonel  Udo  Wile  of  the  United 
States  Public  Health  Service,  in  regard  to  this  type 
of  leprosy.**  It  was  his  opinion  that  good  hygienic 
living  was  as  important  to  a cure  in  the  maculo- 
anesthetic type  leper  as  the  esters  of  chaulmoogra 
oil.  He  further  stated  that  in  this  type  the  treat- 
ment could  be  carried  out  on  an  ambulatory  basis 
without  segregation.  It  is  the  army  policy,  how- 
ever, to  transfer  such  a case  to  a leprosarium  for 
the  present. 

7.  Directive  of  Army  Service  Forces,  Military  Fid.  .Serv. 
School,  Dei)t.  of  Fid.  .Sanitation  Carlisle  Rks.,  Fa., 
.Tune.  1914. 

8.  Wile,  I’do  .1.:  U.  S.  I’ublic  Health  S''rvice.  In  Con- 
versation and  Pres°ntatioTi  of  a Case  at  Barnes'  (leneral 
Hos])ital,  .\UK-.  1 944, 
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Final  disposition  of  cases  is  a large  part  of  the 
work  of  the  medical  officers  in  a general  hospital. 
One  can  (1)  send  the  man  to  full  duty,  (2)  rec- 
ommend controlled  or  limited  duty,  (3)  discharge 
him  from  the  service,  usually  by  C.D.D.  (Certifi- 
cate of  Disability  Discharge). 

In  the  past  thirty-three  months  we  have  sep- 
arated 31  men  from  the  service  for  the  following 
skin  conditions; 


A.  Dermatitis  of  the  hands  and  feet II 

B.  Atopic  or  allergic  dermatitis 4 

C.  Extensive  eczematoid  dermatitis 3 

D.  Psoriasis  3 

E.  Dermatitis,  herpetiformis  2 

F.  Sycosis  of  the  beard 2 

G.  Extensive  nevae  2 

H.  Lupus  erythematosus  1 

I.  Favus  of  the  scalp 1 

J.  Epidermolysis  bullosum  1 

K.  Severe  ichthyosis  1 


No  discusion  of  military  dermatology  would  be 
complete  without  considering  arctic  and  tropical 
dermatology.  In  the  three  years  that  Barnes  Gen- 
eral Hospital  has  been  in  operation  it  has  acted 
as  a general  hospital  for  patients  evacuated  from 
.Alaska.  It  is  my  impression  that  the  colder  climates 
are  essentially  healthy  from  a dermatologic  stand- 
point with  a few  exceptions. 

ARCTIC  DERMATOLOGY 

Ichthyosis.  Men  with  this  usually  congenital  dis- 
ease do  not  do  well  in  Arctic  climates.  Their  chief 
disability  results  from  cracking  and  fissuring  of 
the  skin,  especially  on  the  feet.  At  least  one  of 
these  patients  denied  ever  having  had  any  evidence 
of  ichthyosis  before  going  to  Alaska  and,  if  the 
history  is  reliable,  this  could  be  considered  as  evi- 
dence of  the  acquired  type  described  in  textbooks. 

Psoriasis.  Persons  affected  with  psoriasis  have 
been  returned  from  Alaska  when  it  was  felt  that 
they  might  be  adversely  affected.  This  is  probably 
based  on  the  reasoning  that  psoriatics  tend  to  be 
freer  of  symptoms  in  warm,  sunny  climates. 

Atopic  Dermatitis.  Most  dermatologists  feel  that 
the  soldier  with  atopic  or  allergic  dermatitis  is  a 
poor  military  risk  in  any  climate.  The  lack  of 
sunshine  in  Alaska  probably  accounts  in  part  for 
the  exacerbations  which  we  have  seen  in  this  group. 

TROPICAL  DERMATOLOGY 

One  of  the  greatest  broadening  effects  of  this 
war  on  medicine  will  probably  be  in  tropical  medi- 
cine. Tropical  dermatology  comprises  a large  part 
of  this  field.  I have  talked  with  several  medical 
officers  from  the  Southwest  Pacific  theater  and  cor- 
responded with  a dermatologist  friend  who  spent 
several  months  in  New  Guinea.*’  All  agree  that 
superficial  fungus  diseases  represent  the  greatest 

9.  Burkes,  .1.  W. : Pei’sonal  communication. 


dermatologic  problem.  It  is  not  uncommon  to  have 
five  different  fungus  infestations  on  the  skin  at 
one  time,  namely;  (1)  trichophytosis  of  the  feet, 
(2)  tinea  cruris  in  the  groin,  (3)  tinea  versicolor 
of  the  trunk,  (4)  erythrasma  in  both  axillae, 
(5)  otomycosis  of  both  external  ear  canals. 

Treatment  of  these  infections  is  so  unsatisfac- 
tory in  the  tropics  that  it  is  sometimes  necessary  to 
evacuate  them  to  a different  climate,  where  they 
usually  regress  while  en  route  with  little  or  no 
treatment. 

Tropical  Ulcers.  The  status  of  tropical  ulcers  in 
the  jungles  is  still  debatable  as  concerns  etiology. 
These  destructive  lesions  are  generally  thought  to 
be  secondarily  infected  mosquito  bites.  Some  have 
considered  them  as  examples  of  diphtheria  of  the 
skin.’*’  ” Most  men  feel  that  staphylococci  and 
streptococci,  plus  heat,  perspiration  and  humidity, 
are  all  combined  in  the  production  of  these  scar- 
ring lesions. 

Acne  Vulgaris,  as  we  know  it  in  the  United 
States,  becomes  a very  disabling  condition  in  the 
tropics.  Here,  again,  perspiration,  humidity  and 
heat  convert  the  ordinary  mild  acne  into  an  ex- 
plosive skin  disease.  I have  been  informed  that 
these  men  become  a military  problem  almost  as 
soon  as  they  cross  the  equator,  while  still  on  an 
army  transport.  This  would  tend  to  disprove  the 
impression  that  they  are  aggravated  principally 
by  chlorine  or  iodine  used  in  their  drinking  water. 

A furuncular  type  of  skin  disease,  Hidrosaden- 
itis  Suppurativa,  is  also  a problem  in  the  tropics. 
Here  the  axillae  and  groins  are  usually  affected. 
This  involvement  is  represented  by  an  inflamma- 
tion of  the  secondary  sex  glands,  the  apocrine 
glands,  producing  extremely  painful  swelling.  These 
patients  are  usually  evacuated  to  a more  temperate 
climate  for  treatment. 

Chronic  Urticaria  and  Angioneurotic  Edema  of 
the  persistent  types  are  common  in  the  tropics.  A 
certain  tropical  variety  of  caterpillar  will  produce 
urticaria,  even  though  this  animal  has  merely 
crawled  over  the  men’s  clothing.  Swimmers  in  trop- 
ical waters  have  been  bitten  by  tropical  fish,  pro- 
ducing toxic  systemic  symptoms  as  well  as  urti- 
carial eruptions.’^’’*’’’  Ant  bites,  spider  bites,  leech 
bites,  and  all  variety  of  insect  bites  plague  the  sol- 
dier in  the  jungle. 

10.  r)ii)htheria.  Bull.  U.  S.  Aimy  Med.  Dept.,  76:21-22, 
May,  1944. 

11.  Diphtheria  Susceptibility  and  Immunization.  Bull. 
LT.  S.  Army,  Med.  Dept.,  76:104-108.  May,  1944. 

12.  Treatment  of  Sting-  of  Jellyfish.  Bull.  LI.  S.  Army 
Med.  Dept.,  78:31,  July,  1944. 

13.  Demon  of  the  Warm  Seas.  Bull.  LI.  S.  Army  Med. 
Dept.,  77-17,  June,  1944, 

14.  Poisonous  Fish  in  Marshall  Islands,  Bull.  L^.  S. 
Army  Med.  Dept.,  76:32-33,  May,  1944. 
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Lichen  Planus.  One  of  the  most  striking  derma- 
toses which  I have  seen  from  the  South  Pacific 
area  is  the  lichen-planus-like  eruption  similar  to 
those  seen  in  peacetime,  associated  with  the  ad- 
ministration of  the  arsphenaminesd®’ These  pa- 
tients have  not  taken  any  arsenicals,  but  have  all 
taken  atabrine  and  sulfa  drugs  in  the  tropics. 
Clinically  and  histologically  they  are  indistinguish- 
able from  lichen  planus.  They  have  more  of  the 
appearance  of  a drug  eruption.  The  involvement 
of  the  hands,  feet,  ears  and  eyelids  is  especially 
prominent.  Pigmentation  in  these  areas  is  one  of 
the  common  features  of  these  extensive  cases.  For- 
tunately, only  a few  men  have  been  affected  by  this 
bizarre  eruption. 

Leishmaniasis . From  the  American  forces  in  the 
Middle  East  Theater,  which  would  include  the 
area  around  the  Mediterranean,  there  have  been 
cases  of  cutaneous  leishmaniasis  reported.^®’ This 
is  also  referred  to  as  Oriental  Sore,  Aleppo  Boil, 
Dehli  Boil  or  Oriental  Button.  This  must  not  be 
confused  with  the  systemic  type  of  leishmaniasis, 
Kala-Azar.  The  prognosis  in  the  cutaneous  type  is 
good. 

Experience  with  the  type  of  dermatologic  cases 
seen  in  the  military  service  suggests  the  advisabil- 
ity of  familiarizing  medical  students  with  the  mili- 
tary aspects  of  skin  diseases.  Such  a course  will 
familiarize  the  student  with  those  skin  conditions 
which  are  of  sufficient  extent  to  consider  a man 
as  unfit  for  military  duty  under  existing  army 
regulations.'^®’ 

In  addition,  it  must  be  stressed  that,  once  a man 
is  in  the  service  with  an  unusual  or  bizarre  skin 
disease,  it  should  not  be  magnified.  As  long  as  the 
man  is  capable  of  duty  and  not  dangerous  to  his 
fellowmen,  it  is  best  to  leave  him  alone.  We,  as 
medical  officers,  have  invalidized  and  caused  men 
to  be  discharged  from  the  service  because  they 
have  some  bizarre  skin  condition  and  are  frequent- 
ly being  shown  or  hospitalized  for  study.  It  is  easy 
to  realize  that  these  men  in  a very  short  time  be- 

15.  Goodman.  M.  H.  and  Reckling^  R.  W. : Postarsphen- 
amine  Lichen  Planus.  Am.  J.  Svph.,  Gonor.  & Ven.  Dis., 
27:280-289,  May,  1943. 

16.  Gammon  A.  B. : Discussion  of  Case,  Presented  by 
J.  F.  Fraser.  Arch.  Dermal.  & Syph.,  44:510-511,  Sept., 
1941. 

17.  Mackee,  G.  M. : Discussion  of  Case,  Presented  by 
.1.  F.  Fraser.  Arch.  Dermal.  & Syph.,  44:510-511.  Sept., 
1941. 

18.  Ball,  D.  and  Ryan,  R.  C. : Cutaneous  Leishmaniasis. 
Bull.,  U.  S.  Army  Med.  Dept.,  79:65,  Aug..  1944. 

19.  Cutaneous  Leishmaniasis.  Bull.  U.  S.  Army  Med. 
Dept.,  77:16,  June,  1944. 

20.  Mobilization  Regulations,  Nos.  1-9  Standards  of 
Physical  Examination  During  Mobilization,  War.  Dept. 
Washington,  D.  C.,  15  Oct.  1942.  Sec.  No.  8,  p.  34-36. 

21.  Army  Regulations,  Nos.  40-105.  Standards  of  Phy- 
sical Examination  for  Commission  in  Regular  Army, 
National  Guard  of  Ai’my  of  U.  S.  and  Organized  Resei'ves. 
War  Dept.,  Section  No.  5,  p.  21-22,  October  14,  1942. 


come  an  emotional  curiosity  and  are  no  longer  of 
any  value  as  a soldier. 

Every  man  who  can  be  treated  in  the  field  and 
returned  to  duty,  should  never  be  hospitalized.  It 
is  believed  that  individual  resourcefulness  and 
greater  understanding  of  the  case  in  the  first  aid 
stations  and  near  echelons  of  hospitalization  will 
preclude  the  patient  being  transferred  to  a general 
hospital  in  the  rear  area,  or  to  the  continental 
United  States.  Hospitalization  in  general  hospitals, 
especially  in  the  United  States,  with  recreational 
facilities,  social  agencies  and  entertainment,  may 
permit  the  individual  soldier  to  regard  his  disabil- 
ity as  more  serious  than  it  really  is,  and  defeat  the 
established  purpose  of  returning  him  to  duty  as 
quickly  as  possible  and  in  the  best  physical  con- 
dition. 


ARTHRITIS,  A WORKABLE 
CLASSIEICATION* 

Charles  P.  Wilson,  M.D. 

PORTLAND,  ORE. 

Complete  classification  of  any  disease  system  is 
complex,  unwieldy  and  somewhat  discouraging  to 
the  practicing  physician  and  yet  complete  classifi- 
cations eventually  are  essential  to  proper  under- 
standing. In  the  outline  given  below  old  names  are 
used  for  the  types  to  be  discussed  because  these 
names  are  well  known,  they  have  the  venerability 
that  goes  with  long  usage,  they  carry  a real  mean- 
ing, and,  last  but  not  least,  they  are  the  least 
argumentative  of  all.  No  one  is  going  to  misunder- 
stand what  is  meant  by  rheumatoid  arthritis  or 
osteoarthritis  unless  he  wants  to  heckle.  One  of 
the  main  purposes  of  the  x'\merican  Rheumatism 
Association  is  to  get  physicians  to  think  of  arthritis 
in  reasonable  terms,  to  understand  some  of  the 
basic  principles  of  diagnosis  and  therapy,  knowing 
full  well  that,  when  such  understanding  is  accom- 
plished, the  refinements  of  diagnosis  and  complexi- 
ties of  classifications  will  be  aided  and  better  eval- 
uation of  one’s  work  in  the  rheumatic  group  of  dis- 
orders will  be  possible. 

Classification  of  arthritis  is  not  difficult;  there 
are  some  complexities,  but  only  a few  complicated 
considerations.  There  are  seven  headings,  the  first 
six  of  which  will  take  care  of  95  per  cent  of  all 
cases  of  arthritis.  These  headings  are: 

1.  Rheumatoid  Arthritis.  5.  .Acute  Rheumatic  Fever. 

2.  Osteoarthritis.  6.  Gouty  Arthritis. 

3.  Traumatic  Arthritis.  7.  Miscellaneous. 

4.  Specific  Infectious  .Arthritis. 

♦ From  the  Department  of  Medicine,  ITniversity  of  Ore- 
Kon  Medical  School,  I’ortland.  Ore.  Read  before  the  Post 
Graduate  Course  in  General  Medicine  .sponsored  by  the 
American  College  of  Phy.sicians  at  the  tfniversity  of  Ore- 
gon Medical  School,  Portland,  Ore.,  Oct.  1 1,  1 944. 
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There  is  nothing  complex,  at  least  on  the  surface, 
in  such  a classification.  As  a matter  of  fact,  osteo- 
arthritis and  traumatic  arthritis  are  the  same  con- 
dition, as  will  be  developed  later.  I choose  to  keep 
them  separated  because  it  seems  to  add  clarity  to 
a subject  which  ordinarily  is  dodged.  No  one  mis- 
understands what  is  meant  when  rheumatoid  arthri- 
tis is  mentioned.  One  thinks  of  fusiform  swelling 
of  joints,  gradually  progressing  through  disabling 
deformities  to  the  derelict  state.  Osteoarthritis 
means  bone  and  joint  change  with  joint  disability 
dependent  upon  the  degree  of  this  change.  By  spe- 
cific infectious  arthritis  one  thinks  of  purulent 
joint  effusions  and  ankylosed  joints,  unless  the 
patient  is  one  of  the  lucky  ones. 

Acute  rheumatic  fever  conjures  up  a picture  of 
exquisitely  painful  joints,  eventuating  in  complete 
joint  recovery  but  the  rheumatic  mark  is  left  on 
other  structures  such  as  the  heart.  Gout  makes  one 
think  of  good  living  and  drinking,  the  penalty 
being  a ver\"  sore  toe  for  a week  and  then  blissful 
relief  and  forgetfulness  of  all  the  fine  resolutions 
that  pain  causes  mortal  beings  to  make.  The  mis- 
cellaneous group  can  be  dismissed  by  mentioning 
a few  conditions  like  Charcot’s  joints,  hemophiliac 
arthritis,  psoriatic  arthritis,  intermittent  hydrar- 
throsis, etc. 

So  much  for  the  superficial  look  at  arthritis  and 
its  classification.  These  are  but  chapter  headings 
and  underneath  them  lies  a wealth  of  matter  to 
consider,  if  one  wishes  to  delve  into  it.  For  the 
present  consideration  this  is  not  necessary  but  it 
is  essential  that  we  go  one  step  deeper  than  the 
chapter  titles.  That  step  takes  us  to  the  known 
pathology  of  arthritis,  the  known  intraarticular 
changes.  It  is  possible  to  put  alongside  each  one 
of  the  six  headings  an  anatomic  structure,  disturb- 
ance of  which  is  the  basis  for  the  clinical  picture 
of  its  type  of  arthritis. 

Our  classification  is  now  e.xpanded  to  the  fol- 
lowing: 

1.  Rheumatoid  arthritis,  synovitis. 

2.  Osteoarthritis,  cartilage  degeneration. 

3.  Traumatic  arthritis,  synovitis  with  or  without  carti- 
lage degeneration. 

4.  Specific  infectiotis  arthritis,  synovitis. 

5.  .Acute  rheumatic  fever,  allergic  response  in  joint  tissue. 

6.  Gouty  arthritis,  chondritis  of  metabolic  origin. 

This  classification  is  still  simple  and  workable. 
Let  us  look  under  this  layer  to  see  why  such  sim- 
plicity is  possible  for  such  a devastating  group  of 
diseases  and  let  us  take  the  hardest  one  first,  rheu- 
matoid arthritis,  the  bad  boy  of  the  rheumatic 
group.  This  disease  is  best  understood  as  a progres- 
sion of  changes  that  start  with  the  primary  path- 


ologic state  of  synovitis.  In  the  first  place,  there 
is  synovial  inflammation  and  effusion.  This  inflam- 
matory reaction,  plus  injury  during  use,  causes 
hypertrophy  of  the  synovial  membrane  which,  as  it 
progresses,  encroaches  on  the  joint  cavity. 

Blood  vessels  grow  into  this  hypertrophied  mem- 
brane and  we  have  pannus  formation  which  is 
really  granulation  tissue.  Pannus  becomes  adherent 
to  cartilage  eventually  and  cartilage  destruction 
begins.  The  destructive  process  is  uneven  and  de- 
flections begin,  dependent  upon  the  pull  of  the 
strongest  musculotendinous  group.  Finally,  carti- 
lage is  so  completely  absorbed  that  bone  ends  rub 
together,  adhesions  form  and  we  have  a fixed  joint, 
a joint  that  may  be  fixed  in  a straight  position  or 
in  any  one  of  a number  oi  bizarre  positions. 
Atrophy  of  disuse  occurs  in  bone,  muscles,  tendons 
and  ligamentous  structures. 

Such  a brief  consideration  is  the  key  to  the  many 
possible  clinical  pictures,  all  c f which  are  rheuma- 
toid arthritis.  This  consider  .don  can  be  boiled 
down  to  four  stages  for  any  .,ne  joint  or  we  may 
find  all  four  stages  present  in  any  one  patient. 
The  first  stage  is  synovitis,  the  second  is  pannus 
formation,  the  third  is  cartilage  absorption  and 
the  fourth  is  joint  disruption. 

Now  let  us  take  the  second  title,  osteoarthritis. 
Degeneration  of  cartilage  is  the  essential  pathology. 
Attention  is  called  to  the  consideration  that  any 
tissue  of  the  body  is  subject  to  degenerative  change 
and  cartilage  can  be  the  weak  spot  just  as  well  as 
coronary  arteries,  kidneys,  nervous  system,  liver, 
etc.  Hereditary  factors  can  be  hypothecated  with 
assurance  of  there  being  more  than  a modicum  of 
truth  in  such  thought,  but  degeneration  of  carti- 
lage, no  matter  the  reason,  is  the  key  to  osteo- 
arthritis. Given  cartilage  that  is  showing  degen- 
erative change,  the  wear  and  tear  of  a day’s  work 
will  carry  us  through  the  changes  that  characterize 
this  disease.  Degeneration  may  become  manifest 
in  the  terminal  phalangeal  joints  of  fingers  and 
Heberden’s  nodes  become  apparent.  Degeneration 
may  start  in  hip  joints  and  progressive  changes 
here  will  give  us  the  clinical  entity  known  as  mor- 
bis  coxae  senilis.  Degeneration  may  appear  in 
knees,  spine  or  any  joint,  and  disability  will  come 
as  the  result  of  this  degeneration.  Note  that  this 
degeneration  is  a local  joint  process;  it  starts  and 
ends  in  that  joint. 

Degeneration  of  cartilage  is  really  fibrillation 
of  cartilage  and  such  cartilage  is  easily  worn  away. 
As  it  wears  away,  bone  ends  approximate  each 
other  and  new  bone  forms  around  the  edges  of  the 
joint  because  of  stimulative  irritation  and  exagger- 


January,  1945 


ARTHTITIS- 


•WILSON 


9 


ated  pull  on  tendon  attachments  against  capsule 
and  periosteum.  As  cartilage  wears  and  new  bone 
is  formed,  any  degree  of  joint  disability  may  occur 
up  to  complete  ankylosis.  During  this  progression 
synovial  membrane  may  be  irritated  and  an  effu- 
sion may  develop.  Also,  loose  bodies,  joint  mice, 
may  develop  as  a piece  of  cartilage  breaks  free  or 
a nubbin  of  hypertrophied  synovial  membrane  is 
pinched  off.  Periosteal  irritation  may  be  severe 
enough  to  allow  a convenient  diagnosis  of  periosti- 
tis, exhibiting  redness  and  swelling  of  periarticular 
structures. 

In  this  consideration  of  osteoarthritis  we  have 
really  been  observing  the  changes  that  occur  in  a 
patient  with  inherently  weak  cartilage,  when  such 
cartilage  is  subjected  to  millions  of  minute  injuries 
incident  to  living.  I said  earlier  that  traumatic 
arthritis  and  osteoarthritis  were  the  same  condition 
and  the  reason  for  this  statement  should  be  evi- 
dent now.  One  single  major  trauma  may  cause  a 
synovitis  and  “water  on  the  knee”  may  result. 
One  single  major  trauma  may  fibrillate  any  carti- 
lage and  it  certainly  is  not  necessary  for  it  to  be 
inherently  weak.  Once  fibrillated,  progressive 
changes  are  going  to  take  place,  the  extent  of  the 
changes  being  naturally  dependent  upon  the  degree 
of  original  injury.  The  steps  in  this  process  are  ex- 
actly as  outlined  immediately  above  for  osteo- 
arthritis. 

Specific  injections  arthritis  is  our  next  considera- 
tion. The  specific  infection  may  be  due  to  the  gon- 
ococcus, pneumococcus,  streptococcus,  staphylo- 
coccus, etc.  A pyogenic  synovitis  is  hyperacute  in 
its  destruction  and  cartilage  is  literally  eaten  away 
instead  of  being  worn  away,  while  adhesions  form 
with  amazing  rapidity.  The  story  is  told  so  quickly 
that  a reasonably  functioning  joint  is  a desirable 
result. 

To  deal  with  the  pathology  of  acute  rheumatic 
fever  in  one  paragraph  is  an  impossibility.  Suffice 
it  to  say  that  the  process,  as  far  as  joint  tissue  is 
concerned,  is  mainly  periarticular  with  only  occa- 
sionally a synovial  irritation  and  effusion,  and 
complete  recovery  ensues  without  disturbance  of 
joint  integrity. 

Our  last  title  is  gouty  arthritis,  so  called  because 
gout  is  so  often  an  arthritis.  Five  per  cent  of  arthri- 
tis in  men  is  gouty  arthritis.  The  most  celibate 
individual  may  be  afflicted  while  the  greatest  roue 
escapes.  We  know  very  little  more  about  gout  than 
Hippocrates  did  and  sometimes  it  seems  we  have 
forgotten  even  that  little.  This  is  a metabolic  prob- 
lem with  deposition  of  sodium  urate  in  cartilage 
as  the  initial  and  major  pathology,  but  urate  de- 


posits also  occur  in  other  joint  structures.  Inflam- 
mation around  the  deposits  occurs  and  the  acute 
picture  is  developed.  The  individual  episode  may 
subside  without  visible  effect  but  each  recurring 
attack  leads  to  ever  greater  changes  in  cartilage 
and  eventually  the  joint  may  be  destroyed.  Cystic 
lesions  in  neighboring  bone  gives  the  characteris- 
tic roentgen  pattern,  while  erosion  of  damaged  car- 
tilage gives  rise  to  changes  reminiscent  of  osteoar- 
thritis. When  the  gouty  process  involves  many 
small  joints,  there  is  a vague  resemblance  to  rheu- 
matoid arthritis. 


The  miscellaneous  group  could  be  taken  apart 
and  each  condition  could  be  tediously  analyzed 
with  some  success  but  to  no  great  practical  advan- 
tage at  this  time.  It  is  important,  however,  to  whet 
one’s  curiosity  a bit  by  peeking  under  the  next 
leaf  of  our  book.  Under  there  one  sees  combined 
forms,  such  as  a patient  with  osteoarthritis  devel- 
oping a superimposed  rheumatoid  arthritis.  One 
also  sees  a condition  that  looks  like  both  acute 
rheumatic  fever  and  rheumatoid  arthritis,  or  typi- 
cal acute  rheumatic  fever  turning  out  to  be  typical 
rheumatoid  arthritis. 

Under  another  leaf  more  disconcerting  problems 
e.xhibit  themselves,  such  as  fibrosis  in  primary  and 
secondary  forms,  bursitis  and  tendinitis,  the  fibrous 
sheaths  of  nerves  involved  and  neuritis  raising  its 
troublesome  head.  Under  another  leaf  there  is 
the  spine  with  all  its  complex  structures,  any  one 
or  all  of  which  may  be  involved,  creating  a group 
of  conditions  which  seem  like  separate  diseases. 
Unfortunately,  arthritis  of  the  spine  frequently  is 
considered  as  a different  type  of  rheumatism,  but 
careful  analysis  on  the  basis  of  our  developed 
pathologic  changes  will  show  that  spinal  arthritis 
can  be  classified  as  rheumatoid  arthritis,  osteo- 
arthritis, specific  infectious  arthritis  and  traumatic 
arthritis. 

In  concluding  these  brief  remarks  it  might 
be  well  to  end  with  the  completed  classification  of 
arthritis,  which  is: 


1.  Rheumatoid  arthritis: 

a.  Synovitis. 

b.  Pannus  formation. 

c.  Cartilage  destruction. 

d.  Joint  disruption. 

2.  Osteoarthritis: 

a.  Cartilage  degeneration. 

b.  Cartilage  absorption. 

c.  Erosion  of  bone  with 
new  bone  formation. 

d.  Joint  disruption. 

3.  Traumatic  arthritis: 
Synovitis  or  cartilage 
degeneration. 


4.  Specific  infectious  arthritis 

a.  Synovitis. 

b.  Cartilage  destruction. 

c.  .Adhesions  and  fixation 

5.  .Acute  rheumatic  fever: 

a.  .Allergic  response  in 
periarticular  tissue. 

b.  No  consistent  after- 
effects. 

6.  Gouty  arthritis: 

a.  Chondritis. 

b.  Cartilage  destruction. 

c.  Periarticular  inflam- 
mation. 

d.  Bone  changes. 
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PENICILLIUM  ANTIBIOTIC  IN  THE  TREAT- 
MENT OF  INTRINSIC  ALLERGIES 
Philipp  Schonwald,  INLD. 

AND 

Edwin  F.  Ueppe,  M.D. 

SEATTLE,  WASH. 

Intrinsic  allergy,  usually  labeled  bacterial  allergy, 
always  was  the  subject  of  much  controversy,  al- 
though the  scientific  and  experimental  basis  for 
such  concept  was  established  as  early  as  1907  by 
Rosenau  and  Anderson, ' Krauss  and  Doerr,  Zinsser 
and  Parker  (1917)-  and  Zinsser  and  Mallory 
(1924).  Hypersensitiveness  to  bacterial  products 
had  first  been  demonstrated  by  Koch  ( 1882)  in  the 
tuberculin  reaction,  which  was  later  discussed  by 
\'on  Pirquet  who  first  called  this  phenomenon  an 
allergy,  then  also  by  Calmette  and  Wolff-Eisner. 
Huber  and  Koessler  in  1922®  and  this  writer  in 
1924^  emphasized  the  importance  of  bacterial  asth- 
ma and  pointed  out  that  the  clinical  picture  of 
these  cases  unquestionably  is  identical  with  cases 
of  undisputed  allergic  asthma.  Much  later  Cooke 
(1932,  1935),®'"  Brown  (1934),"  Benson  (1933),® 
Forman  (1935)®  and  Harkavy  (1929)^"  favored 
bacteria  as  a cause  of  allergy,  Alexander  (1935)^^ 
wrote:  “Bacterial  allergy  is  just  being  investigated 
and  is  probably  the  allergy  of  tomorrow.”  Arthritis 
was  thought  to  be  a symptom  of  bacterial  allergy 
by  Rackeman,^®  V'aughan,^®  Kinsella,^'*  Zinsser  and 
others. 

Cooke  decided  that  bacterial  protein  has  the  same 
property  of  bringing  about  the  hypersensitive  state 
as  do  animal  proteins.  Berg^®  concluded  that  bac- 
terial proteins  possess  antigenic  properties  and, 
therefore,  the  treatment  of  such  patients  with  auto- 
genous vaccines  rests  on  a rational  basis.  Vaughan 
(1933)^"  recognized  two  general  subdivisions  of 
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asthmatics,  the  extrinsic  and  intrinsic  types,  and 
states  that  36  per  cent  of  his  asthma  series  were  of 
the  latter  type. 

Recently  an  excellent  article  by  Cohen^'  revives 
this  important  question  of  bacterial  or  intrinsic 
allergy.  This  latter  term  is  applied  to  cases  in 
which  the  causes  are  considered  to  be  within  the 
body  and  are  attributed  to  bacterial  sensitivity, 
while  extrinsic  allergies  are  called  those  due  causes 
entering  the  body  from  without.  Cohen  states  that 
bronchial  asthma  has  a distinct  pathologv  and  that 
the  characteristic  pathologic  changes  are  the  same 
in  patients  who  are  shown  to  have  either  extrinsic 
or  intrinsic  etiologic  factors.  He  describes  the  char- 
acteristics of  intrinsic  asthma  as  follows:  Begins 
around  forty  years  of  age;  the  family  history  is 
usually  negative.  Other  allergic  manifestations  are 
uncommon.  Skin  tests  are  negative.  The  allergen  is 
not  demonstrable  by  environmental  control.  No 
complete  remissions.  Organic  changes  are  common. 
Prognosis  for  relief  and  prevention  of  future  at- 
tacks poor.  Prognosis  as  to  life  grave.  IMany  die  of 
asthma.  Profound  effect  on  longevity. 

This  description  fits  most  of  the  cases  of  intrin- 
sic asthma  seen  by  the  allergist.  We  would  like  to 
add  that  skin  tests,  when  positive,  are  irrelevant 
or  even  misleading  and  that  some  of  these  bacterial 
allergies  are  relieved,  at  least  temporarily,  by  vac- 
cine treatment.  Many  of  these  cases  have  their 
onset  after  some  respiratory  infection  like  influenza, 
whooping  cough,  or  bronchopneumonia.  Cohen 
further  points  out  that  recognition  of  a case  of  in- 
trinsic asthma  as  such  is  imperative,  because  a 
great  deal  of  the  physician’s  time  and  the  patient’s 
money  are  wasted,  since  the  methods  useful  in  the 
study  and  treatment  of  extrinsic  allergies  are  of 
little  or  no  value  in  those  of  the  intrinsic  group. 
Cohen  calls  this  form  “asthma  gravis.”  Most  of 
the  deaths  occur  in  this  group.  We  realize  that 
with  these  cases  we  deal  with  a very  serious  afflic- 
tion, probably  the  most  serious  of  all  allergic  con- 
ditions, which  are  also  the  most  refractory  to  our 
present  methods  of  treatment.  Attempts  to  find 
a more  satisfactory  way  of  treating  these  patients 
have  constantly  been  made  but  resulted  so  far 
mostly  in  finding  better  methods  of  symptomatic 
relief. 

Intrinsic  allergies  are  a real  “crux  medicorum,” 
presenting  cases  which  respond  very  little  or  not 
at  all  to  antiallergic  management.  Their  etiology 
is  mysterious,  they  usually  become  rapidly  worse, 
get  into  status  asthmaticus.  The  heroic  measures 

17.  Cohen,  M.  B.:  Bronchial  Asthma.  Ann.  Int.  MecL, 
20:590-596,  April,  1944. 
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which  at  times  will  get  them  out  of  this  condition 
fail  to  succeed  a second  time,  if  the  patient  relapses 
and  is  in  dire  need  of  help.  These  are  the  patients 
who  do  not  respond  to  the  usual  symptomatic 
treatment,  are  given  morphine  or  dilaudid,  as  a 
last  resort  and  die  of  asthma.  In  a recent  article 
Rackemann'®  discusses  this  “intrinsic”  asthma  as 
the  expression  of  a bacterial  allergy  and  reviews 
fifty  deaths,  twenty-eight  of  which  were  cases  of 
the  intrinsic  type.  Death  was  not  due  to  pneu- 
monia or  heart  disease  but  to  asthma  itself.  Hamp- 
ton and  Rand^**  at  an  Army  Air  Forces  Hospital 
reported  that,  out  of  286  cases  of  asthma  exam- 
ined, 140  were  intrinsic,  69  extrinsic  and  57  were 
mixed  intrinsic  and  extrinsic.  One  hundred  and 
ninety  one  of  the  286  were  associated  with  respira- 
tory infections.  A most  interesting  observation  was 
that  only  seven  were  over  thirty  years  of  age;  the 
remainder  were  all  between  eighteen  and  twenty- 
seven  years. 

The  concensus  of  all  these  opinions  is,  that  in- 
trinsic allergy  is  bacterial  allergy,  caused  by  the 
allergenic  portion  of  bacterial  toxins.  The  extent 
and  virulence  of  the  causative  focus  of  infection 
has  no  bearing  upon  the  severity  of  the  allergic 
symptoms  produced,  but  is  only  governed  by  the 
degree  of  allergy,  the  allergic  state  of  the  patient. 
The  problem,  therefore,  is  not  the  elimination  of 
the  focus  of  infection;  this  is  in  most  cases  not 
possible  because  the  seat  of  it  is  occult  or  the  area 
is  too  large,  as  in  allergy  to  some  part  of  the  intes- 
tinal flora.  Furthermore,  there  are  only  a few  in- 
stances where  the  removal  of  an  obvious  infection, 
like  abscessed  teeth  or  diseased  tonsils,  has  elim- 
inated the  symptoms  of  an  intrinsic  allergy.  De- 
sensitization or  hyposensitization  of  the  patient  to 
these  bacterial  toxins,  if  possible,  seems  to  be  a 
more  logical  approach.  This  has  been  attempted 
with  either  specific  means  (bacterial  vaccines)  or 
nonspecific  methods  (foreign  protein  therapy). 
Both  methods  are  sometimes  successful,  although 
they  give  in  most  cases  only  partial  or  temporary 
relief. 

With  these  considerations  in  mind  the  thought 
presented  itself  that  the  allergic  effect  of  an  occult 
bacterial  focus  might  be  lessened  or  eliminated  by 
the  use  of  an  antibiotic  like  penicillin  which  is  at 
present  the  most  usable  and  effective  but  nontoxic 
of  the  known  antibiotics.  At  the  present  stage  of 
our  knowledge  of  antibiotics  the  very  action  of 

18.  Hampton,  S.  F.  and  Rand,  H.  : Problem  of  Allergy 
at  an  Army  Air  Forces  Hospital.  J.  Allergy,  1.5:355-368, 
Sept.,  1944. 

19.  Rammelkamp,  C.  H.  and  Helm.  J.  D.,  ,Ir. : Studies 
on  Absorption  of  Penicillin  Prom  Stomach.  Proc.  Soc. 
Exper.  Biol.  & Med.,  54:324-327,  Dec..  1943. 


these  remedies  is  not  yet  fully  understood.  They 
are  mostly  bacteriostatic,  seldom  bactericidal. 
They  interfere  with  the  metabolism  of  the  patho- 
gens and  stop  their  otherwise  prolific  propagation. 
It  is  probable  that  by  doing  this  they  also  stop  the 
production  of  the  allergenic  factor  of  the  microbial 
toxin.  This  would  also  explain  why  the  introduc- 
tion of  the  antibiotic  in  these  cases  does  not  neces- 
sarily have  to  be  massive  and  continuous,  as  in 
cases  where  an  infection  has  to  be  eliminated  and 
where  it  is  important  that  the  titre  of  the  anti- 
biotic in  the  blood  be  kept  constant  and  relatively 
high. 

The  rapid  excretion  of  these  substances  through 
the  kidneys  necessitates  for  such  purpose  either 
the  use  of  a constant  intravenous  drip  or  the  re- 
peated (three  hourly)  intramuscular  injection  of 
the  antibiotic.  In  our  cases  we  have  given  sub- 
cutaneous treatment  every  day  or  every  other  day 
and  had  satisfactory  response  with  this  technic. 
In  some  instances,  where  a more  continuous  in- 
fluence of  the  antibiotic  seemed  desirable,  we  sup- 
plemented the  hypodermic  medication  with  entero- 
coated  capsules,  containing  a dry  form  of  the 
antibiotic  which  apparently  is  readily  absorbed  by 
the  duodenal  mucosa. 

Ramelkamp  and  Helm’^®  have  proven  that  peni- 
cillin is  absorbed  by  the  mucosa  of  the  upper  in- 
testinal tract  as  long  as  it  is  protected  against  the 
chemical  action  of  the  HCl  in  the  stomach.  They 
also  state  that  penicillin  given  hypodermically  is 
absorbed  slowly  which,  of  course,  is  a distinct  ad- 
vantage over  the  intravenous  route.  Chain  et  al'^^ 
have  detected  penicillin  in  the  blood  after  subcu- 
taneous administration.  The  difficulty  of  obtain- 
ing commercial  penicillin  (eighteen  months  ago) 
for  such  cases  made  it  desirable  to  pursue  the  pro- 
duction of  a crude  penicillin  which  according  to 
Fisher'"  is  relatively  simple  and  can  be  carried  out 
in  any  bacteriologic  laboratory. 

Fisher  recommends  the  so  called  “still”  method 
of  producing  a penicillin-bearing  culture  broth. 
This  method  has  been  abandoned  by  the  quantity 
producers  of  penicillin  but  is  amply  sufficient  for 
the  small  amounts  that  are  necessary  for  such  pur- 
poses as  ours.  While  not  so  very  simple,  the  method 
is  not  very  complicated,  although  it  is  advan- 
tageous to  be  familiar  with  handling  of  fungi, 
especially  penicillium,  which  Thom,  senior  mycolo- 
gist of  the  U.  S.  Dept,  of  Agriculture,  has  called 

20.  Chain,  E.  et  al.:  Penicillin  as  Chemotherapeutic 

Agent.  Lancet,  2 : 226-228,  Aug.  24,  1940. 

21.  Fisher,  A.  M.:  Antibacterial  Properties  of  Crude 
Penicillin.  Bull.  .Tohns  Hopkins  Hosj).,  73:343-378,  Nov., 
1943. 

22.  Fleming,  A.-  Penicillin.  Brit.  M.  J..  2:654,  Nov.  20, 
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“a  temperamental  little  fungus  with  habits  and 
idiosyncrasies  all  its  own,  requiring  a lot  of  cud- 
dling.” Selection  of  a suitable  medium  and  aseptic 
procedure  is  imperative.  The  broth  collected,  when 
the  titre  of  penicillium  is  highest,  is  sterilized  by 
Seitz  filtration  which  Fleming-^  himself  has  rec- 
ommended as  the  best  and  simplest  method.  Keefer 
et  aF”*  have  found  that  this  method  removes  irritat- 
ing impurities. 

We  use  two  strains  of  penicillin  notatum  and 
another,  air-borne  strain  of  green  penicillium.  That 
the  Fleming  strain  of  penicillium  notatum  is  not 
the  only  one  to  produce  an  effective  antibiotic  sub- 
stance was  to  be  expected.’’^  Wilkins  and  Harris^'^ 
found  nine  strains  of  penicillium  and  eighteen 
strains  of  aspergillus  which  produced  antibiotics. 
Callahan-*’  reports  that  the  world’s  largest  peni- 
cillin plant  uses  one  strain  derived  from  a decayed 
cantaloupe,  another  from  a bit  of  cheese.  This 
crude  penicillin  is  quite  stable  if  kept  at  a low 
temperature,  either  in  the  frozen  state  or  just 
above  the  freezing  point. 

Speaking  of  “crude”  penicillin  we  must  keep  in 
mind  that  all  penicillin  now  available  and  used 
is  crude,  containing  only  10  to  20  per  cent  of  the 
pure  and  active  substance.  The  balance  is  made 
up  of  so  called  “impurities,”  substances  other  than 
penicillin,  some  of  which  are  responsible  for  tissue- 
reaction,  pain  or  temperature  elevation  and  some 
of  which  are  part  of  the  antibiotic,  produced  by 
the  fungus  and  have  certain  beneficial  effects,  one 
of  which  might  be  neutralizing  the  allergenic  action 
of  the  intrinsic  allergen. 

In  general  we  have  followed  the  method  of  Fish- 
er, using  a medium  containing  a completely  hydro- 
llzed  protein  which  is  supposedly  not  allergenic. 
The  purified  and  sterile  broth,  containing  the  anti- 
biotic (F-solution),  when  given  hypodermically, 
does  not  cause  a rise  in  temperature  but  produces 
some  local  pain  and  redness  in  about  10  per  cent 
of  the  cases,  usually  only  after  the  first  few  injec- 
tions. Feinberg  discused  the  possibility  of  allergy 
to  penicillin  and  untoward  reactions  in  patients  who 
are  allergic  to  penicillium  spores.  Skin  tests,  how- 
ever, were  negative.  Herell  et  al  state  that  urticaria 
and  irritative  dermatitis  are  the  only  toxic  reac- 
tions of  any  significance.  Kirby  and  Hepp  report 
a case  where  generalized  maculopapular  rash  fol- 

23.  Keefer,  C.  S.  et  al. : Penicillin  in  Treatment  of  In- 
fection. .1.  A.  M.  A..  122:1217-1224,  Aug.  28,  1943. 

24.  Wilkins,  W.  H.  and  Harris,  (T.  C.  M. : Investigation 
Into  Product,  of  Bacteriostatic  Substances  by  Fungi.  Brit. 
J.  Exper.  Path.,  23:166-169,  Aug.,  1942. 

25.  Von  Outfield,  F.  J. : Use  of  Penicillin  in  Statu  Nas- 
cendi.  Virginia  M.  Monthly,  71:39,  Jan.,  1944. 

26.  Dorst,  S.  E.  and  Morris,  R.  S-:  Bacterial  Hypersen- 
sitivity of  Intestinal  Tract.  Am.  J.  M.  Sc..  180:650-656, 
Nov.,  '1930. 


lowed  penicillin  treatment,  which  did  not  occur 
when  penicillin  of  a different  manufacture  was 
given,  which  seems  to  bear  out  the  contention  that 
the  impurities  and  not  the  .penicillin  itself  cause 
allergic  reactions.  One  physician,  treating  a case 
of  osteomyelitis  with  our  F-substance  reported  that 
his  patient  after  several  weeks  of  successful  treat- 
ment developed  urticaria  which  promptly  disap- 
peared when  treatment  was  stopped. 

Crude  penicillin  is  being  used  by  many  workers. 
Von  Gutfeld'-"  succeeded  in  preparing  a solution  of 
penicillin  which  was  used  intravenously  in  two 
serious  cases  of  septicemia  and  effected  cures.  He 
recommends  the  method  of  Robinson  and  Wallace 
who  inoculate  dressings,  soaked  in  culture  medium 
with  penicillin  spores  and  thereby  make  use  of  the 
penicillin  in  statu  nascendi. 

The  potency  of  every  batch  of  F-solution  is 
tested  by  the  cup  method  against  Staphylococcus 
aureus  and  was  compared  wdth  a standard  solution 
of  commercial  penicillin  (5000  units  to  1 cc.).  Two 
local  physicians  tested  it  clinically  on  cases  of 
sulfa-fast  gonorrhea  and  found  it  fully  potent. 

Asthma  is  the  most  important  but  not  the  only 
manifestation  of  intrinsic  allergy.  Dorst  and 
Morris-®  maintained  that  there  is  a definite  re- 
lationship between  (allergic)  enteric  disturbances 
and  a bacterial  hypersensitization  of  the  enteric 
tract.  Rowe®®  stated  that  urticaria  is  caused  next 
to  food  allergy  by  bacterial  allergy  in  the  gastroin- 
testinal tract  or  other  membranes  of  the  body.  Skin 
afflictions  due  to  bacterial  allergy  are  described  by 
McDonald,  and  also  by  Andrews,  Birlman  and 
Kelly.  We  have  encountered  several  cases  of  al- 
lergic migraine  which  apparently  belong  to  the 
mixed  group  and  at  first  responded  quite  well  to 
antiallergic  treatment.  Then  the  intrinsic  factors 
became  more  important  and  the  causes  of  the  re- 
lapse could  not  be  diagnosed  by  the  orthodox  anti- 
allergic methods.  Treatment  with  the  antibiotic, 
however,  gave  satisfactory  results. 

At  first  we  only  tried  our  F-substance  on  cases 
which  came  fully  under  the  above  cited  classifica- 
tion by  Cohen  as  intrinsic  allergies.  Later  we  treat- 
ed a number  of  extrinsic  allergies  also,  if  the  re- 
sult of  orthodox  treatment  was  not  satisfactory. 
We  found  that  a number  of  these  cases  were  ap- 
parently of  the  mixed,  extrinsic  and  intrinsic  type, 
because  they  cleared  up  when  F-substance  was 
added  to  the  treatment,  sometimes  dramatically. 

27.  Schonwald,  P.  : New  Era  in  Our  Fight  Against 
Microbes.  Ois.  of  Chest,  10:41-46,  Jan. -Feb.,  1944. 

28.  Rackemann,  F.  M. : Deaths  From  Asthma.  J.  Al- 
lergy, 15:249,  June,  1944. 

29.  Callahan,  J.  R. : Penicillin,  Large  Scale  Production, 
Chem.  & Metall.  Engineering,  51:4,  April,  1944. 
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Table  1. 


Asthma  56 

Asthma,  complicated ....  13 

Migraine  6 

Rhinitis  10 

Gastrointestinal  allergy  1 


Intrinsic  allergies  21 

Mixed  allergies  .: 65 

Not  Moderately  Markedly 
Improved  Improved  Improved 
16  35  34 


Total  number  of  cases  treated  with  F-substance:  86. 


41  cases  were  not  relieved  by  the  usual  antiallergic  man- 
agement. 

41  cases  were  improved  after  F-substance  was  added  to 
the  treatment. 


This  experience,  of  course,  widened  the  range  of 
indication  for  penicillin  therapy  considerably. 

Different  types  of  allergy  were  treated  with  our 
penicillin  antibiotic  (F-substance),  as  shown  in 
table  1.  Of  these  86  cases,  21  were  definitely  of  the 
intrinsic  type,  65  were  mixed  allergies.  At  the  time 
of  this  writing  16  patients  had  shown  no  improve- 
ment, 35  were  moderately  improved,  34  were 
markedly  improved,  i.  e.,  they  were  free  or  almost 
free  of  symptoms.  Forty-one  of  these  patients  had 
been  treated  with  established  antiallergic  measures 
and  were  no  better.  Treatment  with  F-substance 
or  commercial  penicillin  turned  these  failures  into 
successes.  When  commercial  penicillin  was  obtain- 
able, this  was  used  in  thirteen  cases,  2500  units 
given  intramuscularly  two  or  three  times  weekly. 
Its  effects  were  just  as  beneficial  as  those  of  the 
F-substance. 

We  have  had  very  few  failures.  The  logical  ex- 
planation of  these  is  that  penicillin  affects  not  every 
type  of  pathogenic  organisms.  In  mixed  infections, 
where  Gram-negative  microbes  are  present,  these 
will  protect  the  susceptible  Gram-positive  bacteria 
by  excretion  of  phospholipids  which  destroy  the 
activity  of  the  penicillin.  (Dubos).^  This  and  the 
pronounced  individual  differences  in  the  makeup 
of  various  cases  of  allergy  account  for  the  great 
differences  in  the  response  to  this  treatment.  Many 
cases  responded  immediately  and  with  complete 
cessation  of  symptoms.  Some  required  prolonged 
treatment  or  were  only  more  or  less  improved. 
It  is  likely  that  variations  in  the  potency  of  the 
crude  antibiotic  were  responsible  for  the  variabil- 
ity of  results.  However,  our  experiences  indicate 
that  this  new  approach  to  the  solution  of  the  most 
difficult  problem  in  the  treatment  of  allergic  dis- 
eases is  quite  promising  and  that,  wherever  avail- 
able, penicillin  therapy  of  intrinsic  allergies  should 
be  tried. 

Several  of  our  cases,  definitely  intrinsic,  who 
were  cleared  up  with  F-substance  treatment, showed 
a recurrence  of  symptoms  more  or  less  at  the  same 
time  when  fall  weather  set  in.  The  etiology  of  their 
trouble  was  definitely  atmospheric  but  there  were 


30.  Dubos,  R.  J. ; Antimicrobic  Agents  of  Biologic  Ori- 
gin. J.  M.A..  124:633-636,  March  4.  1944. 


no  pollens  or  fungus  spores  found  on  our  daily 
exposed  slides.  The  cause  of  these  relapses  and 
the  proper  management  of  these  patients  is  now 
under  investigation. 

CASE  REPORTS 

Case  1.  F.  N.,  female,  age  67.  First  seen  May  22,  1944, 
giving  a history  of  chronic  bronchitis  for  eight  years  and 
of  asthma  for  four  years.  No  history  of  allergy  in  the  fam- 
ily. Routine  skin  tests  moderately  positive  for  fungi  and 
strongly  positive  to  bacterial  toxins.  Treatment  with  fun- 
gus extract  and  F-substance.  By  .August  4 the  patient  was 
free  of  symptoms. 

Case  2.  J.  L.,  female,  5 years  old.  First  seen  January  28, 
1944,  complaining  of  recurrent  bronchial  asthma  of  great 
severity,  precipitated  by  colds  since  two  years  of  age. 
The  father  has  asthma.  Routine  skin  tests  were  not  signifi- 
cant. Treatment  consisted  of  the  current  pollens  and  a 
dust  mixture.  There  was  no  improvement.  The  patient 
had  three  spells  of  asthma  with  a high  fever  (103°).  F-sub- 
stance treatment  was  added  .April  19.  Improvement  was 
noticeable  in  two  days  and  continued  to  date.  Patient  is 
symptom-free. 

3.  S.  C.,  female,  9 years  old.  First  seen  January  19, 
1944.  Bronchial  asthma  for  three  years.  No  family  history 
of  allergy.  Treatment  consisted  of  injections  of  various 
inhalant  extracts  and  elimination  diets.  Improvement  was 
evanescent  and  transitory.  F-substance  treatment  was 
added  .April  19.  Definite  improvement  was  evident  May  1 
and  has  progressed  to  date.  Patient  is  now  asymptomatic. 

Case  4.  \V.  X.,  male,  age  65.  First  seen  January  22,  1944, 
complaining  of  asthma  and  hay  fever  of  four  years  dura- 
tion. No  family  history  of  allergy.  Routine  skin  tests  were 
positive  for  fungi,  house  dust  and  bacterial  toxins.  Treat- 
ment consisted  of  injections  of  pollen-fungus,  dust  ex- 
tracts and  vaccine.  His  course  fluctuated  between  mild 
improvement  and  exacerbations.  He  was  discouraged. 
F-substance  was  added  to  the  treatment  on  May  3.  Im- 
provement was  noticed  on  May  15  and  the  patient  was 
free  of  symptoms  until  fall  weather  set  in,  when  he  suf- 
fered a mild  relapse. 

Case  5.  .A.  O.,  male,  54  years  old.  On  February  23,  1944, 
he  gave  a history  of  a severe  attack  of  pneumonia  twenty- 
five  years  previously,  followed  by  a persistent  expectora- 
tion of  mucus  up  to  the  present  time.  Severe  asthma  of 
two  months  duration.  His  mother  and  two  sisters  had 
asthma.  Routine  skin  tests  were  negative.  Treatment  con- 
sisted of  injections  of  the  current  pollen-mold-dust  ex- 
tracts. Patient  was  in  status  asthmaticus  and  many  in- 
jections of  adrenalin  and  intravenous  injections  of  amino- 
phyllin  and  metaphyllin-calcium-iodide  were  required  to 
give  him  relief. 

F-substance  was  added  .April  10.  .A  slow  improvement 
to  June  16  and  progressively  more  rapid  improvement 
after  this  to  the  present  time  was  evident.  He  now  is 
symptom-free,  has  gained  30  pounds,  and  has  exerted 
strenuously  on  fishing  and  hunting  trips  without  any  ill 
effects. 

Case  6.  C.  G.,  male,  age  7.  First  seen  January  7,  1944. 
History  of  eczema  of  the  hands  and  face  since  three  weeks 
of  age  and  asthma  since  eighteen  months  of  age.  His  ma- 
ternal great  grandmother  and  grandmother  had  asthma. 
.A  sister  has  eczema. 

Skin  tests  were  positive  for  many  inhalants,  trichophy- 
tin  and  a few  foods.  Treatment  consisted  of  injection  of 
extracts  of  the  seasonal  pollens  and  molds,  also  of  dust 
extract  and  vaccine.  Trichophytin  injections  brought  about 
speedy  disappearance  of  the  eczema.  The  asthma  was  un- 
changed. F-substance  was  added  on  June  24.  Improvement 
of  the  asthma  became  rapid  and  progressive.  However, 
mistakes  in  the  diet  still  cause  spells  of  asthma. 


14 


CARCINOMA  OF  PANCREAS MULLEN 


VOL.  44,  No.  1 


Case  7.  W.  J.,  male,  age  26.  First  seen  July  24,  1939, 
complaining  of  intermittent  asthma  since  age  three.  One 
brother  has  asthma.  Repeated  skin  tests  showed  reactions 
to  various  foods  and  inhalants.  Elimination  diets  and  hypo- 
sensitization to  seasonal  pollens  and  molds  gave  temporary 
relief.  F-substance  treatment  was  started  May  6,  1944. 
Since  then  he  has  been  free  of  symptoms. 

Case  8.  G.  D.,  male,  age  S9,  first  seen  on  November  29, 
1943,  giving  a history  of  asthma  for  the  past  30  years. 
One  son  has  asthma.  Skin  tests  for  foods  and  inhalants 
were  negative.  Hyposensitization  to  current  pollens  and 
vaccine  treatment  brought  about  temporary  improvement, 
but  attacks  of  severe  asthma  occurred  every  so  often.  F- 
substance  added  to  the  treatment  gradually  eliminated 
these  attacks.  The  patient  has  been  free  of  symptoms  for 
months. 

Case  9.  O.  L.  B.,  male,  age  52,  reported  January  3,  1944, 
giving  a history  of  a cold  in  October,  1942,  followed  by 
a severe  productive  cough  which  has  persisted  to  date. 
Eczema  for  the  past  two  years.  His  mother  and  daughter 
have  eczema.  Skin  tests  were  negative,  as  were  his  heart 
and  lungs.  He  was  treated  with  a dust  extract,  vaccine 
and  trichophytin.  There  was  no  improvement.  F-substance 
was  started  May  1.  He  discontinued  treatment  June  12, 
stating  that  he  w'as  free  of  symptoms. 

Case  10.  L.  G.,  age  30,  reported  on  June  27,  1944,  com- 
plaining of  a stuffy  nose  and  marked  postnasal  drip  for 
the  past  ten  years.  She  has  had  severe  recurrent  colds 
since  childhood.  Her  paternal  grandmother  had  “chronic 
catarrh”;  father  and  brother  rhinitis  and  hay  fever.  She 
reacted  markedly  to  bacterial  toxins.  F-substance  treat- 
ment was  started  June  30.  Improvement  was  prompt  and 
has  continued  to  date. 

Case  11.  J.  P.  S.,  male,  age  51,  reported  July  21,  1943, 
complaining  of  migraine  of  forty  years  duration.  His 
mother,  two  brothers  and  one  sister  have  migraine.  Tests 
for  foods  and  inhalants  were  negative.  He  was  investigated 
by  means  of  the  pulse-diet  test  as  recommended  by  Coca. 
Elimination  diets  and  histamine  treatment  gave  consider- 
able but  temporary  relief.  F-substance  treatment  was 
started  May  31.  He  is  now  markedly  relieved.  Instead  of 
severe  daily  headaches  he  has  only  one  slight  one,  not 
more  than  once  a week. 

SUMMARY 

1.  The  literature  on  intrinsic  allergy  is  discussed 
and  the  general  opinion  summarized,  diagnosing 
intrinsic  allergies  as  bacterial  allergies. 

2.  The  theory  is  advanced  that  it  might  be  pos- 
sible to  influence  the  allergenic  effect  of  bacterial 
toxins  by  antibiotic  therapy. 

3.  The  results  of  treatment  of  86  cases  of  al- 
lergy, twenty-one  intrinsic,  and  fifty-six  mixed 
type  allergies,  with  “crude”  and  commercial  peni- 
cillin are  reported. 

4.  Eleven  illustrative  case  histories  are  pre- 
sented. 


CARCINOMA  OF  HEAD  OF  PANCREAS 
AND  AIMPULLA  OF  VATER* 

TWO  CASE  REPORTS 

Bernard  P.  Mullen,  M.D. 

SEATTLE,  WASH. 

CARCINOMA  OF  HEAD  OF  PANCREAS 

Case  1.  Female,  age  64.  Entered  King  County  Hospital 
June  19,  1943,  with  history  of  painless  jaundice  of  two 
months  duration.  The  jaundice  had  gradually  become  worse 
over  this  period.  She  had  never  had  jaundice  before  nor 
had  any  gallbladder  symptoms. 

Past  History.  She  had  occasional  chest  pain  with  mod- 
erate dyspnea.  She  occasionally  had  blood  in  the  stool 
which  had  been  clay  colored  to  green.  She  had  had  a 
hysterectomy  for  fibroids. 

Family  History:  Father  died  of  cancer  of  the  throat  at 
40  years  of  age.  Mother  died  of  gastrointestinal  cancer  at 
50  years. 

Physical  Examination:  Positive  findings  on  examination 
consisted  of  marked  icterus  of  bronze  green  type  and  sclerae 
were  very  yellow.  Examination  of  the  heart  showed  diastolic 
and  systolic  murmurs  heard  at  apex.  The  apex  beat  was  1 
cm.  to  the  left  of  the  midclavicular  line  in  the  fifth  inter- 
space. There  was  a palpable  mass  in  the  right  upper  quad- 
rant which  appeared  to  be  a distended  gallbladder. 

Laboratory:  Urine:  albumin,  slight  trace;  urobilinogen 
negative  in  1 to  10  dilution.  Bile  present.  Blood:  Coagula- 
tion time  2 minutes,  bleeding  time  1.5  minutes,  clotting 
time  14.3  seconds.  Blood  urea  nitrogen,  23  mg.;  icterus 
index,  129;  total  protein  6.6  gm.  Prothrombin  time,  86 
per  cent  of  normal.  Prompt  direct  Vanderberg. 

Preoperative  Diagnosis:  Carcinoma  of  the  head  of  pan- 
creas was  made  on  the  basis  of  silent  jaundice  and  dis- 
tended gallbladder ; daily  icterus  index  curve ; rising  to  a 
peak  and  leveling  off  without  fluctuating;  absence  of  uro- 
bilinogen in  the  urine  indicating  complete  absence  of  bile 
in  the  gastrointestinal  tract;  and  presence  of  blood  in  the 
stool. 

Operation  was  performed  June  30.  At  this  time  a Whip- 
ple operation  was  done  in  one  stage,  removing  the  head  of 
the  pancreas  and  duodenum  which  included  the  tumor  in 
the  ampulla  of  Vater  and  regional  lymph  nodes.  There  was 
no  surgical  shock  following  the  operation  and  the  patient 
made  an  excellent  immediate  recovery.  However,  she  de- 
veloped a pancreatic  fistula. 

On  the  tenth  postoperative  day  the  icterus  index  was  40 
and  she  seemed  clinically  much  improved.  Her  condition 
remained  quite  good  until  the  thirty-seventh  postoperative 
day,  when  she  vomited  and  the  abdomen  became  distended. 
It  was  thought  there  was  a collection  of  fluid  in  the  ab- 
domen and  paracentisis  was  done,  obtaining  2200  cc.  of 
yellowish  brown  slightly  viscid  fluid.  On  the  forty-second 
postoperative  day  there  was  evidence  of  partial  intestinal 
obstruction.  On  the  sixty-first  day  roentgenograms  were 
taken  which  indicated  the  obstruction  was  in  the  small 
bowel. 

On  September  3 the  patient  was  again  taken  to  surgery ' 
and  a large  pelvic  abscess  in  the  left  lower  quadrant  was 
drained.  She  was  much  improved  following  this  surgery.  On 
September  26  her  temperature  rose  to  104°.  The  abdomen 
was  without  tenderness  or  rigidity.  It  was  felt  that  the 
temperature  was  caused  by  ascending  cholangitis. 

On  October  6 she  complained  of  pain  in  the  left  chest 
which  was  not  affected  by  respiration  and  nitroglycerine 
did  not  relieve  the  pain.  It  was  felt  that  she  was  having 
coronary  attacks  and  electrocardiogram  was  made.  On 
October  8 another  electrocardiogram  was  taken  and  on 
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the  same  day  she  got  up  out  of  bed,  went  into  shock  and 
expired.  These  electrocardiograms  were  interpreted  as  indi- 
cating coronary  disease. 

Postmortem  Examination'.  There  was  a questionable 
area  of  softening  in  the  myocardium  and  also  the  posterior 
wall  of  the  heart.  This  was  questionably  soft,  but  not  con- 
clusive of  a recent  myocardial  infarction.  However,  when 
the  heart  was  opened  the  sectioned  myocardium  was 
slightly  softer  than  normal  and  slightly  darker  in  color. 
The  coronary  vessels  were  tortuous  and  sclerotic,  but  no 
demonstrable  area  of  coronary  occlusion  could  be  found. 
There  were  no  mural  thrombi  present.  There  was  marked 
atherosclerosis  of  the  aorta.  Examination  of  the  abdomen 
revealed  evidence  of  peritoneal  irritation  shown  by  numer- 
ous adhesions.  In  addition  there  were  a few  localized  col- 
lections of  yellowish  thick  fluid.  One  small  pocket  was  lo- 
cated in  the  pelvis  and  a larger  one  in  the  region  of  the 
pancreas  which  extended  retroperitoneally  in  the  region  of 
the  left  kidney.  There  was  also  a small  area  under  the 
diaphragm.  .Ml  anastomoses,  including  those  between  the 
jejunum,  gallblader,  stomach  and  jejunum,  were  intact.  The 
fistula  formed  by  the  drain  placed  at  operation  lead  into 
the  collection  of  material  about  the  pancreas.  Nowhere  in 
the  body  was  it  possible  to  find  any  remaining  carcinoma 
tissue  or  metastisis.  The  pancreatic  tissue  was  harder  than 
normal. 

Microscopic  Report'.  The  pancreas  showed  considerable 
fibrosis  and  some  recent  destruction  of  acinar  tissue.  The 
liver  showed  many  microscopic  abscesses  in  addition  to 
hepatitis  and  some  fatty  changes.  There  were  many  large 
areas  where  the  liver  substance  was  entirely  gone.  The 
anatomic  diagnosis  was  ascending  pylephlebitis  with  hepati- 
itis.  Evidence  of  infarction  in  the  heart  was  not  clear  cut, 
due  to  the  fact  that  its  presence  was  of  very  short  duration. 

CARCINOMA  OF  HEAD  OF  PANCREAS  AND 
AMPULLA  OF  VATER 

Case  2.  Female,  age  65.  She  was  first  seen  by  me  on  May 
26,  1943,  referred  by  Dr.  .4.  D.  Johnson.  .At  that  time  she 
was  admitted  to  Maynard  Hospital,  complaining  of  pain  in 
the  back,  pain  in  the  abdomen  of  six  days  duration.  The 
pain  was  not  severe. 

Past  History:  Eighteen  years  ago  she  had  been  operated 
upon  and  stones  were  removed  from  the  gallbladder 
through  an  appendectomy  incision. 

Examination:  The  only  findings  were  a markedly  tender 
mass  in  the  right  side  of  the  abdomen  a little  below  the 
umbilicus.  The  mass  did  not  move  with  respiration.  It  was 
felt  to  be  about  8 cm.  in  diameter. 

The  laboratory  work  was  essentially  negative  with  excep- 
tion of  the  sedimentation  rate  which  was  70  and  103 
mm.  Roentgenogram  showed  definite  stasis  and  dilatation 
in  the  second  and  third  portions  of  the  duodenum.  .At  five 
hours  there  was  a large  gastric  residue  and  at  twenty-four 
hours  there  was  still  a large  residue. 

The  impression  was  of  an  obstructive  lesion  in  the  third 
portion  of  the  duodenum.  There  was  no  evidence  of  involv- 
ment  of  the  head  of  the  pancreas.  There  was  a soft  tissue 
mass  w’hich  caused  a pressure  deformity  of  the  pyloric 
antrum  which  was  evidently  the  palpable  tumor.  This  w'as 
not  associated  with  the  gastrointestinal  tract  and  the  im- 
pression was  of  an  probable  mesenteric  cyst. 

Operation  on  June  4.  Incision  was  made  directly  over 
the  mass  which  was  found  to  be  densely  adherer,!,  to.th.e 
surrounding  structures.  The  mass  proved  to  bo  ah'’  abscess. 
The  pus  was  bile-stained  and  there  was  profuse  bleeding 
from  the  inflammatory  wall.  It  was  impossible  to  determine 
the  location  of  the  abscess  in  relation  to  the  abdominal 
viscera.  .A  Penrose  drain  was  placed  in  t1)e  cavity  and  it 
was  packed  with  iodoform  gauze  to  contio'l  Hemorrhage. 


Following  this  the  inflammation  subsided  and  a fistula  de- 
veloped. 

.An  attempt  was  made  to  locate  the  source  by  injecting 
lipiodol  and  taking  roentgenograms  but  without  success. 
She  was  discharged  from  the  hospital  with  a small  catheter 
replacing  the  drain. 

This  fistula  eventually  closed  and  there  was  no  drainage 
until  May,  1944,  at  which  time  a lump  formed  in  the  old 
incision.  This  was  opened  in  my  office  and  it  continued  to 
drain  pure  bile  until  she  was  admitted  to  Maynard  Hos- 
pital two  weeks  later. 

On  May  26  she  was  again  operated  upon  and  an  attempt 
made  to  determine  the  origin  of  the  biliary  fistula.  It  was 
followed  down  to  the  fundus  of  the  gallbladder  which  was 
thickened  and  full  of  stones.  The  common  duct  contained 
a stricture  and  the  duct  above  it  was  greatly  dilated.  The 
common  duct  was  explored,  the  duodenum  mobilized  and 
the  head  of  the  pancreas  thoroughly  palpated.  It  was 
thought  that  this  was  a benign  stricture  and  it  was  suc- 
cessfully dilated.  The  common  duct  was  drained  with  a 
T tube  and  the  gallbladder  removed. 

Diagnosis  was  made  of  subacute  and  chronic  cholecystitis 
and  cholelithiasis  and  benign  stricture  of  the  common  duct. 
The  T tube  was  removed  and  the  patient  sent  home.  In 
three  weeks  from  the  time  of  surgery  the  drainage  had 
stopped.  One  month  later  the  drainage  tract  reopened  at 
home  and  drained  bile  for  almost  a month  before  she  w'as 
readmitted  to  Maynard  Hospital  on  .August  2. 

It  was  felt  at  this  time  that,  because  of  the  previous  ex- 
ploration, the  benign  stricture  had  contracted  down  and 
it  might  be  necessary  to  transplant  the  common  duct  into 
the  duodenum.  She  was  operated  on  .August  25  with  this  in 
mind.  .At  the  time  of  operation,  however,  I explored  the 
head  of  the  pancreas  and  found  a tumor  of  ampulla  of 
Vater  which  proved  to  be  2 cm.  in  diameter  by  actual 
measurement.  .At  this  operation  the  Trimble  modification  of 
the  Whipple  operation  was  done.  This  was  made  necessary 
because  the  gallbladder  had  previously  been  removed. 

The  patient  made  a very  excellent  recovery.  She  had  no 
postoperative  shock  nor  has  there  been  any  biliary  or  pan- 
creatic fistula  develop.  She  had  at  all  times  been  in  excel- 
lent health.  .At  first  the  stools  were  voluminous  and  gray 
until  bile  salts  were  started.  .After  a few  weeks  the  combi- 
nation of  bile  salts  and  pancreatic  substance  was  used  in 
the  form  of  depancol. 

.At  the  present  time  the  bowel  movements  appear  to  be 
normal.  She  is  gradually  getting  her  strength.  She  is  quite 
thin  but  only  a little  more  so  than  her  average.  Her  appe- 
tite since  operation  has  been  good.  She  eats  everything  and 
tolerates  it  well.  It  is  now  about  three  and  a half  months 
since  her  operation. 

HISTORY  OF  OPERATION 

Prior  to  the  Whipple^  operation  in  1935,  there 
had  been  some  cases  reported  which  consisted  of 
local  incision  of  the  tumor  transduodenally  with 
implantation  of  the  common  and  hepatic  duct  at 
the  site  of  incision  with  or  without  varying  amounts 
of  duodenum  and  pancreas.  The  first  operation  of 
this  type  was  done  by  Halstad’^  in  1900.  Up  to  1927 
Cohen  and  Colp=*  collected  59  cases  of  local  excision. 

1.  V7l.i;)ple,  A.  O.,  Parsons,  W.  B.  and  Mullins,  C.  U. ; 
Treatment  ol  Carcinoma  of  Ampulla  of  Vater.  Ann  Sure 
102:762-779.  (ic,.,  1935. 

2.  Halstad,.  W.,  B. : Contribution  to  Suieery  of  Bile 

Passages,  E.sp'bciAllj- ■ Common  Bile  Duct.  .John  Hopkins 
Hospitai  Bull.,  .Ian.,  1900. 

3.  Cohen  Ira,  and  Cblp,  Kali)h : Carcinoma  of  Periam- 
pullary H^gion  of  Inxjnenum.  Surg.  Cvnec.  & Ob.st.,  15- 
3:l2-.V4‘p  Sept.;  1927. 
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In  1935  Hunt  and  Budd^  found  70  such  cases  in  lit- 
erature. It  was  not  until  1935  that  Whipple,  Parson 
and  Mullins  for  the  first  time  did  a wide  excision, 
sacrificing  the  external  secretions  of  the  pancreas 
and  duodenal  secretions. 

OPERATION 

There  were  certain  concepts  which  retarded  pro- 
gress in  this  type  of  surgery  prior  to  Whipple’s  op- 
eration: First,  it  was  believed  it  was  impossible  to 
live  without  the  duodenum;  second,  it  was  not 
realized  that  a patient  could  survive  without  the 
external  secretions  Df  the  pancreas;  third,  the  sur- 
gical difficulties  were  thought  to  be  prohibitive. 

Dragstedt^  first  successfully  removed  the  entire 
duodenum  in  a dog  in  1918.  As  long  ago  as  1909  it 
was  known  that  e.xperimentally  animals  could  sur- 


vive without  the  external  secretion  of  the  pancreas. 
Pathologists  in  the  past  occasionally  found  cases  in 
which  the  pancreatic  duct  had  been  occluded  by 
structure  or  tumor,  in  which  there  was  complete 
atrophy  of  the  acinar  tissue  and  the  pancreas  re- 
duced to  a cord  of  fibrous  tissue  containing  Islands 
of  Langerhans.  These  patients  had  lived  varying 
periods  of  time  prior  to  death  without  the  external 
secretions  of  the  pancreas. 

Because  of  the  realization  of  these  facts  Whipple 
devised  his  operation  which  consisted  of  removing 
the  entire  duodenum  together  with  the  head  of  the 
pancreas.  This  operation  was  first  done  in  two 
stages.  The  first  stage  consisted  of  ligating  and  .sec  • 

4.  Hunt,  V.  C.  and  Budd,  J.  W, : Transdaod-Jial  Resec- 
tion of  Ampulla  of  Vater  for  Carcinoma  of  Ldstal  Knd  of 
Common  Duct.  Surg.  Gynec.  & Obst.  Cl:651-661,  Nov. 
1935. 

5.  Drag.stedt,  D.  R.,  Dragstedt,  C A.,  McClintock,  J.  T. 
and  Chase.  C.  S. ; Hxtirpation  ci  Duodenum,  Am.  J. 
Physiol.,  46:584,  Aug.,  1918. 


tioning  the  common  duct,  ligating  the  gastroduo- 
denal artery  and  doing  a posterior  gastroenteros- 
tomy. The  second  stage  consisted  of  transecting 
the  pylorus,  closing  the  proximal  end,  transect- 
ing the  third  portion  of  the  duodenum,  closing  the 
distal  end  and  dividing  the  pancreas  through  the 
neck,  ligating  the  pancreatic  duct  and  removing  the 
entire  duodenum  and  head  of  the  pancreas.  The 
biliary  flow  was  reestablished  by  a cholecystogas- 
trostomy. 

The  second  development  occurred  in  1938,  when 
Whipple*'  established  the  biliary  current  by  anas- 
tomosing the  jejunum  to  the  gallbladder  in  Y after 
the  method  of  Roux  (fig.  1).  There  have  been 
numerous  modifications  of  the  W’hipple  operation, 
the  most  important  of  which  was  that  done  by 
Trimble"  in  1941.  This  modification  consisted  in 
doing  a small  gastric  resection,  anastomosing  the 
stomach  to  the  jejunum  end  to  side,  in  place  of  the 
posterior  gastroenterostomy,  and  anastomosing  the 


common  duct  to  the  jejunum  distal  to  the  stomach 
anastomosis,  (fig.  2).  This  had  the  advantage  of 
eliminating  one  of  the  procedures  and  eliminating 
the  danger  of  biliary  fistula. 

The  recent  trend  had  been  to  reestablish  the  nor- 
mal flow  of  the  external  secretions  of  the  pancrea’s 
by  anastomosing  the  pancreatic  duct  or  head  of  the 
pancreas  itself  to  the  jejunum.  Brunschwig®  thought 
this  was  of  doubtful  value  so  far  as  reestablishing 
the  flow  of  secretions  into  the  intestinal  tract  and 
also  quoted  a case  in  which  the  pancreatic  duct  had 
stenosed  in  spite  of  this  anatomosis,  producing 
atrophy  of  the  acinar  tissue.  He  thought  its  chief 

C:  V'h'(ppl<\  A-  O. : Surgical  Treatment  of  Cai'cinoma  of 
Ampullaiy  rLemon  ■■and  Head  of  Pancreas.  Am.  J.  Surg., 
4Q  :260-263  April  1938. 

<7.  Trimble,  I.  R.,  Parson.s,  J.  W.  and  Sherman,  C.  P. : 
O^re  Stage  Operation  for  Cure  of  Carcinoma  of  Ampulla  of 
Vater  and  Head  of  Pin-'reHs.  Surg.  Gynec.  & Ob.st.,  73: 
711-7.22,  Ncv~,  i94i. 

8.  -Brunschv'ig,  Alexander:  Surgery  of  Pancreatic  Tu- 
.nc'rs..C.  V.'Mosby  Company,  St.  Doui.s,  1942. 
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advantage  might  be  in  eliminating  the  danger  of 
pancreatic  fistula.  If  bile  and  pancreatic  juice  could 
be  made  to  empty  directly  from  the  common  and 
pancreatic  ducts  into  the  jejunum,  this  would  elim- 
inate two  of  the  most  common  and  dangerous  com- 
plications, that  of  biliary  and  pancreatic  fistula. 
Another  trend  is  to  do  the  operation  in  one  stage, 
and  still  another  is  toward  a wider  resection,  re- 
moving the  entire  duodenum  including  the  first  part 
of  the  jejunum,  along  with  part  of  the  stomach  and 
part  of  the  body  of  the  pancreas. 

Zeigler^  made  a notable  contribution  in  describ- 
ing the  vascular  anomalies  of  this  region.  He  dis- 
sected twenty-four  cadavers  and  found  the  follow- 
ing anomalies:  The  inferior  pancreaticoduodenal 
artery  had  a normal  origin  and  distribution  in  50 
per  cent  of  cases.  In  the  other  half  it  had  a high 
origin  on  the  superior  mesenteric  artery,  and 
spread  out  fan-shaped  up  over  the  anterior  surface 
of  the  uncinate  process.  The  most  important  anom- 
aly he  found  in  two  cadavers,  in  which  the  mid- 
colic artery  originated  high  as  a main  branch  of 
the  gastroduodenal  artery.  This  is  most  important 
inasmuch  as  Whipple  recommended  tying  the  gas- 
troduodenal artery  in  the  first  stage  of  his  opera- 
tion. In  one  case  the  inferior  pancreaticoduodenal 
rose  as  a branch  of  the  midcolic.  In  another  case 
there  was  a plexus  of  arteries  on  the  anterior  sur- 
face of  the  pancreas,  taking  origin  from  the  su- 
perior and  inferior  pancreaticoduodenal  arteries.  In 
one  case  there  was  complete  absence  of  the  inferior 
pancreaticoduodenal  artery. 

COMPLICATIONS 

Common  complications  of  the  operation  are: 
first,  during  surgery  making  lateral  traction  in  ex- 
tracting the  uncinate  process  from  beneath  the 
mesenteric  vessels,  the  patient  is  sometimes  thrown 
into  great  shock.  Zeigler  has  suggested  injecting 
novocaine  into  the  sympathetic  plexus  in  this  re- 
gion to  prevent  it. 

Complications  might  arise,  resulting  from  the 
anomalies  in  the  blood  supply  just  described.  The 
division  of  the  gastroduodenal  artery  might  in  some 
cases  impair  the  blood  supply  to  the  transverse 
colon,  where  the  midcolic  takes  its  origin  from  that 
artery. 

Postoperative  complications  are  thrombosis  of 
the  portal  vein,  producing  gangrene  of  the  stomach 
and  jejunum.  The  most  common  complications  are 
the  pancreatic  and  biliary  fistulae  which  might  per- 
sist and  even  produce  peritonitis. 

9.  Zeigler,  H.  R.  : Excision  of  Head  of  Pancreas  for 
Carcinoma  with  Studies  of  Blood  Supply.  Surg.  Gynec.  & 
Obst..  74:137-145,  Feb..  1942. 


DIAGNOSIS 

Diagnosis  in  these  cases  is  very  difficult.  I will 
not  go  into  the  differential  diagnosis  of  jaundice 
as  that  is  a subject  large  enough  for  a paper  in  it- 
self. Briefly  the  diagnosis  is  based  on  the  findings 
of  painless,  obstructive  jaundice  with  a greatly  dis- 
tended gallbladder,  according  to  Courvoisier’s  law. 
However,  this  is  not  always  the  case  and  it  may 
be  found  that  in  many  of  these  patients  they  have 
persistent  pain  in  the  back  or  epigastrium  which  is 
relieved  by  sitting  or  bending  over.  Jaundice  is 
usually  of  the  intense  type,  described  as  deep  green 
to  bronze  in  color.  The  laboratory  will  have  to  be 
depended  upon  in  many  cases  for  the  diagnosis. 
Many  men  recommend  duodenal  drainage  as  help- 
ful. 

Finding  of  blood  in  the  duodenum  would  strong- 
ly suggest  malignancy.  I have  been  unable  to  ob- 
tain the  pancreatic  stimulant  secretin  to  test  the 
function  of  the  pancreas.  One  should  examine  the 
blood  to  rule  out  the  hemolitic  type  of  jaundice, 
and  the  red  cells  for  fragility.  It  is  important  to 
plot  daily  curves  of  the  icteric  index  and  urobilino- 
gen. The  icteric  index  curve  in  malignancy  will 
rise  to  a high  plateau  and  level  off  without  fluc- 
tuating. 

Absence  of  urbilinogen  in  the  urine  indicates 
absence  of  bile  in  the  bowel,  indicating  the  com- 
plete obstruction  produced  in  carcinoma.  Hunt  has 
emphasized  the  value  of  occult  blood  in  the  stool. 
Most  roentgen  examinations  are  of  little  value  ex- 
cept for  showing  distortion  of  the  duodenum  and 
widening  of  the  duodenal  curve  in  the  more  ad- 
vanced cases. 

Diagnosis  may  have  to  be  made  at  the  time  of 
operation,  at  which  time  the  following  examina- 
tions should  be  made.  The  duodenum  should  be 
completely  mobilized  and  the  head  of  the  pancreas 
palpated  from  above  and  below  between  the  fingers 
of  both  hands.  If  there  are  enlarged  lymph  nodes 
in  the  gastrohepatic  omentum  or  along  the  common 
duct,  these  should  be  removed  for  biopsy.  Explora- 
tion of  the  common  duct  should  be  done  in  search 
for  any  obstructing  stone.  More  valuable  is  the 
transduodenal  approach  to  the  ampulla  of  Vater, 
and  a biopsy  from  this  area  if  necessary.  However, 
generally  speaking,  this  is  difficult  to  get  and  in 
most  cases  one  will  have  to  operate  without  the 
information  obtained  by  biopsy. 

POSTOPERATIVE  COURSE 

The  postoperative  course  will  depend  on  the  de- 
gree of  the  disturbed  pancreatic  function.  There 
are  three  types  of  cells  in  the  pancreas:  the  acinar. 


18 


URINARY  INFECTIONS — WYRENS 


V'OL.  44,  No.  1 


which  produce  the  external  secretions  consisting  of 
enzymes;  and  bicorbonate  and  island  cells  which 
are  of  tw’o  types,  the  alpha  which  have  to  do  with 
the  fat  metabolism,  destruction  of  which  produces 
hypolypemia  and  fatty  infiltration  of  the  liver,  and 
the  beta  cells  which  have  to  do  with  the  production 
of  insulin. 

When  the  pancreatic  duct  is  ligated,  all  acinar 
cells  are  destroyed  in  time  and  function  of  their 
secretions  is  taken  up  in  most  cases  by  the  secre- 
tions of  the  stomach  and  bowel.  However,  there  is 
for  a while,  at  least  in  some  cases,  impaired  ab- 
sorption of  all  the  food  elements,  particularly  fat, 
and  the  patient  has  a resultant  marked  weight  loss 
and  many  have  voluminous  fatty  stools.  This  can 
be  helped  or  eliminated,  when  it  appears,  by  ad- 
ministration of  pancreatic  substance  usually  ac- 
companied by  bile  salts.  Case  2 is  receiving  this  in 
the  form  of  depancol. 

Those  who  have  seen  the  cord  of  fibrous  tissue 
replacing  the  pancreas,  in  which  are  imbedded  the 
islands,  wonder  why  their  function  is  not  impaired. 
This  is  seldom  the  case,  probably  because  very  few 
islands  are  required  to  carry  on.  However,  some 
of  these  patients  do  run  a diabetic  curve  in  their 
glucose  tolerance  tests  and  some  postmortems  have 
shown  varying  degrees  of  fatty  infiltration  of  the 
liver.  The  human  seems  less  susceptible  to  this 
change  than  the  dog.  Dragstedt“  has  identified  the 
external  secretion  of  the  alpha  cells  as  lipocaic  and, 
if  hypolypemia  is  present  postoperatively,  this  sub- 
stance is  prescribed. 

CONCLUSIONS 

I am  adding  two  more  cases.  Both  survived  the 
immediate  surgery  without  evident  shock.  One  case 
had  a minimum  of  reaction  and  disturbed  physi- 
ology. 

Surgeons  should  be  prepared  to  do  this  operation 
at  the  first  exploration,  providing  the  condition  of 
the  patient  is  suitable,  otherwise  drain  the  gall- 
bladder or  common  duct  only,  preferably  the  gall- 
bladder, if  the  cystic  duct  is  patent. 

Carcinoma  in  this  region  is  slow-growing,  slow 
to  metastasize  and  shows  itself  early  by  producing 
complete  obstruction  of  the  common  duct  and  deep 
jaundice.  The  Whipple  operation  fulfills  all  the 
concepts  of  cancer  surgery,  in  that  the  tumor  is  re- 
moved in  a block  of  tissue  including  its  regional 
metastasis.  The  mortality  (operative)  throughout 
the  country  is  33  to  50  per  cent.  Therefore,  these 
cases  should  be  given  a chance  and  an  attempt 
made  at  complete  removal. 

10.  Dragstedt,  L.  U.,  Clark,  P.  E.  and  Vermeulen,  C.; 
Signifi'-anf-e  of  Lippcaic  in  Suigery.  Ann.  Suig.,  110: 
907-915,  Nov.,  1939. 


POSTOPERATIVE  URINARY  INFECTIONS* 
Rollin  G.  Wyrens,  M.D. 

SEATTLE,  WASH. 

Postoperative  urinary  infection  often  adds  seri- 
ously to  the  morbidity  and  discomfort  of  the  surgi- 
cal patient.  Not  infrequently  the  history  of  a 
chronic  cystitis,  pyelonephritis  or  their  complica- 
tions dates  back  to  the  time  of  some  major  opera- 
tion. 

ETIOLOGY 

Predisposing  causes.  Stasis  of  urine,  trauma  to 
the  urinary  tract  and  the  presence  of  foreign  bodies 
are  the  most  common  predisposing  causes  of  in- 
fection of  the  urinary  tract.  The  bladder  is  the 
most  common  site  of  stasis  of  urine  in  postopera- 
tive patients,  and  the  incidence  of  such  varies  with 
the  nature  and  site  of  operation.  It  is  more  com- 
monly found  after  rectal,  perineal  and  gynecologic 
surgery,  although  it  can  be  found  after  any  opera- 
tion. 

A satisfactory  explanation  of  this  phenomenon 
has  not  been  presented,  but  most  authorities  be- 
lieve it  is  due  to  a reflex  inhibition  of  the  detrusor 
and  local  trauma,  and  in  many  respects  resembles 
postoperative  paralytic  ileus.  The  length  and  depth 
of  anesthesia  seem  to  be  factors,  and  large  doses 
of  morphine  or  other  sedatives  are  conducive  to 
bladder  stasis. 

Neurotic  individuals  seem  more  prone  to  de- 
velop this  difficulty,  because  their  neuromuscular 
mechanism  is  more  easily  injured  by  the  surgical 
trauma  or  anesthesia,  or  they  are  more  influenced 
by  pain  which  prevents  them  from  trying  to  empty 
their  bladders.  Complicating  bladder  neck  and 
urethral  obstructions,  a dormant  central  nervous 
system  lesion  or  other  added  complicating  factors, 
which  do  or  do  not  cause  urinary  retention  at  ordi- 
nary times,  may  result  in  urinary  retention  post- 
operatively. 

As  pointed  out  by  Cabot,’  urinary  retention  per 
se  is  not  the  important  factor  in  postoperative 
urinary  infection,  but  trauma  resulting  from  over- 
distension of  the  bladder  certainly  is  the  impor- 
tant factor.  The  slight  trauma  and  introduction  of 
bacteria  in  catheterization  of  a healthy  bladder 
will  seldom  produce  infection,  but  is  likely  to  do 
so  in  the  case  of  an  overdistended,  traumatized 
bladder.  Once  overdistended,  the  bladder  tends  to 
become  atonic  and  contains  residual  urine  for  sev- 
eral days. 

Direct  etiology.  The  organisms  more  commonly 

♦ Read  before  a Meeting  of  King  County  Medical  So- 
ciety, Seattle,  Wash.,  Nov.  6,  19‘14. 

1.  Cabot,  H.  : Management  of  Postoperative  Urinary 

Retention.  Proc.  Staff  Meet.,  Mayo  Clin.,  8:173-175, 
March  22,  1933. 
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found  in  the  urine  in  cases  of  postoperative  infec- 
tion of  the  urinary  tract  are  as  follows: 

Gram-negative  bacilli  Gram-positive  cocci 

Escherichia  coli  Streptococcus  faecalis 

Aerobacter  aerogenes  Staphylococcus 

Proteus  ammoniac  Micrococcus 

Proteus  (species?) 

Pseudomonas  aeruginosa 

There  are  no  Gram-positive  bacilli  or  Gram- 
negative cocci  of  pathologic  importance  found  in 
postoperative  urinary  infections.  Bacillary  are 
more  common  than  coccal  infections,  and  mixed 
infections  are  common.  There  is  a controversy 
concerning  the  pathogenicity  of  micrococci  in  the 
urinary  tract,  and  they  certainly  represent  non- 
pathogenic  bacteria  in  many  instances,  but  at 
other  times  they  seem  to  be  definitely  the  cause  of 
the  infection.  This  controversy  is  academic  in  this 
discussion. 

Diphtheroids  are  often  found  in  the  urine  sedi- 
ment, and  are  definitely  nonpathogenic.  It  is 
doubtful  whether  the  pseudomonas  ever  initiate 
a urinary  infection,  and  this  organism  is  found 
more  often  in  patients  with  preexisting  pathologic 
changes  in  the  urinary  tract.  The  Streptococcus 
fecalis  is  often  a secondary  invader  and  is  often 
found  in  cases  of  mixed  infections.  Incidence  of  in- 
fection due  to  it,  members  of  the  proteus  group  and 
staphylococcus  is  higher  in  patients  who  have  had 
some  instrumental  interference  with  the  bladder, 
which  is  usually  the  case  in  postoperative  urinary 
infections.  Proteus  ammoniae  is  quite  pathogenic 
and  it  represents  the  common  urea-splitter  which 
results  in  an  alkaline  urine,  which  in  turn  predis- 
poses to  the  precipitation  of  phosphates  and  urates. 

The  causative  organism  of  postoperative  urinary 
infection  usually  reaches  the  urinary  tract  from 
the  outside  by  means  of  the  catheter.  Probably 
descending  infections  are  uncommon.  It  is  not  un- 
common for  an  already  existing  chronic  urinary 
infection  to  flare  up  to  an  acute  stage  postopera- 
tively. 

SYMPTOMATOLOGY 

Many  simple  postoperative  infections  are  symp- 
tomless and  are  only  evident  by  the  presence  of 
pyuria,  positive  Gram  stain  or  culture.  Symptoms 
of  vesical  irritability  of  any  degree  may  be  present, 
or  a low-grade  or  spiking  high  fever  may  become 
evident  which  would  suggest  involvement  of  the 
renal  pelvis  or  parenchyma. 

DIAGNOSIS 

A postoperative  patient,  who  had  an  indwelling 
catheter,  who  was  catheterized  intermittently  sev- 
eral times  or  who  presents  any  symptomatology  or 
findings  which  suggest  a urinary  tract  origin. 


should  be  investigated.  Any  postoperative  fever 
should  be  investigated  with  urinary  sepsis  in  mind. 
In  fact,  every  major  postoperative  case  should 
have  a urinalysis.  If  pyuria  is  present,  it  should  be 
investigated. 

In  the  majority  of  cases  the  microscopic  observa- 
tion and  Gram  stain  of  the  centrifuged  urine  sedi- 
ment is  sufficient  for  the  diagnosis  and  progress  in 
therapy  of  the  uncomplicated  postoperative  urinary 
infection.  If  the  voided  specimen  is  positive  in  the 
female,  it  is  most  important  to  check  a catheter- 
ized specimen,  as  the  original  positive  findings  may 
represent  vaginal  contamination.  If  positive  in 
the  male,  it  must  be  checked  by  a second  glass 
or  catheterized  specimen,  as  the  positive  findings 
may  represent  contamination  from  a normal  ure- 
thra, prepuce,  chronic  urethritis  or  prostatitis. 
These  points  are  generally  known,  but  it  is  sur- 
prising how  often  they  are  not  considered. 

The  second  glass  specimen  is  obtained  in  the 
male,  by  having  the  patient  retract  the  prepuce, 
clean  the  glans  and  void  about  three  to  four 
ounces  of  urine  in  the  first  glass  and  the  remainder 
in  the  second.  This  procedure  should  cleanse  the 
urethra  so  the  second  specimen  represents  true 
bladder  urine.  The  urine  must  be  fresh  and  not 
more  than  three  to  four  hours  old.  Pus  cells  dis- 
integrate in  alkaline  urine  in  a short  time,  and 
most  stale  urine  is  alkaline,  due  to  decomposition 
of  urea.  The  bacterial  flora  is  increased  in  stale 
urine,  making  the  Gram  stain  inaccurate. 

Diagnosis  of  pyuria  must  be  made  microscop- 
ically as  the  gross  examination  is  far  from  accu- 
rate. Pyuria  is  generally  considered  significant, 
when  five  or  more  pus  cells  are  found  per  high- 
powered  field;  however,  the  knowledge  of  its  pres- 
ence does  not  furnish  sufficient  data  for  adequate 
therapy.  A Gram  stain  of  the  true  bladder  urine 
is  the  next  procedure  in  diagnosis  and  progress  of 
treatment  of  a urinary  tract  infection. 

Bacteriuria  may  be  present  without  symptoms 
and  with  little  or  no  pyuria.  These  cases  may  rep- 
resent infections  which  later  will  give  trouble  unless 
adequately  treated,  or  may  represent  urine  infected 
with  nonpathogenic  bacteria.  Though  not  common 
in  postoperative  urinary  infections,  pyuria  may  be 
present  with  a negative  Gram  stain  and  culture. 
It  may  represent  tuberculosis  of  the  genitourinary 
tract,  or  one  of  these  so-called  “amicrobic”  infec- 
tions. 

In  addition  to  differentiating  bacilli  from  cocci 
and  the  Gram-positive  characteristic  from  the 
Gram-negative,  if  done  by  one  with  experience, 
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the  Gram  stain  usually  identifies  the  Streptococcus 
fecalis.  This  organism  is  identified  by  its  Gram- 
positive quality  and  its  typical  morphology  char- 
acterized by  an  eliptical  shape  and  its  usual  ap- 
pearance in  short  chains. 

Urine  cultures  have  little  advantage  over  the 
Gram  stain,  if  two  or  more  of  the  latter  are  made 
and  properly  interpreted.  The  advantage  of  cul- 
tures is  the  exact  identification  of  the  organism 
which  is  present,  which  is  important  in  the  case  of 
Streptococcus  fecalis  infections;  however,  the  Gram 
stain  identifies  this  organism  in  ninety  per  cent  of 
cases.-  Urine  cultures  are  to  be  recommended  for 
more  accurate  identification  of  the  organism,  when 
therapy  fails,  if  no  complicating  uropathy  explains 
this  failure. 

Eosin-methylene  blue  agar  and  blood  agar  are 
the  two  most  valuable  media  with  which  to  identify 
the  causative  organism.  Most  of  the  common  of- 
fenders can  be  identified  by  gross  examination  of 
the  colonies,  but  some  of  the  Gram-negative  bacilli 
have  to  be  stained  or  run  through  sugar  broths 
for  exact  'identification.  Urea  broth  is  valuable  in 
the  identification  of  urea-splitters,  and  other  media 
may  be  used  as  brain  broth,  hormone  blood  agar 
and  so  forth. 

The  determination  of  the  hydrogen  ion  concen- 
tration is  helpful  in  suggesting  the  presence  of 
urea-splitting  organisms,  when  the  pH  will  usually 
be  found  to  be  high.  The  determination  made  fre- 
quently is  essential  for  therapy  when  an  acid  urine 
is  desired. 

Other  procedures  for  diagnosis  include  special 
culture  media,  stains,  urography  and  cystoscopy 
which  aid  in  the  diagnosis  of  resistant  cases  and 
of  complications. 

TREATMENT 

Prophylaxis.  Prevention  of  a postoperative  ur- 
inary infection  chiefly  involves  prevention  of  blad- 
der overdistention.  The  normal  bladder  will  hold 
approximately  300  to  400  cc.  and  we  may  assume 
it  to  be  overdistended  if  allowed  to  hold  more 
than  this  amount.  How  long  after  an  operation 
will  the  bladder  contain  this  amount?  This,  of 
course,  varies  with  the  degree  of  shock,  blood  loss, 
fluid  loss  and  intake,  but  generally  it  takes  the 
first  twelve  to  fifteen  hours  postoperatively  and 
each  eight  succeeding  hours.  These  figures  assume 
that  the  bladder  is  emptied  immediately  prior  to 
operation,  which  certainly  must  be  done  in  all 
cases. 

If  the  patient  voids  spontaneously  at  or  before 

2.  Cook,  E.  N. ; Personal  Communication. 


this  time,  so  much  the  better,  but  after  this  time 
“the  avoidance  of  the  catheter  and  not  its  use 
creates  those  conditions  favorable  to  and  likely  to 
be  followed  by  infection.”  In  some  cases  of  unex- 
plained restlessness,  pain  in  the  region  of  the 
bladder  or  the  presence  of  palpable  or  percussable 
distended  bladder,  measures  will  have  to  be  taken 
to  induce  the  patient  to  urinate,  or  catheterize  if 
unsuccessful,  before  the  usual  eight  to  fifteen 
hours. 

Woodruff  and  Te  Linde^  obtained  the  well- 
known  results  in  inducing  patients  to  void  earlier 
and  in  greater  amounts  following  gynecologic 
surgery  by  instilling  one  ounce  of  five-tenths  per 
cent  aqueous  mercurochrome  into  the  bladder  in 
the  operating  room.  The  usual  simple  aids  should 
be  used  repeatedly  when  possible  before  bladder 
distention  occurs.  These  include  running  water, 
warm  pitcher  douches,  warming  the  bed  pan,  hav- 
ing the  patient  stand  erect,  elevating  the  head  of 
the  bed  to  thirty  degrees,  warm  cleansing  enemas 
and  so  forth. 

In  that  many  postoperative  urinary  retentions 
are  functional  and  are  thought  to  be  due  to  an 
autonomic  imbalance  of  the  detrusor  muscle  caus- 
ing its  atony,  many  have  advocated  the  use  of 
parasympathetic  stimulation  to  induce  spontaneous 
urination.  Choline  esters  and  inhibitors  of  cholin- 
esterase have  been  the  chief  drugs  used,  and  of 
these,  doryl  (carbaminoylcholine)  and  prostigmin 
respectively  probably  have  the  most  value.  The 
mild  or  severe  side  reactions,  noted  more  with  the 
use  of  choline  esters,  often  make  their  use  objec- 
tionable. These  side  reactions  may  consist  of 
sweating,  nausea,  salivation,  abdominal  or  urinary 
tract  spasms  and  cramps,  syncope  and  asthma. 
Atropine  should  be  used  when  these  reactions  be- 
come bothersome  or  serious.  These  drugs  should 
not  be  used  in  the  presence  of  complicating  or- 
ganic obstruction  of  the  bladder  neck  or  urethra, 
nor  should  they  be  used  instead  of  the  catheter 
after  their  unsuccessful  use  and  bladder  distention 
has  occurred. 

It  is  needless  to  emphasize  that  catheterization 
should  be  done  with  an  aseptic  technic.  Number 
14  F.  or  16  F.  soft  rubber  catheters  should  be 
used  in  both  sexes  in  order  to  minimize  catheteriza- 
tion trauma.  It  is  well  to  instill  an  ounce  of  mild 
antiseptic,  as  a five  per  cent  argyrol  solution  im- 
mediately before  withdrawing  the  catheter.  If 
catheterization  is  required  over  prolonged  periods 

3.  Woodi'uff,  J.  D.  and  Te  Linde,  R.  Vf.:  Po.stoperative 
Care  of  Urinary  Bladder.  J.  A.  M.  A.,  113:1451-1454, 
Oct.  14,  1939. 
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of  time,  it  is  advantageous  to  insert  an  indwelling 
catheter.  The  Foley  bag  type  of  catheter  of  six- 
teen or  eighteen  french  is  preferred,  for  with  it 
trauma  is  minimized  in  the  female  in  contradistinc- 
tion to  the  mushroom  type,  and  it  obviates  the 
use  of  adhesive  and  promotes  better  normal  ure- 
thral drainage  in  men.  The  connecting  tube  to  the 
drainage  bottle  must  be  sterile  when  attached,  as 
must  be  the  drainage  bottle,  if  the  patient  is  up 
and  about  with  a draining  catheter,  for  reflux  urine 
may  pass  back  to  the  bladder.  To  keep  the  catheter 
open  and  the  bladder  washed,  irrigation  with  a 
warm  mild  antiseptic  solution  should  be  done  at 
least  twice  a day.  Indwelling  catheters  should  be 
changed  once  or  twice  a week,  or  more  often  if 
precipitation  of  salts  occurs  rapidly. 

After  the  patient  starts  voiding,  residual  urine 
should  be  checked  at  least  daily,  and  the  bladder 
irrigated  and  drained  completely.  This  should  be 
continued  until  less  than  twenty-five  cc.  residual 
urine  remains.  If  the  residual  urine  measures  100 
to  150  cc.  or  more  it  is  often  wise  to  insert  or  re- 
insert an  indwelling  catheter  for  a short  time.  The 
instillation  of  mild  stimulating  antiseptic  solu- 
tions, as  ten  per  cent  argyrol  solution,  one  per  cent 
aqueous  mercurochrome  or  1 to  1000  aqueous  gen- 
tian violet;  or  the  use  of  parenteral  doryl  or  pro- 
stigmin  often  aid  in  reduction  of  residual  urine 
due  to  detrusor  atony. 

A word  of  caution  must  be  added  in  regard  to 
the  use  of  mercurochrome  and  gentian  violet  as 
described.  These  solutions  should  not  be  used  in 
the  presence  of  an  acute  cystitis.  They  should  be 
injected  and  then  immediately  withdrawn  com- 
pletely by  catheter,  for  if  permitted  to  remain,  they 
occasionally  produce  a severe  hemorrhagic  cystitis. 
In  more  extreme  or  persistent  cases  of  bladder 
atony  tidal  drainage  may  be  of  assistance  in  the 
reduction  of  residual  urine. 

The  prophylactic  use  of  urinary  antiseptics,  in 
particular  sulfathiazol  or  sulfadiazine,  has  been 
shown  by  some  to  be  of  value  in  cases  where 
urinary  infection  is  expected.  The  dosage  need  not 
be  large.  Grains  2 five  times  a day,  or  grains  7.5 
three  times  a day  is  sufficient. 

Active  Treatment.  The  active  treatment  of  post- 
operative urinary  infections  largely  consists  of  the 
use  of  urinary  antiseptics.  At  their  present  stage  of 
development  the  sulfonamides  are  the  most  effec- 
tive; however,  they  are  usually  ineffective  in  eradi- 
cation of  the  Streptococcus  fecalis.  This  organism 
responds  much  better  to  proper  mandelic  acid 
therapy.  The  Pseudomonas  aeruginosa  is  also  some- 


what resistant  to  the  sulfonamides,  but  probably 
no  more  so  than  to  other  urinary  antiseptics. 

What  sulfonamide  should  be  used?  There  are 
differences  of  opinion  as  to  the  most  effective  one, 
but  the  two  commonly  used  with  best  results  are 
sulfathiazole  and  sulfadiazine.  A dose  of  five-tenths 
to  one  gram,  three  or  four  times  a day  for  seven 
to  ten  days  will  usually  suffice.  If  the  patient  can- 
not tolerate  this  dosage,  use  even  smaller  ones. 
Medication  should  be  continued  for  three  to  four 
extra  days  after  the  urine  is  sterile.  If  the  infection 
does  not  respond  to  one  sulfonamide,  try  another, 
or  some  other  form  of  therapy  as  mandelic  acid, 
methenamine  or  just  the  acidification  of  the  urine 
below  a pH  of  5.5.  Next  to  sulfathiazol  and  sulfa- 
diazine, sulfamerizine  and  sulfacetamide  are  the 
most  commonly  used  sulfonamide  drugs.  For  the 
small  doses  employed,  urine  and  blood  estimations 
are  not  necessary,  but  the  patient  should  be  under 
frequent  observation  for  the  presence  of  toxic 
reactions. 

Mandelic  acid  therapy,  now  used  chiefly  in 
Streptococcus  fecalis  infections,  is  usually  pre- 
scribed in  its  most  effective  form  as  the  elixir 
or  syrup  of  ammonium  mandelate,  drahms  three  to 
four,  three  to  four  times  a day.  The  tablet  form  of 
ammonium  mandelate,  calcium  mandelate,  pro- 
hydion  or  mandelamine  are  often  better  tolerated. 
To  obtain  adequate  concentration  of  the  drug  in 
the  urinary  tract  it  is  necessary  to  limit  the  pa- 
tient’s fluid  intake  to  1000  to  1200  cc.  a day.  This 
drug  is  effective  only  in  an  acid  urine  which  is 
usually  obtained  with  its  ammonium  salt  alone. 

The  pH  of  the  urine  must  be  taken  almost  daily, 
and  if  not  5.5  or  lower  some  acidifier,  as  ammon- 
ium chloride  or  nitrate,  must  be  supplemented. 
It  is  of  help  to  eliminate  citrus  fruits  from  the  diet 
while  the  patient  is  taking  this  medication.  Un- 
fortunately, patients  of  advanced  years  or  those 
with  reduced  renal  function  do  not  tolerate  man- 
delic acid  therapy  or  acidification  of  the  urine  well, 
and  it  may  prove  dangerous  in  some  cases.  It  is 
wise  not  to  continue  mandelic  acid  therapy  for 
more  than  twelve  to  fourteen  days  without  a rest, 
and  the  urine  should  be  observed  frequently  for 
the  presence  of  red  blood  cells,  as  the  drug  is  a 
mild  renal  irritant. 

Small  dosages  of  intravenous  neoarsphenamine 
are  of  value  in  combating  resistant  staphylococcic 
infections.  Three-tenths  gram  is  administered  at 
five  day  intervals,  and  if  no  improvement  is  noted 
after  the  second  or  third  dose,  there  will  be  no 
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value  in  continuing  this  therapy.  Neoarsphenamine 
is  more  effective  in  acid  urine. 

The  ineffectiveness  of  penicillin  against  Gram- 
negative bacilli  is  well  known,  and  it  has  generally 
been  considered  ineffective  against  Streptococcus 
fecalis.  Recently,  however,  Helmholz  and  Chieh 
Sung^  have  shown  that  low  levels  of  penicillin 
in  the  urine,  in  vitro,  have  a bactericidal  effect  on 
Streptococcus  fecalis  and  Proteus  ammoniac,  but 
not  on  Escherichia  coli  or  Aerobacter  aerogenes. 
This  may  prove  of  great  value  in  treating  Strepto- 
coccus fecalis  infections,  when  mandelic  acid  ther- 
apy is  contraindicated.  Penicillin  is  well  known  to 
be  most  effective  against  the  Staphylococcus 
aureus. 

Other  methods  of  urinary  antisepsis  of  lesser, 
but  occasional  value,  are  methenamine  with  acidi- 
fication of  the  urine  and  the  simple  acidification 
alone  below  a pH  of  5 to  5.5.  Others  are  of  little 
or  no  value  as  far  as  antisepsis  is  concerned,  but 
may  be  of  value  in  soothing  the  irritated  urinary 
passages,  or  of  psychologic  value  by  reasons  of 
various  colorations  of  the  urine. 

Supportive  treatment,  in  particular,  large  fluid 
intake,  in  conjunction  with  oral  medication  (except 
with  mandelic  acid  therapy)  must  not  be  forgotten. 
In  fact,  many  simple  postoperative  urinary  infec- 
tions will  disappear  after  the  patient  is  out  of  bed, 
if  only  a forced  fluid  program  is  prescribed,  pro- 
viding no  residual  urine  or  bladder  trauma  of  any 
consequence  are  present;  however,  it  is  better  not 
to  depend  on  this  alone.  Local  treatment  with  vesi- 
cal irrigations  and  instillations  of  mild  antiseptic 
or  soothing  solutions  is  of  value  in  combating  blad- 
der infections. 

Failure  of  therapy.  Recognition  and  treatment 
of  the  cause  of  failure  in  therapy  often  demands 
the  help  of  a competent  urologist.  The  common 

4.  Helmholz,  H.  P.  and  Sung  Chieh:  Bactericidal  Ef- 
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NEUROPSYCHIATRIC  CASUALTIES 
Speaking  before  the  meeting  of  the  .Association  for  Re- 
search in  Nervous  and  Mental  Diseases,  in  New  York  City, 
Dec.  IS,  Colonel  W.  C.  Menninger,  M.C.,  Chief  Consultant 
in  Neuropsychiatry,  Office  of  the  Surgeon  General,  discussed 
the  problem  of  the  discharged  neuropsychiatric  patient. 

Declaring  that  the  problem  facing  the  individual  and 
communities  is  unquestionably  of  great  magnitude,  Colonel 
Menninger  said  that  ‘‘the  statisticians’  figures  of  the  number 
of  such  men  is  prone  to  be  interpreted  as  indicating  a much 
more  alarming  state  of  affairs  than  actually  exists.” 

Colonel  Menninger  pointed  out  that  neuropsychiatric 
casualties  of  the  last  war  were  extremely  expensive,  in 
manpower  and  money.  He  asked  the  cooperation  of  the 
association  in  debunking  misconceptions  about  the  neuro- 
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reasons  for  failure  in  postoperative  urinary  infec- 
tions are  as  follows:’’ 

1.  Inadequate  and  incorrect  chemotherapy,  usu- 
ally as  a result  of; 

a.  Failure  to  identify  bacteria  present. 

b.  Failure  to  recognize  the  existence  of  mixed 
infection. 

c.  Failure  to  select  the  correct  drug  for  the  par- 
ticular bacteria  involved. 

d.  Occurrences  of  a toxic  reaction. 

2.  Complicating  uropathy,  the  more  common 
being  vesical  neck  obstruction,  preexisting  chronic 
pyelonephritis,  urinary  calculi,  tuberculosis,  vesical 
neoplasms  and  neurogenic  bladder. 

SUMMARY 

Nothing  new  has  been  offered,  but  an  attempt 
was  made  to  present  the  subject  as  seen  by  a 
urologist,  and  to  stress  certain  important  facts 
that  are  often  neglected: 

1.  Bladder  overdistension  is  a most  important 
factor  predisposing  to  urinary  sepsis. 

2.  The  presence  of  pyuria,  a positive  Gram 
stain  or  culture  of  the  urine  mean  nothing  unless 
the  urine  is  obtained  by  catheterization,  or,  in  the 
male,  from  the  second  glass  of  a proper  two-glass 
specimen. 

3.  The  urine  specimen  must  not  be  more  than 
three  to  four  hours  old  to  present  proper  findings. 

4.  The  simple  microscopic  observation  and  the 
properly  interpreted  Gram  stain  of  the  centrifuged 
urine  sediment  is  all  that  is  necessary  for  diagnosis 
and  treatment  of  the  majority  of  uncomplicated 
postoperative  urinary  infections. 

5.  At  the  present  stage  of  development  small 
doses  of  one  of  the  newer  sulfonamides  is  as  an 
effective  urinary  antiseptic  that  is  available  for 
most  urinary  infections,  except  when  the  Strepto- 
coccus fecalis  is  present  alone  or  with  other  or- 
ganisms. In  these  cases  proper  mandelic  acid  alone 
or  following  sulfonamide  therapy  has  proved  to  be 
the  most  efficacious. 


psychiatric  and  educating  the  public  concerning  the  prob- 
lems involved.  ‘‘We  should  provide  counsel  and  advice  to 
our  federal,  state  and  community  leaders  in  the  development 
of  a plan  for  this  group,”  he  said,  and  concluded  with  the 
words,  “We  as  physicians,  and  particularly  as  psychiatrists, 
have  probably  the  greatest  responsibility  in  helping  GI  Joe 
with  a neuropsychiatric  diagnosis  readjust  to  his  civilian 
life,  and  his  civilian  community  to  adjust  to  him.” 
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OREGON  STATE 
MEDICAL  SOCIETY 


TELEPHONE  EMPLOYEES  SWING  BIG 
STICK  AT  OREGON  DOCTORS 


DEMAND  OWN  PLAN  OF  MEDICAL  COVERAGE 
ON  OWN  TERMS 

Oregon  telephone  employees  through  the  medium  of  their 
recently  incorporated  Telephone  Employees  Hospital  As- 
sociation have  heaved  a weighted  club  at  Oregon’s  medi- 
cal profession  by  their  action  in  going  over  the  heads  of 
regular  medical  organizations,  including  the  Oregon  State 
Medical  Society  and  Oregon  Physicians  Service,  with  a 
direct  appeal  to  individual  doctors  throughout  the  state 
through  the  following  communication  just  received: 

“To  All  Physicians  and  Surgeons  in  Oregon-. 

“The  telephone  employees  have  organized  a hospital  asso- 
ciation among  the  employees  only.  We  have  worked  out  a 
list  of  fees  with  a group  of  doctors  herewith  enclosed  for 
your  approval.  For  your  convenience  in  replying  we  are 
also  enclosing  a self  addressed  stamped  envelope. 

Thanking  you  in  advance. 

Yours  very  truly. 

Telephone  Employees  Hospital  Assn.,  Inc. 

M.  E.  Blankenship,  Chairman.’’ 

More  accurately,  if  less  diplomatically,  the  missive  could 
have  been  better  worded  to  read  somewhat  as  follows: 
“Greetings,  Suckers!  The  telephone  employees  want  cut- 
rate  medical  care  on  a prepaid  basis,  so  we  have  organized 
our  own  hospital  association  for  employees  leaving  the 
boss  out  to  get  this  regardless,  including  drugs  and  family 
coverage.  We  are  a preferred  health  group,  therefore  should 
get  a low  cost  rate,  and  we  think  $1.75  to  $2.00  is  about 
right,  including  the  drugs  handout.  We’ve  checked  this 
with  some  of  our  pal  doctors  who  are  sharper  than  your 
medical  society  dummies  and  accordingly  we  send  you 
herewith  the  fee  schedule  which  will  govern  the  activity. 
Whether  you  like  this  fee  schedule  or  not,  it  is  our  baby 
and  will  be  the  remuneration  while  you  serve  us,  but  we 
will  pay  off  by  the  tenth  of  each  month.  We  hope  you 
will  approve  this  set-up  and  fall  in  line  with  our  ideas, 
so  to  make  your  submission  easier  we  enclose  herewith  a 
stamped  addressed  envelope  for  your  anticipated  favorable 
reply.” 

Greetings,  suckers,  indeed ! 

In  order  to  appraise  the  situation  correctly  before  swal- 
lowing the  bait  or  reaching  the  only  sound  conclusion 
under  the  circumstances,  the  individual  doctors  to  whom 
the  missive  was  directed  should  know  the  background 
and  facts  leading  to  this  attempted  bludgeoning. 

When  or  where  this  so-called  hospital  plan  was  first 
conceived  we  know  not,  but  it  appears  to  have  been  well 
worked  out,  if  not  thought  out,  long  before  any  contact 
was  made  with  other  than  the  “group  of  doctors”  men- 
tioned in  the  letter,  if  any.  Eventually  a contact  with 


Oregon  State  Medical  Society  was  requested,  and  two 
members  of  the  public  policy  committee  and  the  executive 
secretary  met  informally  with  representatives  of  the  tele- 
phone employees.  It  was  readily  seen  the  proposals  were 
clouded  with  much  misinformation  and  misunderstanding, 
but  nevertheless  the  medical  people  carefully  outlined  the 
steps  which  should  be  taken  to  secure  medical  society 
approval  of  any  plan  developed.  They  further  stated  that 
Oregon  Physicians  Service  already  furnished  much  of  the 
service  demanded  by  the  telephone  employees,  and  advised 
that  before  much  more  was  done  a conference  should  be 
held  with  O.P.S.  officials,  who  were  the  best  posted  as  to 
costs  and  other  pitfalls  of  operation  of  such  plans. 

The  next  heard  of  the  plan  was  when  telephone  repre- 
sentatives appeared  before  the  November  meeting  of  the 
State  Council,  seeking  approval  of  a fee  schedule,  presum- 
ably the  same  now  submitted,  which  was  and  is  baited 
with  impractical  generosity.  The  demand  for  approval  was 
presented  with  somewhat  of  an  “or  else”  attitude  which 
slightly  puzzled  the  councilors,  but  as  the  impractical  na- 
ture of  the  plan  developed,  this  attitude  was  considerably 
modified.  It  was  of  notable  significance  that  each  councilor 
present  considered  the  plan  unworkable  on  the  basis  pro- 
posed, warned  of  the  pitfalls,  and  suggested  the  matter  be 
gone  into  with  O.P.S.  actuaries  to  see  if  a mutually  satis- 
factory contract  could  not  be  developed.  The  question  of 
approval  of  the  plan  or  the  fee  schedtde  was  not  voted 
upon  because  it  was  felt  the  matter  was  too  poorly  devel- 
oped and  premature,  yet  the  door  was  left  open  for  further 
discussions. 

It  is  known  one  conference  was  held  with  O.P.S.  offi- 
cials, at  which  no  agreement  was  reached  because  the  pro- 
posed arithmetic  simply  did  not  square  with  actuarial  ex- 
perience. The  telephone  people  then  offered  to  eliminate 
the  request  for  drugs,  if  the  premium  rate  would  be  lopped 
off  twenty-five  cents.  This  still  did  not  jibe  with  the  facts, 
so  no  accord  developed.  It  was  agreed,  however,  that  a 
further  conference  would  be  held  in  an  effort  to  explore 
the  possibilities,  and  a tentative  date  was  set.  Before  this 
could  be  held  someone  jumped  the  gun  with  this  direct 
appeal  for  an  approval  which  regular  channels  were  unable 
to  entertain,  due  to  the  impractical  plan  as  presented. 

This  sudden  attempt  at  side-stepping  the  usual  channels 
now  leads  many  doctors  to  question  the  entire  good  faith 
and  sincerity  of  the  promoters,  when  additionally  it  is  re- 
called the  plan  does  not  appear  to  have  originated  in  any 
reputable  medical  group  or  circles  and  the  initial  contact 
with  the  medical  society  was  so  late  as  to  appear  virtually 
an  afterthought.  Thus  they  wonder  if  this  scheme,  com- 
bined with  the  obvious  unwillingness  of  the  promoters  to 
reconcile  their  arithmetic  with  actuarial  experience,  is  not 
in  fact  a poorly  camouflaged  attempt  to  divide  and  con- 
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quer.  The  fact  that  it  would  largely  and  unnecessarily 
duplicate  the  mechanisms  which  the  doctors  have  them- 
selves set  up  to  supply  legitimate  prepaid  medical  care 
would  seem  to  lend  substance  to  the  suspicion. 

It  is  high  time  all  members  of  the  medical  profession 
met  this  and  all  kindred  challenges  once  and  for  all  by 
demonstrating  that  no  longer  are  they  willing  to  be  vic- 
timized by  such  badly  disguised  or  any  sugar-coated 
“wedgings”  designed  for  their  subordination  to  promoting 
third  parties,  lay,  medical  or  political.  This  is  a definite 
crisis  in  the  affairs  of  Oregon’s  doctors,  a bold  attempt 
to  foist  cut-rate  medical  care  upon  them  and  their  patients 
under  the  guise  of  a poorly  conceived  prepaid  plan.  This 
and  all  other  similar  bludgeoning  efforts  should  well  receive 
from  each  doctor  of  the  state  the  treatment  it  so  richly 
deserves. 

Despite  this  attempt  on  the  part  of  the  telephone  em- 
ployees to  bludgeon  the  medical  profession  into  the  tele- 
phone line,  the  door  has  not  been  closed  to  a proper  con- 
sideration of  the  health  problem  of  the  telephone  employ- 
ees if  they  have  one.  But  it  should  be  understood  once  and 
for  all  that  Oregon’s  doctors  are  aware  of  the  distinctions 
between  prepaid  and  cut-rate  medical  schemes,  and  above 
all  will  not  be  pushed  around. 


INDUSTRIAL  CONTRACT  PRACTICE 


R.\ILR0.4DS  UP  FOR  REVIEW  BY  COUNCILS 

Since  last  report  the  broth  of  industrial  contract  practice 
has  emitted  a few  significant  and  encouraging  bubbles. 
■Among  these  are  some  which  further  confirm  the  simpleton 
nature  of  doctors  who  succumb  to  the  lure  of  this  type  of 
practice  without  giving  thought  to  the  damage  this  may- 
do  their  colleagues,  and  eventually  themselves,  through  in- 
jury to  medical  practice  in  general. 

Resulting  from  the  last  report  of  the  committee  studying 
the  subject,  which  disclosed  there  is  precious  little  differ- 
ence between  those  doctors  doing  industrial  contract  prac- 
tice, of  which  railroad  contract  practice  is  typical  although 
by  no  means  the  sole  example,  and  those  selling  their  pro- 
fessional talents  for  the  advantage  and  profit  of  commercial 
hospital  associations,  the  councils  of  a number  of  the 
county  societies  are  looking  into  the  relationships  of  their 
members  with  increasingly  critical  eyes. 

There  is  a good  chance  as  a result  of  these  critical  re- 
views that  the  so-called  distinctions  which  were  formerly 
thought  by  the  uninformed  to  separate  the  two  groups 
will  be  found  largely  or  totally  lacking.  The  hard  facts  of 
the  situation  prevent  any  other  conclusion  than  that  both 
industrial  and  commercial  hospital  association  types  of 
third  party  dominated  medical  practice  are  identical  in  sub- 
stance insofar  as  imposition  upon  and  unfairness  to  the 
regular  medical  profession  are  concerned.  When  completed, 
the  reviews  should  provide  a clear  channel  marker  to  guide 
the  course  of  any  further  actions  deemed  advisable  in  the 
few  instances  where  educational  efforts  alone  may  prove 
insufficient. 

Paralleling  this  action  on  the  part  of  the  medical  socie- 
ties of  the  state,  but  in  no  way  connected  therewith,  is 
what  at  first  glance  appears  to  be  a reform  movement  de- 
veloped by  certain  of  the  railway  brotherhoods  and  allied 
organizations  to  bring  about  a railroad  medical  situation 


more  to  their  liking.  The  effort  seems  aimed  almost  entirely 
against  railroad  managements  and  particularly  the  claim 
departments  with  their  allegedly  dominated  “company” 
doctors.  It  is  this  circumstance  which  lends  some  doubt  to 
the  likely  success  of  the  reform  attempts,  since  a revision 
of  procedures  or  administration  of  the  so-called  railroad 
hospital  departments  might  meet  the  brotherhood  objec- 
tions without  removing  the  fundamental  objections  on  the 
part  of  the  medical  profession.  .At  the  same  time  there  may- 
be justification  for  a little  hope  not  based  on  wishful 
thinking.  In  at  least  one  instance  representatives  of  the 
brotherhoods  of  a railway-  serving  Oregon  and  an  adjacent 
state  conferred  with  railroad  management  toward  revising 
the  present  company  plan  of  rendering  medical  care,  with 
the  result  that  for  the  first  time  within  recent  memory-  a 
railroad  management  initiated  some  efforts  to  reexamine  its 
plan  and  learn  what  alternate  procedures  might  be  avail- 
able. 

It  is  only  fair  to  warn  that  any  conferences  between  the 
brotherhoods  and  their  employers,  although  dealing  with  a 
medical  topic,  are  in  fact  but  one  more  item  in  a host  of 
employer-employee  relations  constantly  at  issue  between 
the  two  contenders.  Doctors  should  not  expect  any-  medical 
reforms  which  they  feel  desirable  to  emerge  from  any  such 
management-employee  conferences,  when  they-  themselves 
as  individuals  and  as  a profession  have  hitherto  been  unable 
or  unwilling  to  set  their  own  house  completely-  in  order. 
It  is  for  this  reason  the  recent  stirrings  of  the  various  med- 
ical societies  along  these  lines  can  be  considered  encouraging. 


HOSPITAL  SHELTERS  IRREGULARS, 
SNIPERS  AT  DOCTORS’  OWN 
ORGANIZATION 


When  the  deteriorating  relationship  between  Oregon  doc- 
tors and  a number  of  Oregon  hospitals  was  reviewed  in 
the  September  issue  of  Northw-est  Medicine,  coincident 
with  the  request  of  the  hospitals’  Blue  Cross  plan  that 
Oregon  Physicians  Service  cease  selling  hospitalization  or 
offer  a merged  contract  with  Blue  Cross,  the  following 
statement  was  made:  “Medical  men  in  Oregon  believe  on 
the  basis  of  past  and  present  performance  by  hospitals  that 
the  best  interests  of  the  medical  profession  cannot  be  served 
and  safeguarded  by  hospitals  and  hospital  management 
groups.” 

Statement  of  this  belief  provoked  considerable  favorable 
comment  from  many-  doctors,  and  occasionally-  a request 
for  citation  of  a specific  case,  where  only-  the  general  belief 
previously-  existed.  Herewith  is  given  a single  instance 
where  it  seems  the  welfare  of  the  medical  profession  was 
somewhat  less  safeguarded  by  a hospital  group  than  by-  the 
profession  itself.  The  incident  is  neither  the  most  glaring 
nor  the  most  recent. 

Under  date  of  October  28,  1944,  while  efforts  were  in 
progress  to  improve  the  cooperation  between  Blue  Cross 
and  Oregon  Physicians  Service,  a leading  Portland  hospital 
addressed  the  following  letter  to  the  doctors’  group: 

“The  matter  of  the  examination  of  patients’  records  by 
the  Oregon  Physicians  Service  presents  problems  of  definite 
serious  aspect  from  the  viewpoint  of  the  hospital.  The  med- 
ical record  of  the  patient  is  primarily  and  definitely-  con- 
fidential between  the  patient  and  the  doctor  and  is  so  re- 
garded by  the  hospital  management.  We  feel  that  the  inter- 
ests of  the  patient,  doctor  and  hospital  can  be  best  protected 
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and  preserved,  if  the  records  are  examined  only  upon  writ- 
ten permission  of  the  patient  and  the  physician,  this  per- 
mission to  be  kept  in  our  files. 

“We,  therefore,  request  that  further  access  to  patients’ 
records  be  properly  supported  by  written  authorization 
from  the  patient  and  the  physician. 

“This  procedure  will  apply  to  all  cases  whether  dis- 
charged or  in  the  hospital.” 

Having  some  time  previously  obtained  legal  opinion  on 
several  matters,  including  that  of  case  history  inspection, 
O.P.S.  might  have  insisted  on  its  rights,  but  instead  as- 
sumed that  the  concern  expressed  by  the  hospital  was 
genuine,  not  just  a little  tactical  manoeuvering,  hence  pro- 
posed an  easy  solution.  It  respectfully  pointed  out  the 
concern  expressed  by  the  hospital  toward  maintaining  the 
correct  relationship  between  patients,  and  the  O.P.S.  would 
no  doubt  be  rapidly  alleviated  if  the  hospital  would  have 
the  patients  sign  the  demanded  releases  as  a part  of  the 
hospital  admitting  technic. 

This  simple  method  of  calming  the  hospital’s  fears  was 
rejected,  it  being  baldly  stated  that  hospitals  had  enough 
to  do  without  looking  after  what  they  considered  strictly 
an  O.P.S.  matter;  the  hospital  demanded  the  signed  re- 
leases, but  it  was  up  to  O.P.S.  to  secure  them. 

In  this  state  the  matter  rested  for  a few  weeks,  following 
which,  in  a spirit  of  cooperation  O.P.S.  submitted  a pro- 
posal to  the  council  of  hospitals  that  all  requisitions  for 
hospital  admission  be  stamped  with  the  demanded  release. 
This  evoked  the  following  reply  from  the  chairman  of  the 
Portland  Council  of  Hospitals: 

“Your  letter  of  November  30  for  attention  of  the  Port- 
" land  Council  of  Hospitals  was  presented  to  the  council  at  a 
meeting  on  December  7.  The  Council  voted  to  approve  in 
general  the  plan  you  have  suggested  for  authorization  to 
permit  your  claim  examiner  to  check  clinical  records  in  the 
hospital.  This  added  suggestion  is  made,  however,  that  the 
hospitals  would  like  to  have,  when  you  do  new  printing, 
a plan  worked  out  whereby  the  authority  to  examine  the 
hospital  record  would  be  presented  to  the  hospital  in  such 
form  that  it  could  be  filed  with  the  clinical  chart.  I think 
it  was  Mr.  Morland  of  Emanuel  Hospital  who  suggested 
you  might  have  on  your  form  a perforated  attachment  at 
the  bottom  of  the  Physician’s  Treatment  Orders  which 
would  carry  authority  to  examine  hospital  records  and  this 
might  be  presented  by  the  patient  upon  admission  to  the 
hospital;  it  would  then  be  attached  to  the  chart  and  be  a 
part  of  the  hospital’s  permanent  record. 

“Possibly  you  will  have  a better  suggestion  than  this, 
but  in  any  case  I am  sure  that  we  can  work  out  some  plan 
whereby  a grant  of  authority  can  be  presented  to  the  hos- 
pital, and  the  simplest  way  to  do  it  naturally  would  be  to 
have  it  attached  right  to  the  requisition  which  the  patient 
presents  to  the  hospital  upon  admission.” 

The  conciliatory  tone  of  this  official  reply  has  some- 
what lessened  tension.  However,  the  outburst  would  have 
been  better  received  and  understood  by  doctors  were  they 
not  aware  that  for  at  least  ten  years  previously  the  hospi- 
tals showed  little  or  no  legal  or  other  concern  over  the 
question  of  hospital  chart  examination  by  professionally 
approved  service  organizations.  During  this  period  there  is 
not  a single  instance  of  legal  or  professional  involvement  of 
the  hospitals  or  physicians  practicing  therein  as  far  as 
O.P.S.  and  its  predecessors’  records  .show  in  the  matter 
of  chart  inspections.  Thus,  it  would  seem  fairly  obvious 
that  the  suddenly  acquired  concern  of  the  hospitals  in  this 
matter  may  not  be  too  remotely  connected  with  their  de- 
sire to  have  O.P.S.  withdraw  from  selling  hospitalization 


coverage  in  competition  with  their  own  hospitals-sponsored 
organization. 

The  above  conviction  on  the  part  of  many  physicians  is 
strengthened  by  two  other  circumstances.  They  are  not 
aware  of  any  evidence  which  shows  that  O.P.S.  was  not  the 
sole  recipient  of  this  suddenly  manifested  hospital  concern. 
They  are  also  sadly  aware  that  the  particular  hospital  from 
which  this  outburst  emanated  remains  rather  sadly  off-base 
in  the  matter  of  its  staff  memberships,  despite  occasional 
reminders  and  gentle  nudgings  from  its  own  staff  members 
of  unquestioned  regularity.  It  is  widely  felt  that  any  bona 
fide  criticisms  and  suggestions  stemming  from  this  hospital 
directly,  or  through  the  Portland  Council  of  Hospitals, 
(or  in  reverse  direction  for  that  matter)  would  carry  con- 
siderably more  weight  if  its  efforts  were  directed  more 
toward  setting  its  own  house  in  order  and  less  toward 
handicapping  or  attempting  to  sabotage  the  machinery 
established  by  organizations  of  regular  doctors  for  their 
own  protection. 


GRAPEVINE  QUIVERINGS 

Look  for  Mr.  E.  B.  McNaughton,  president  of  the  North- 
west Hospital  Service  Plan,  to  resign  from  the  presidency 
of  this  group. 

Whether  Mr.  McNaughton’s  rumored  departure  is  in- 
tended as  a friendly  overture  on  the  part  of  the  hospitals 
could  not  be  learned.  If  so,  the  gesture  may  be  wasted, 
since  any  opposition  on  the  part  of  doctors  occasioned  by 
Mr.  McNaughton’s  presence  in  the  picture  has  not  been 
against  that  gentleman  personally,  but  rather  the  policies 
which  he  is  charged  with  carrying  out  as  president  of  the 
hospital  service  plan. 

It  is  understood  Mr.  McNaughton  will  continue  to  serve 
as  a trustee  of  Good  Samaritan  Hospital,  Portland. 


SOCIETY  MEETINGS 


MULTNOM.AH  COUNTY  SOCIETY  HE.\RS  L.\BOR 
EDITOR 

The  annual  meeting  of  Multnomah  County  Medical  So- 
ciety, held  in  Portland  on  December  20,  proved  to  be  one 
of  the  most  educational  meetings  in  its  history,  due  largely 
to  the  presentation  of  some  labor  views  on  the  current  prob- 
lems facing  medical  practice. 

Guest  speaker  of  the  evening  was  Mr.  S.  Eugene  .Allen, 
editor  of  the  Oregon  Labor  Press,  a publication  of  the 
.American  Federation  of  Labor  unions  in  Oregon.  Mr.  .Allen, 
a graduate  of  the  University  of  Oregon  and  member  of  the 
Portland  School  Board,  gave  a detailed  presentation  of 
Labor’s  views  on  questions  of  national  health  and  particu- 
larly on  the  medical  care  of  the  future.  While  not  all  doc- 
tors will  agree  with  many  of  the  remarks  presented,  Mr. 
.Allen’s  speech,  entitled  “.A  Labor  Editor’s  Views  of  Med- 
ical Care,”  proved  so  thought  provoking  that  the  society 
recommended  its  publication  in  a subsequent  issue  of 
Northwest  Medicine. 

Mr.  .Allen  was  followed  on  the  program  by  Dr.  John  H. 
Fitzgibbon,  who,  speaking  extemporaneously,  reviewed  re- 
cent developments  in  the  field  of  medical  economics  and 
public  relations,  offered  a number  of  timely  comments  on 
the  latest  pressure  to  which  medicine  is  being  subjected. 
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and  refuted  a number  of  conclusions  voiced  by  the  previ- 
ous speaker. 

The  Society  voted  to  continue  its  assessment  on  current 
members  in  order  to  carry  the  names  of  its  members  in  the 
armed  forces  without  dues,  and  also  voted  to  continue  the 
special  assessment  for  the  University  of  Oregon  library 
periodicals  fund. 

The  meeting  concluded  with  a short  speech  by  E.  E. 
Gambee,  retiring  president,  and  some  well  chosen  remarks 
from  Blair  Holcomb,  who  was  installed  as  president  for 
1945. 


STATE  SOCIETY  COUNCIL  MEETING 


The  December  meeting  of  the  Council  of  the  Oregon 
State  Medical  Society  was  held  in  Portland  on  December 
2,  with  a goodly  attendance  of  councillors.  President  E. 
H.  McLean  conducted  the  meeting,  which  was  one  of  the 
shortest  in  recent  months. 

Dr.  Myes  reported  on  the  latest  developments  in  the 
brucellosis  situation,  and  stated  that  in  view  of  recent  an- 
nouncements by  the  dairy  industry  and  supporters  he 
understood  the  unsatisfactory  conditions  were  well  toward 
solution,  with  legislation  likely  to  be  introduced  to  correct 
defects.  In  the  meantime  there  was  little  his  committee  ex- 
pected to  do. 

Leslie  Kent  gave  further  report  of  the  situation  regarding 
the  federal  E.  M.  I.  C.  program.  As  usual,  this  came  in  for 
much  lively  discussion,  with  the  spread  of  misleading 
propaganda  drawing  the  chief  ire.  It  was  resolved  to  con- 
tinue efforts  to  direct  the  program  into  channels  more  suit- 
able and  fair  to  the  medical  profession. 

Richard  Adams  reported  for  the  committee  on  public 
policy  that  he  understood  legislation  would  be  introduced, 
with  the  approval  of  the  affected  schools  of  thought,  to 
modify  the  Medical  Examiners  .\ct  in  keeping  with  the 
diminishing  number  of  homeopathic  and  eclectic  physicians 
practicing  in  the  state.  The  policy  of  the  committee  toward 
other  proposed  legislation  with  medical  implications  would 
continue  to  be  one  of  careful  scrutiny. 

Frank  Menne  reported  on  the  status  of  the  effort  to  re- 
quire all  county  coroners  be  physicians. 

Other  routine  matters  were  disposed  of  in  due  course 
and  adjournment  followed.  The  next  meeting  of  the  Coun- 
cil will  be  in  January. 


PERSONALS 

H.  C.  Eastland  of  Reedsport  has  announcd  his  retire- 
ment from  practice,  but  in  view  of  the  death  of  Dr.  Fields 
of  Reedsport  will  not  entirely  withdraw  until  some  replace- 
ment arrangement  materializes.  Dr.  Eastland  hopes  to  re- 
sume a portion  of  his  practice  in  a community  where  the 
responsibility  thrown  upon  him  will  not  be  as  heavy. 

Senator  Best  Resigns.  State  Senator  James  Best  of 
Pendleton,  who  has  represented  Umatilla  county  in  the 
Senate  for  the  past  six  sessions,  resigned  from  this  office 
because  of  ill  health.  Dr.  Best,  whose  birthday  always  was 
a happy  occasion  celebrated  in  legislative  circles  by  both 
legislators  and  physicians,  will  be  81  years  of  age  in  Feb- 
ruary, and  felt  his  failing  health  made  it  impossible  for 
him  to  carry  on.  Except  for  a five-year  period  at  Weston, 
Dr.  Best  has  practiced  medicine  continuously  in  Pendleton. 

Madeline  Mark  has  been  appointed  Eugene’s  first  direc- 
tor of  health  education  and  school  physician.  Dr.  Marr  is 
a graduate  of  Creighton  University,  took  postgraduate 
work  at  Iowa  and  Minnesota. 

W.  W.  P.  Holt  of  Medford  resigned  as  county  physician. 
His  duties  will  be  taken  over  by  a panel  of  four  physicians 
furnished  by  Jackson  County  Medical  Society. 


OBITUARIES 


Reuben  H.  Fields  of  Gardiner  died  at  his  home  Decem- 
ber 8,  after  a short  illness.  Dr.  Fields  was  born  in  1873, 
came  to  Cottage  Grove  and  Eugene  before  practicing  medi- 
cine in  the  lower  Umpqua  vicinity.  He  saw  service  as  a 
major  in  the  first  world  war,  also  in  Siberia  as  a member 
of  the  Red  Cross.  He  was  active  in  Masonic  and  local  med- 
ical circles. 

Hermann  K.  Stockwell,  prominent  Salem  physician 
and  surgeon,  died  in  late  November  after  an  illness  which 
had  kept  him  from  his  office  since  last  April.  Born  in  1880, 
Dr.  Stockwell  graduated  in  medicine  from  McGill  univer- 
sity, later  served  in  the  first  world  war,  and  finally  entered 
private  practice  in  the  state  of  Washington.  Still  later  he 
transferred  to  Salem,  formed  the  Salem  clinic  with  which 
he  was  associated  at  the  time  of  his  death. 

Dr.  Walter  Herman  Becker,  70,  died  in  Good  Samari- 
tan Hospital,  Portland,  December  27,  after  a short  illness. 
A native  of  Iowa,  Dr.  Becker  had  spent  most  of  his  life  in 
Oregon.  He  was  a graduate  of  Willamette  University,  Ore- 
gon State  College  and  University  of  Oregon  Medical  School. 
He  was  prominent  in  Methodist  church  activities  and  also 
fratetrnal  organizations. 


PENICILLIN  FOR  EMPYEMA 
Penicillin  administered,  by  injection  into  a muscle,  for 
one  week  before  and  for  two  weeks  after  the  partial  or  total 
surgical  removal  of  the  lung  appears  to  be  useful  in  pre- 
venting pyogenic  (pus  producing)  infections  following  the 
operation,  nine  Philadelphia  investigators  report  in  The 
Journal  of  the  American  Medical  Association  for  December 
16.  Their  report  is  based  on  results  obtained  in  a study  of 
41  patients,  21  of  whom  received  the  penicillin  treatment 
and  20  of  whom  served  as  controls. 

The  report  is  made  by  William  L.  White,  M.D.;  W. 
Emory  Burnett,  M.D.;  Charles  P.  Bailey,  M.D.;  George  P. 


Rosemond,  M.D.;  Charles  W.  Norris,  M.D.;  Grant  O.  Favo- 
rite, M.D. ; Earl  H.  Spaulding,  Ph.D.;  Amedo  Bondi,  Jr., 
Ph.D.,  and  Russell  Fowler. 

None  of  the  patients  receiving  penicillin  prophylactically 
showed  evidence  of  empyema  (pus  in  the  chest),  the  investi- 
gators say,  while  12,  or  60  per  cent,  of  the  controls  devel- 
oped pus  in  the  pleural  or  chest  cavity.  Patients  with  pus 
producing  lung  infections  who  had  part  or  all  of  the  lung 
removed  and  who  received  the  penicillin  not  only  showed 
no  evidence  of  postoperative  infection  but  also  had  less 
fever,  were  allowed  out  of  bed  earlier  and  were  discharged 
sooner  than  control  patients.  No  toxic  reactions  were  noted 
in  the  penicillin  patients. 
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WASHINGTON  STATE  ^ FIFTY-SIXTH  ANNUAL  MEETING 

MEDICAL  ASSOCIATION  JB)  SPOKANE,  1945 

y^/ 


BOARD  OF  TRUSTEES  MEETING 


An  agenda  crowded  with  an  assortment  of  topics  was 
disposed  of  by  the  Board  of  Trustees  of  Washington  State 
Medical  Association  at  its  meeting  in  Spokane  on  Decem- 
ber 17.  It  was  the  first  time  the  Board  ever  met  in  Spokane, 
and  a precedent  for  future  meetings  there  seems  well  estab- 
lished in  view  of  accomplishments. 

MEDICAL  CARE  FOR  WORKERS’  FAMILIES 

In  line  with  the  general  trend  of  the  times,  as  indicated 
by  articles  in  Fortune,  Time,  The  Saturday  Evening  Post 
and  other  publications,  and  by  actions  taken  in  Michigan, 
California  and  a number  of  other  states,  the  Board  of 
Trustees  gave  studied  consideration  to  the  matter  of  ex- 
tending medical  and  hospital  care  to  the  families  of  work- 
ers now  covered. 

■At  the  request  of  the  Board,  the  Washington  State  Med- 
ical Bureaus  are  working  on  plans  for  family  coverage, 
and  tentative  programs  were  submitted  to  the  Board  by- 
Chelan,  Clark,  Grays  Harbor,  Cowlitz,  Kitsap,  King, 
Lewis,  Thurston,  Yakima  and  Whatcom  counties.  Others 
are  in  the  process  of  being  prepared. 

The  Bureaus  have  provided  employee  groups  with  prepaid 
medical  and  hospital  care  for  26  years  in  Pierce  County, 
and  for  11  years  in  other  counties,  to  a total  now  reaching 
250,000  clients.  It  is  estimated,  if  the  coverage  is  extended 
to  families  of  the  workers,  in  the  neighborhood  of  1,000,- 
000  persons  would  be  eligible  to  participate. 

.After  a lengthy  discussion,  the  entire  matter  was  re- 
ferred to  the  Committee  on  Study  of  Medical  Care,  with 
a request  to  report  back  to  the  Board  within  three  weeks. 

•A  report  on  developments  in  the  move  to  found  a Medi- 
cal-Dental School  at  the  University  of  Washington  was 
approved  as  “progressive.” 

-A  summary  of  ideas  for  a working  plan  with  the  Wash- 
ington State  Hospital  Association  was  submitted,  and  was 
referred  to  a committee  for  further  study.  The  committee 
will  report  back  to  the  Trustees  in  the  very  near  future. 

FEE  SCHEDULE 

The  Board  of  Trustees  adopted  the  Over  All  Fee  Sched- 
ule submitted  by  the  Fee  Schedule  Committee.  The  schedule 
is  based  on  the  revised  fee  schedule  to  be  used  by  the  State 
Department  of  Labor  and  Industries  which  Director  Robert 
H.  Harlin  said  had  been  approved  and  would  be  put  into 
effect  on  January  1. 

The  Over  .All  Fee  Schedule,  with  percentage  revisions, 
will  be  used  in  dealing  with  tax-supported  public  assistance 
programs  of  other  state  departments. 


PROPOSED  UNIVERSITY  OF  WASH- 
INGTON MEDICAL  SCHOOL 


The  campaign  by  Washington  State  Medical  and  Dental 
-Associations  to  establish  a medical-dental  school  in  this 
state  was  thrown  into  high  gear  last  month,  with  the  pres- 
entation to  Governor-elect  Mon  C.  Wallgren  of  a mem- 
orandum covering  the  entire  situation,  by  state-wide  press 
and  radio  releases,  and  by  sending  all  legislators  a “fact 
sheet”  containing  arguments  showing  the  great  need  for 
the  school.  Newspaper  editors  also  were  sent  information, 
and  their  support  was  solicited. 

The  Governor-elect,  although  not  openly  committing  him- 
self to  the  proposal,  nevertheless  was  favorably  impressed, 
and  his  active  support  is  expected.  Some  favorable  replies 
have  been  received  from  legislators. 

The  offer  by  State  Senator  .Albert  D.  Rosellini  of  Seattle 
to  sponsor  the  bill  through  the  legislature  has  been  accepted 
by  the  Medical-Dental  School  Committee,  and  he  has 
drafted  a bill  to  create  the  institution  and  provide  funds 
for  its  operation  for  the  first  two  years.  The  bill  will  be 
introduced  to  the  Legislature  early  in  January. 

Senator  Rosellini  was  major  party  floor  leader  in  the 
State  Senate  during  the  past  two  sessions  of  the  legislature, 
and  is  president  of  the  board  of  trustees  of  King  County- 
Hospital. 

President  L.  P.  Sieg  of  the  State  University-  and  that 
institution’s  board  of  regents  have  expressed  themselves  in 
favor  of  the  project,  and  the  Comptroller  of  the  Univer- 
sity is  preparing  a budget  to  be  presented  to  the  new  gov- 
ernor and  the  legislature. 

Following  are  abstracts  from  the  Communication  ad- 
dressed to  Governor  Elect  Wallgren  relative  to  establish- 
ment of  a University  of  Washington  Medical  School. 

SUMMARY  OF  ST.ATE’S  NEED  FOR  A 
MEDICAL-DENTAL  SCHOOL 
Prepared  for  Governor-Elect  Mon  C.  Wallgren  by- 
Washington  State  Medical  .Association 
Present  Situation 

The  country-wide  shortage  of  doctors  and  dentists  is  a 
matter  of  grave  concern.  The  end  of  the  war  will  not  ma- 
terially relieve  the  shortage  which  now  jeopardizes  our 
national  health. 

First,  actual  battle  losses,  which  have  been  high,  have 
reduced  the  number  of  doctors  who  can  return  to  civil 
practice;  second,  the  postwar  military  establishment  will 
retain  thousands  of  doctors  and  dentists  now  in  service;, 
whatever  the  size  of  our  after-war  .Army  and  Navy,  the 
great  hospitals  for  our  wounded  will  require  huge  staffs 
for  years  to  come;  third,  as  a nation  we  have  not  carried 
on  adequate  wartime  medical  education,  and  as  a result 
for  at  least  six  years  after  the  war  relatively  few  young 
doctors  will  come  into  practice  to  replace  older  men  forced 
to  retire,  or  stricken  from  the  rolls  by  death.  (Since  the 
start  of  the  war,  thousands  of  aged  practitioners  have 
either  returned  from  retirement  or  postponed  retirement 
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to  take  the  place  of  doctors  called  to  war.  Immediately 
there  is  peace,  the  majority  of  these  patriotic  men  will 
cease  practice.) 

A number  of  Washington  communities  now  have  no 
resident  doctors  and/or  dentists.  From  a creditable  aver- 
age of  one  physician  for  each  964  persons,  our  ratio  has 
dropped  to  one  doctor  for  every  1,724  of  population,  con- 
siderably below  a national  normal  year  average  of  one 
doctor  to  every  1,100  persons.  In  prewar  years,  there  was 
one  dentist  to  every  1,200  persons;  now  there  is  only  one 
to  every  2,500  persons. 

Medical  School  Needed 

Only  ten  other  states  in  the  Union  are  without  medical 
schools.  These  are  Florida,  Idaho,  Montana,  New  Me.xico, 
Wyoming,  Rhode  Island,  Nevada,  .\rizona,  Delaware  and 
Maine.  It  is  invidious  and  unnecessary  to  draw  comparisons 
between  this  state,  a new,  rich  and  expanding  region,  and 
sister  states  too  small,  or  too  backward,  or  too  sparsely 
populated  to  provide  medical  education  for  their  own  citi- 
zens. But  it  is  fair  and  necessary  to  point  out  that  Wash- 
ington stands  alone  among  great  states  noted  for  progress 
and  leadership  in  social  advance,  in  its  lack  of  education 
for  doctors  and  dentists.  There  can  be  no  argument  to 
oppose  the  statement  that  our  young  men  and  women 
have  the  right  to  the  same  educational  opportunities  offered 
by  our  peers  among  the  states  to  their  sons  and  daughters. 

However,  there  is  a larger  side  to  the  question.  Our  citi- 
zens have  a right  to  medical  treatment  “custom  made,”  so 
to  speak,  to  the  health  conditions  peculiar  to  our  state. 
It  is  a scientific  fact  that  hardly  two  regions  of  the  United 
States  offer  the  medical  practitioner  identical  problems  of 
disease  control  and  cure. 

In  the  past  our  young  doctors  have  been  trained  in  other 
atmospheres  and  have  had  to  return  here  to  “learn  on  the 
job”  the  peculiarities  of  medicine  linked  to  our  climate, 
geography  and  industries.  They  have  often  served  their  in- 
ternships in  regions  different  from  ours.  If  we  teach  them 
in  our  own  school,  they  will  learn  from  men  fully  familiar 
with  our  problems,  and  they  will  receive  their  first  train- 
ing in  our  hospitals,  working  in  close  contact  with  men 
who  have  spent  their  lives  coping  with  these  problems. 
This  is  of  the  utmost  value  both  to  hospitals  and  the  doc- 
tors and  to  our  sick.  There  are  not  enough  physicians  and 
dentists  in  the  state  adequately  to  carry  on  the  additional 
professional  requirements  of  the  various  state  public  as- 
sistance programs,  and  to  properly  staff  State  Institutions. 

We  make  our  chief  argument  that  better,  more  adequate 
medicine  and  dentistry  can  be  given  to  the  people  of  the 
State  of  Washington,  once  we  have  established  our  own 
medical  school. 

Medical  School  Research 

History  of  other  states  shows  that  inevitably  their  medi- 
cal colleges  become  research  centers,  providing  aid  to  doc- 
tors in  the  field  in  time  of  epidemic  or  emergency,  and  a 
basis  for  long  distance  plans  for  improving  the  public 
health.  The  laboratories  of  such  institutions  are  available 
for  investigation  of  special  problems  as  they  arise  and  to 
bring  to  bear  special  knowledge  of  the  state’s  needs. 

Although  it  is  a moot  point,  many  outstanding  authori- 
ties predict  the  postwar  era  will  see  the  country  invaded 
by  strange  diseases  brought  back  from  the  corners  of  the 
globe  by  our  troops.  The  chief  fear  of  the  authorities  is 
that  these  ailments  will  go  unrecognized  by  doctors  un- 


famiiar  with  them  until  they  have  reached  epidemic  pro- 
portions. In  the  past  the  United  States  Public  Health  Serv- 
ice has  leaned  heavily  upon  the  local  knowledge,  com- 
piled and  interpreted  by  medical  schools. 

In  these  days  of  the  rapid  advance  of  medicine,  surgery 
and  dentistry,  every  practitioner  is  hard  pressed  to  give 
fully  of  his  time  and  yet  keep  abreast  of  medical  progress 
by  postgraduate  work.  It  has  been  greatly  to  the  advantage 
of  the  State,  and  to  the  credit  of  those  doctors  and  den- 
tists who,  so  often  at  great  sacrifice  to  themselves,  have 
traveled  to  Eastern  institutions  for  postgraduate  study  in 
the  past.  But  it  is  lamentable  that  relatively  few  in  the 
past,  hardly  any  at  the  moment,  have  been  able  to  do  so. 
In  a large  measure  this  valuable  postgraduate  instruction 
has  been  denied  our  rural  doctors  because  of  the  time  and 
expense  involved.  With  a School  of  Medicine  and  Dentistry 
in  the  State  frequent  opportunity  to  refresh  himself  and 
learn  new  methods  and  ways  of  saving  and  prolonging 
human  life  would  be  within  the  easy,  low-cost  reach  of 
every  doctor. 

General  Plan  for  Medical  School 

It  is  proposed  to  establish  at  once,  as  a school  of  the 
University  of  Washington,  under  Chap.  10,  Session  Laws, 
1917,  Sections  5 and  7,  a standard  four-year  course  of  in- 
struction in  medicine  and  dentistry.  Present  building,  lab- 
oratory, library  and  other  facilities  of  the  University  will 
allow  the  accommodation  of  SO  entering  students  in  medi- 
cine and  SO  in  dentistry  in  the  school  year  of  1946,  if 
funds,  largely  for  faculty  salaries,  are  made  available  now. 

Study  over  a long  period  of  time  by  Committees  of  this 
.Association  in  conjunction  with  the  Board  of  Regents  of 
the  University  and  its  President,  and  in  consultation  with 
nationally  recognized  authorities,  has  established  the  prac- 
ticality of  founding  the  school  now  when  it  is  urgently 
needed.  It  is  proposed  to  ask  the  forthcoming  legislature 
to  appropriate  $450,000  to  maintain  the  school  for  two 
years  and  to  obtain  at  ensuing  sessions  further  appropria- 
tions for  maintenance  and  improvement  of  the  school. 

Legislative  Situation 

Of  course,  no  argument  of  politics  or  regional  interest 
can  possibly  be  made  against  a measure  so  clearly  bene- 
ficial, first,  to  all  the  people  of  the  state,  and,  second,  to 
students  from  seven  premedical  schools,  located  in  four 
widely-separated  states,  both  east  and  west. 

Nor,  in  the  State’s  present  financial  condition,  can  any 
serious  argument  be  used  against  a measure  so  necessary. 
Therefore,  it  is  the  feeling  of  this  Association,  and  of  the 
Board  of  Regents,  that  the  immediate  question  is  merely 
one  of  a legislative  procedure  to  insure  prompt  action. 

We  respectfully  petition  the  Governor-Elect  to  include 
in  his  Message  a recommendation  for  the  passage  of  a bill 
to  create  a Medical-Dental  School.  Such  school  will  lay 
the  foundation  for  the  future  adequate  medical  and  dental 
care  of  our  people,  now  gravely  jeopardized. 

Lastly,  we  submit  that  Washington  sent  a large  number 
of  premedical  students  into  the  armed  services.  Shall  we 
ask  these  young  men,  upon  their  return  from  service,  to 
leave  their  native  state  again  to  complete  their  educations? 
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Committees  on  Proposed  Medical-Dental  School 

WASHINGTON  STATE  MEDICAL  ASSOCIATION 

David  Metheny,  Chairman 
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DENTAL  COMMITTEE 
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Thomas  Barlow,  Bellingham 

SUBCOMMITTEE 

David  Metheny,  Chairman 
Claude  Stansbery  R.  L.  Zech 

W.  Spickard  Homer  D.  Dudley 


MEDICAL  NOTES 


Enlarged  Tuberculosis  Hospital  Plans.  Last  fall  Dr. 
Henry  D.  Chadwick  of  Boston,  well  known  tuberculosis 
expert,  made  a survey  of  the  tuberculosis  problem  In 
Washington  and  recommended  an  extensive  expansion  of 
hospital  facilities  to  be  under  state  control.  It  was  recom- 
mended that  Firland  Sanatorium  of  Seattle  be  expanded 
to  a 900-bed  state  institution  to  serve  King  and  other 
western  counties.  This  plan  has  not  met  with  approval  of 
Washington  authorities.  The  plan  approved  by  Seattle  city 
council  and  King  County  commissioners  involves  expansion 
of  Firland  facilities,  including  the  county’s  Morningside 
Hospital,  to  be  under  control  of  a joint  county  and  city- 
board  of  trustees.  A bill  will  be  introduced  before  the  com- 
ing session  of  the  Legislature,  granting  authority  to  cities 
and  counties  for  joint  administration  of  sanatoria.  .All  tuber- 
culosis agencies  in  the  city  and  county  have  given  their 
approval  of  this  plan  for  consolidation.  The  proposed  en- 
largement of  Firland  is  estimated  to  cost  about  $3,500,000. 
It  would  become  a nucleus  of  a statewide  system  of  county- 
city  sanatoria. 

Hospital  Expansion  Plans  Completed.  After  two  years 
study  and  planning  the  Deaconess  Hospital  in  Spokane 
has  completed  arrangements  for  enlarging  its  capacity  to 
300  beds.  The  hospital  has  available  ample  ground  space 
for  present  and  future  expansion.  The  larger  hospital  calls 
for  the  addition  of  a seven  story  wing  to  the  center  of  the 
main  hospital  building,  adding  a story  to  the  present  hos- 
pital, making  the  entire  structure  seven  stories  in  height. 
Plans  for  a nurses’  home  will  be  determined  at  a future 
date. 

Hospital  Expansion  Facilitated.  On  the  recommenda- 
tion of  Seattle  Board  of  Public  Works,  the  city-  council 
vacated  the  aley  west  of  Swedish  Hospital,  thus  giving 
it  opportunity  for  controlling  the  whole  block.  This  will 
be  accomplished  by  acquiring  two  lots  when  the  block  will 
be  available  for  hospital  purposes. 

Options  for  Hospital  Promotion.  The  Yakima  Valley- 
Memorial  Hospital  Association  has  taken  options  on  two 
locations,  one  being  for  the  purchase  of  seven  acres  of 
land,  the  other  tract  including  a residence  and  building 
to  cost  $30,000.  Plans  are  under  consideration  for  con- 
struction of  a modern  hospital  on  one  of  these  tracts. 


The  SOth  General  Hospital,  organized  in  Seattle,  re- 
ceived its  baptism  of  fire  at  the  battle  front  in  France. 
Col.  Rollo  P.  Bourbon,  commanding  officer  of  the  organiza- 
tion, of  which  Lt.  Col.  H.  T.  Buckner  is  second  in  com- 
mand, gave  high  praise  to  the  hospital  unit  for  its  devo- 
tion to  duty-  under  fire.  He  said  the  w-ard  attendants  and 
nurses  w-orked  so  hard  they  had  to  be  ordered  off  duty-  to 
get  proper  rest. 

Expansion  of  Blood  Bank.  Much  attention  has  been 
paid  in  recent  months  to  expansion  of  King  County  Cen- 
tral Blood  Bank.  Its  promoters  have  scheduled  a drive 
seeking  $1000  contributions  by  a hundred  civic  leaders, 
firms  or  organizations  to  obtain  funds  for  construction  of 
a building  to  carry  on  the  work  of  the  bank.  Its  purpose 
is  to  provide  complete  and  reliable  blood  service  for  the 
public  at  reasonable  prices.  It  had  been  contemplated  to 
establish  a processing  plant  in  Seattle.  This  ambition, 
however,  has  been  checked  by  the  decision  of  military- 
authorities  that  sufficient  blood  plasma  for  overseas  needs 
is  already  being  provided.  The  only  two  other  plants  on 
the  Pacific  coast  are  in  Berkeley  and  Los  Angeles. 

Honor  Bestowed  on  Hospital.  The  Seattle  Real  Estate 
Board  has  selected  The  Children’s  Orthopedic  Hospital  as 
“First  Citizen”  of  1944.  This  is  the  first  time  that  an  in- 
stitution has  thus  ben  honored  instead  of  an  individual. 
Praise  has  been  awarded  to  the  various  guilds  and  volun- 
teer medical  and  surgical  staffs,  as  well  as  hospital  workers 
who  have  maintained  the  efficient  and  constant  services  of 
this  institution. 

Antivenereal  Activities  Commended.  The  representa- 
tive of  the  field  department  of  the  Federal  Security  Agency 
has  stated  that  Seattle’s  wartime  record  against  venereal 
disease  is  better  than  that  of  other  cities  on  the  Pacific 
coast.  He  says  its  program  has  succeeded  exceptionally 
well  because  of  the  close  cooperation  among  all  enforce- 
ment agencies.  This  official  especially  commended  the  rapid 
treatment  center’s  results  as  being  outstanding. 

Medical  Record  Unit  Established.  In  Spokane  medical 
record  librarians  have  organized  the  Spokane  .Association 
of  Medical  Record  Librarians,  whose  purpose  is  to  train 
women  in  standardizing  medical  records  in  all  the  hospitals 
of  that  city.  Similar  organizations  exist  in  large  cities  in 
other  parts  of  the  country.  This  is  a field  in  which  there 
is  a shortage  of  trained  personnel. 

Survivor  of  Bomber  Crash.  Capt.  Gordon  H.  Congdon 
of  Wenatchee  was  reported  as  a survivor  of  a bomber 
crash  in  October,  in  which  five  of  the  seventeen  aboard 
were  killed.  The  crash  occurred  somewhere  in  the  European 
theater.  Dr.  Congdon  suffered  burns  on  face  and  hands 
and  back,  a dislocated  shoulder  and  three  broken  ribs,  one 
of  which  punctured  the  lung. 

State  Director  of  Health  Resigns.  L.  E.  Powers,  state 
director  of  health,  withdrew  from  this  position  recently 
to  accept  active  service  with  U.  S.  Public  Health  Service 
for  overseas  duty  with  United  Relief  and  Rehabilitation 
.Administration.  Dr.  Powers  has  held  the  rank  of  surgeon 
in  the  U.  S.  P.  H.  S.  since  1940.  He  had  a temporary-  de- 
ferment to  permit  his  service  in  Washington  State  Health 
Department.  J.  .A.  Kahl,  assistant  director  of  health,  has 
become  acting  head  of  this  department  to  serve  until  his 
successor  is  appointed. 
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Health  Officer  Goes  to  U.  S.  Service.  About  two 
months  ago  R.  H.  Fishback,  health  officer  for  the  Lewis- 
Pacific  County  Unit,  resigned  to  return  to  government 
service.  He  carried  the  commission  of  captain  in  the 
Army,  and  was  in  the  U.  S.  Public  Health  Service  when 
he  was  loaned  to  this  local  unit  several  years  ago.  His  suc- 
cessor for  those  two  counties  has  not  been  announced. 

Hospital  Reopened.  The  Burlington  Hospital,  closed 
after  the  death  of  Dr.  Cleveland,  has  been  reopened  and 
is  being  operated  under  the  direction  of  Dr.  William  Sulli- 
van who  has  modernized  the  institution  with  new  equip- 
ment and  other  facilities. 

Health  Officer  Resigns.  H.  Garner  Wright  of  Belling- 
ham, who  has  served  as  county  health  officer,  presented  his 
resignation  in  November  to  take  effect  January  1,  thus 
serving  unti  Ihis  successor  was  appointed.  The  resignation 
was  due  to  pressure  of  private  practice. 

New  County  Health  Officer.  Frank  Lemon,  a w'ell 
know'n  Yakima  practitioner,  has  ben  appointed  Yakima 
county  physician.  He  will  take  the  position  recently  vacated 
by  Harry  O.  Nyvall  who  resigned  to  return  East.  Dr. 
Lemon  has  recently  been  serving  on  the  medical  staff  at 
the  Boeing  plant  in  Seattle. 


OBITUARY 


Dr.  D.  W.  Henry,  a pioneer  physician  of  Endicott,  died 
at  Santa  Barbara,  Calif.,  November  11.  He  was  born  at 
Hamilton,  Pa.,  in  1879.  He  was  educated  at  Clarion  Nor- 
mal School,  after  which  he  taught  school  for  two  years. 
He  obtained  his  medical  education  at  Jefferson  Medical 
College,  Philadelphia,  from  which  he  graduated  in  1905.  He 
came  west  that  year  and  began  practice  at  Endicott  in 
partnership  with  an  older  brother,  Byron  D.  Henry.  They 
cared  for  the  medical  needs  of  a large  part  of  western 
Whitman  County  for  many  years,  until  the  death  of  the 
senior  partner  in  1936.  He  was  a leading  citizen  of  the 
community  and  had  an  active  part  in  many  civic  organiza- 
tions. 

Dr.  Glenn  M.  Steele,  age  66,  of  Tacoma  died  December 
3.  He  was  born  at  .Altoona,  Iowa,  in  1878.  He  obtained 
his  medical  education  at  Hannemann  Medical  College  and 
Hospital,  of  Chicago,  from  which  he  graduated  in  1903. 
He  began  practice  in  Tenino  in  1904,  later  locating  in 
Ellensburg.  He  located  in  Tacoma  in  1910  where  he  was 
associated  in  practice  with  his  brother.  He  continued  in 
practice  until  several  months  ago  when  he  retired  on  ac- 
count of  ill  health.  He  took  an  active  part  in  medical 
matters  and  was  a charter  member  of  Tacoma  Internists 
Society. 


IDAHO  STATE 
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MEDICAL  NOTES 


Reconstruction  Program  .Approved.  The  North  Cen- 
tral Idaho  Regional  Planning  Board  has  approved  an  ex- 
tensive reconstruction  and  building  program  for  the  state 
hospital  near  Orofino.  It  includes  new  hospital  construc- 
tion to  house  200  patients,  with  the  addition  of  a central 
heating  plant  and  other  improvements. 


of  his  70th  birthday.  Dr.  Stewart  has  practiced  in  Boiset 
since  1902. 

Hospital  Enlargement  Proposed.  A campaign  has  been 
instituted  to  obtain  funds  to  modernize  and  enlarge  the 
Gooding  County  Hospital  by  the  expenditure  of  $35,000. 


SOCIETY  MEETINGS 


SOUTHWESTERN  DISTRICT  MEDICAL  SOCIETY 


Mrs.  Helen  B.  Ross,  formerly  of  Ithica,  New  York, 
assumed  the  superintendency  of  St.  Luke’s  Hospital,  Boise, 
Idaho,  December  1,  1944.  She  replaces  Miss  Emily  Pine, 
who  was  superintendent  of  the  hospital  for  twenty  years 
and  who  plans  to  return  to  her  home  in  Rhode  Island. 

James  L.  Stewart  of  Boise  was  honored  by  the  medical 
staff  of  St.  Luke’s  Hospital,  December  16,  on  the  occasion 


-A  dinner  meeting  of  Southwestern  Idaho  District  Medi- 
cal Society  was  held  December  14.  The  following  officers 
were  elected  for  the  coming  year:  President,  R.  L.  Rod- 
well,  Nampa;  Vice-President,  .A.  M.  Popma,  Boise;  Secre- 
tary-Treasurer, R.  E.  Freeman,  Boise;  Chairman  of  Stand- 
ing Committees,  R.  C.  Ward,  Boise.  .A  scientific  program 
was  given  by  the  staff  of  the  State  Department  of  Health. 


DIET  DEFICIENCIES  IN  FR.ANCE 
Swiss  physicians  report  that  diet  deficiencies  in  France  in 
calories,  protein,  minerals  and  vitamins  are  producing  de- 
ficiency diseases,  delaying  growth,  and  greatly  lowering 
resistance  to  acute  and  chronic  infections  in  French  chil- 
dren. Tuberculosis,  rickets,  scurvy  and  dermatitis  are  rapidly 
increasing  and  living  conditions  as  well  as  hunger  are  hav- 
ing a serious  effect  on  delinquency  and  on  the  mental  and 
social  attitudes  of  children. 

In  all  these  countries  hunger  is  combined  with  suffering 
from  cold,  due  to  lack  of  fuel  for  homes  and  to  lack  of 
clothing  and  shoes.  (Martha  Koehen,  Ph.D.,  Ohio  State 
Med.  Jour.,  Sept.,  1944.) 


INDUSTRIAL  REHABILITATION  OF  VETERANS 
In  the  absence  of  an  intrinsic  medical  department,  some 
local  Veterans’  .Administration  office  function  to  evaluate 
physically  and  mentally  the  proper  placement  of  the  veteran 
in  industry  and  this  agency  is  urgenly  needed  now,  J.  F. 
Johnson,  M.D.,  Trenton,  N.  J.,  declares  in  The  Journal  of 
the  American  Medical  Association  for  December  23.  Dr. 
Johnson’s  paper,  presented  with  the  cooperation  of  H.  \’. 
Hoffman,  of  Trenton,  is  based  on  personal  observations  as  a 
physician  with  one  of  the  divisions  of  General  Motors  Cor- 
poration. He  also  says  the  Veterans’  .Administration  should 
be  informing  industrial  plants  as  to  what  to  do  with  a 
veteran  who  has  an  emergency  illness  or  w'elfare  help. 
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PRESIDENT'S  MESSAGE 

At  this  particular  time  it  seems  most  fortunate  that  the 


Alaska  Territorial  Medical  Association  has  been  able  to 
become  affiliated  with  the  associations  of  the  states  of 
Oregon,  Washington  and  Idaho  in  publication  of  North- 
west Medicine.  The  Territorial  Medical  Association  has 
never  had  an  official  publication  and  it  is  hoped  that 
through  this  journal  each  and  every  member  of  the  Asso- 
ciation will  be  enlightened  on  matters  concerning  the  medi- 
cal problems  of  the  Territory  as  well  as  the  three  states. 
We  in  .\laska  realize  that  the  great  distances  between  towns 
make  it  impractical  to  hold  annual  meetings,  so  it  is  antici- 
pated that  through  Northwest  Medicine  much  informa- 
tion can  be  disseminated. 

It  is  my  belief  that  the  people  of  .Maska  are  receiving 
better  medical  care  as  a whole  than  the  people  in  many 
parts  of  the  states.  This  statement  will  undoubtedly  be 
challenged  but  the  following  is  offered  as  an  explanation. 
Since  the  communities  are  small  and  isolated,  naturally  the 
doctors  are  few  but  the  people  get  sick  and  the  ultimate 
results  are  what  count.  Patients  cannot  be  sent  to  a spe- 
cialist, so  the  doctor  has  to  think  fast  and  use  good  judg- 
ment so  that  good  results  are  obtained  or  else  he  is  not 
accepted.  In  this  large,  sparsely  populated  Territory  of  ours 
there  is  only  one  specialist.  The  population  varies  between 
seventy-five  and  one  hundred  thousand  with  approximately 
one-half  of  these  being  Indians.  The  Bureau  of  Indian  Af- 
fairs supplies  its  own  doctors  and  hospitals  for  the  In- 
dians. 

Medical  fees  in  .Alaska  are  very  low  compared  with  the 
cost  of  living  and  the  doctors  make  a commensurable  live- 
lihood for  the  efforts  expended.  We,  as  general  practitioners, 
have  to  do  every  type  of  medical  work.  I ask  this  question. 
Would  not  the  country  be  better  off  if  there  were  more 
generalization  and  less  specialization?  This  will  never  hap- 
pen until  the  .American  College  of  Surgeons  lowers  its  re- 
strictions. No  hospital  in  .Alaska  is  on  the  approved  list 
of  the  .American  College  of  Surgeons  except  Fort  Yukon 
which  has  only  one  doctor  and  three  nurses.  Every  town 
in  .Alaska  has  a good  hospital  which  is  managed  properly. 

Let  me  congratulate  our  doctors  and  encourage  them  to 
continue  their  high  standards  of  medical  practice. 

W.  M.  Whitehead, 

President,  Alaska  Territorial  Medical  Association 


ALASKA  PHYSICIANS 


In  this  issue  is  published  the  names  and  addresses  of 
physicians  practicing  in  .Alaska  Territory.  One  of  the  chief 
reasons  for  this  presentation  is  to  inform  Alaska  practition- 
ers of  the  personnel  and  locations  of  the  doctors  in  that 
area.  It  is  stated  that  no  such  official  list  has  been  cir- 
culated, and  many  do  not  know  who  are  their  fellow 
practitioners. 

Whenever  a medical  practice  act  is  enacted  it  is  not 


retroactive.  Physicians  practicing  in  the  area  covered  by 
such  an  act  are  recognized  and  retained  as  legal  practi- 
tioners. This  explains  the  designation  of  unlicensed  legal 
practitioners  in  this  list.  When  such  an  act  goes  into  effect, 
it  applies  to  all  subsequent  applicants  for  license. 

LICENSED  PHYSICIANS  PRACTICING  IN  ALASKA 


♦.Armstrong,  .A.  H Fairbanks 

.Andrews,  Bernice  Fern Palmer 

Banister,  Ray  G Seward 

♦Benson,  T.  W Petersburg 

Blanton,  W.  P Juneau 

♦Bingham,  Marion  (Temporary  Permit) Ft.  Yukon 

Carr,  Ralph  W Ketchikan 

Carter,  C.  C Juneau 

Chase,  W.  H Cordova 

Clements,  J.  H Wrangell 

Cramer,  Dwight  Ketchikan 

Dahl,  Peter  I Skagway 

♦Davis,  George  .Anchorage 

Dawes,  L.  P Juneau 

♦Dickinson,  B.  P.  (inactive) Ketchikan 

♦Dickinson,  George  (inactive)  Ketchikan 

Disosway,  Lulu  M.  (on  leave  of  absence) Ft.  Yukon 

Flora,  LeRoy  .Anchorage 

♦Gladitsch,  Dorothea  Cordova 

Gillespie,  Floyd  B.  (retired) Fairbanks 

Haggland,  Paul  B Fairbanks 

Hester,  Ralph  N Ketchikan 

Hoehn,  David  Palmer 

Johnson,  .A.  Holmes Kodiak 

Kirby,  W.  P Craig 

Knoll,  Raymond  L Seldovia 

Langsam,  Fred  M.  (O.  I.  .A.,  no  license) Bethel 

MacKenzie,  Ralph  W .Anchorage 

Morcom,  Thomas  Nome 

♦Pryor,  Lee  (retired) Ouzinkie 

Rude,  J.  O Juneau 

Salazar,  Louis  (O.  I.  .A.  but  licensed) Ketchikan 

Schaible,  .Arthur  J Fairbanks 

Scharpenberg,  Louis  G Sitka 

♦Sellers,  Richard  O Valdez 

Shore,  W.  B .Anchorage 

Sogn,  H.  E .Anchorage 

Stagg,  G.  Lee Ketchikan 

♦Strieker,  R.  L Cordova 

Sutherland,  James  .A Fairbanks 

♦Wareham,  Ellsworth  E Platinum 

Whitehead,  W.  M Juneau 

Wilson,  Arthur  N Ketchikan 

♦Denotes  not  member  of  Territorial  Medical  Association. 

LICENSED  PHYSICIANS  NOW  IN  ARMED  FORCES 

.Albrecht,  C.  E .Army 

Fritz,  Milo  .Army 

Romig,  H.  G Navy 

♦Carter,  Aubrey  R .Army 

Charteris,  W.  C .Army 

Walkowski,  .A.  S Navy 

♦Harrison,  H.  E .Army 

♦Hall,  Norman  D .Army 

♦Profitt,  J.  C .Army 

Weston,  J.  I .Armv 

♦MacCalmont,  Robt.  W USPHS 

(Not  in  Territory  at  present) 

♦Smith,  Courtney  M USPHS 

(Not  in  Territory  at  present) 


♦Denotes  not  member  of  Territorial  Medical  .Association. 

LICENSED  PHYSICIANS  NOT  PRACTICING  IN  TERRITORY 
AT  PRESENT 

Bevis,  Earl  M Wenatchee,  Wash. 

Brown,  Bruce  Hardy San  Ysidro,  Calif. 
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Cowan,  Harry  C 

Dick,  Noble 

Hamilton,  R.  R 

♦Heitmeyer,  Powis  Lee  (on  leave) 

Johnson,  James  W 

Jones,  A.  B 

Lindsay,  Colin  J 

Lund,  N.  J 

Lighter,  Andrew  George 

McEwen,  Annabel 

Miller,  W.  R 

*Parkinson,  C.  D 

Romig,  J.  H 

Reuter,  Ernest  G 

Rowland,  Alan 

Swartz,  Rex 


Walla  Walla,  Wash. 

Los  Angeles,  Calif. 

Portland,  Ore. 

Dayton,  Ohio 

Seattle,  Wash. 

Madrona,  Wash. 

Ritzville,  Wash. 

Portland,  Ore. 

Los  Angeles,  Calif. 

Newport,  Ore. 

Cowgill,  Mo. 

Salt  Lake  City,  Utah 

Colorado  Springs,  Colo. 

San  .Antonio,  Texas 

Los  -Angeles,  Calif. 

Bellevue,  Wash. 


Toohey,  C.  J .Alameda,  Calif. 

Tyrrell,  J.  B El  Cerrito,  Calif. 

Turner,  H.  C Chicago,  111. 

Williams,  L.  E Seattle,  Wash. 

♦Denotes  membership  in  Territorial  Medical  .Association. 

OFFICERS  OF  AL.ASK.A  TERRITORIAL  MEDICAL 
.ASSOCIATION 

This  .Association  was  organized  in  1921.  Following  are 
the  officers  for  the  following  year: 

President,  William  M.  Wihtehead,  Juneau;  president- 
elect, .Arthur  N.  Wilson,  Ketchikan;  vice-president,  Paul  B. 
Haggland,  Fairbanks;  secretary-treasurer,  William  P.  Blan- 
ton, Juneau. 
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OBSTETRIC  PROBLEM  FOR  JANUARY 

Mrs.  J.  L.  D.,  age  36,  appeared  in  the  office  in  May, 
1944.  She  stated  that  her  last  menstruation  was  January 
27,  1944. 

History:  This  was  her  sixth  pregnancy,  but  she  had  only 
one  child  living.  Her  first  child  had  been  stillborn.  The  sec- 
ond, “cord  broke”  and  baby  died  a week  later.  Third  child 
is  still  living  and  is  about  fourteen  years  of  age.  The  fourth 
was  born  dead  after  a difficult  delivery.  The  fifth  also  was 
born  dead  during  the  fifth  month  of  gestation.  While  carry- 
ing this  child  she  had  no  blood  pressure  above  128  nor  did 
she  have  albumin  in  her  urine. 

She  consulted  a physician  for  the  present  pregnancy,  the 
sixth,  during  her  fourth  month.  B.  P.  140/80.  She  had  no 
albumin  in  her  urine.  During  her  fifth  and  sixth  months 
her  blood  pressure  remained  at  130.  .Albumin  appeared 
once.  .At  the  beginning  of  her  seventh  month  she  came  in 
complaining  of  headache.  B.  P.  210/120.  P.86.  Three  plus 
albumin  and  three  hyaline  casts  observed.  This  was  the 
middle  of  .August  and  she  was  due  the  first  week  in  No- 
vember, 1944. 

How  would  you  conduct  this  case? 


COMMENTS  ON  PEDI.ATRIC  PROBLEM  IN 
DECEMBER  ISSUE 

First  cornmentator’s  views'.  This  is  a picture  of  a child 
who  is  generaly  well  nourished  but  is  completely  prostrated 
by  marked  dehydration.  From  the  description  it  is  appar- 
ent that  his  resistance  may  have  been  low'ered  during  the 
“take”  of  his  vaccination  a short  time  before,  and  then  an 
intestinal  infection  has  occurred  since.  One  factor  is  that 
the  ulcer,  the  cause  of  which  is  not  stated,  is  healing  poorly. 

For  treatment  I would  suggest  that  the  child  receive  all 
the  fluids  possible  for  him  to  retain  in  the  next  tw'enty- 
four  hours.  This  can  be  done  I.V.,  S per  cent  glucose  and 
N.  S.  or  Ringer’s  lactate,  subcutaneously.  Probably  both 
of  them  would  be  better  at  the  same  time,  urging  the  baby 
to  take  small  quantities  of  water  by  mouth.  Paregoric, 
apple  powder,  milk  of  bismuth,  and  kaopectate  could  all 
be  used  to  allay  his  dysentery.  Sometimes  small  doses  of 
aspirin  or  some  of  the  sulfa  drugs  could  be  used  also. 


Second  commentator  says:  This  child,  because  of  his 
being  well  nourished,  has  a much  better  outlook  than  many 
who  come  into  the  hospital  as  severely  dehydrated  as  this 
little  boy.  The  cause  of  it  is  undoubtedly  due  to  enteritis. 
There  seems  to  be  no  specific  treatment  for  the  infant  suf- 
fering from  this  gastrointestinal  disease  this  year.  The 
common,  everyday  remedies  are  wholly  .ineffectual,  and  in 
my  experience  none  of  the  sulfonamides  influence  the  course 
at  all  but  oftimes  cause  much  nausea  and  vomiting. 

This  child  should  not  only  be  given  fluids  through  all 
portals  of  entry  but  should  be  given  transfusions.  Before 
giving  any  infant  a blood  transfusion  it  is  becoming  more 
emphatic  that  its  Rh  should  be  determined,  also  that  of 
any  prospective  donor,  then  follow  with  the  usual  matching 
and  cross-matching.  The  ulcer  should  be  cleaned  out  very 
thoroughly  w'ith  a mild  antisetpic  daily  and  with  mild 
pressure  over  the  cavernous  area.  It  should  heal  within  a 
reasonable  period.  Later,  when  the  child  has  completely 
recovered  hypos  of  .Ant.  S.  should  be  used  in  an  attempt 
to  induce  the  testicles  to  descend  into  the  scrotum. 

Conclusion  of  Case:  The  little  fellow  was  very  sick.  He 
was  given  per  osteoclysis  1,000  cc.  of  5 per  cent  glucose  in 
normal  saline  during  the  next  twenty-four  hours.  .At  this 
time  he  showed  a marked  improvement. 

Suddenly  his  condition  regressed.  His  eyes  became  sunken 
and  he  again  presented  a general  picture  of  prostration. 
He  was  given  ISO  cc.  of  citrated  blood  followed  by  more 
S per  cent  glucose  in  normal  saline.  The  ulcer  in  his  leg 
did  not  improve.  Its  punched-out  appearance  w'as  so  char- 
acteristic of  that  of  a vaccination  that  the  diagnosis  ar- 
rived at  was  that  he  had  scratched  himself  after  handling 
the  originl  vaccination  “take.”  This  ulcer  evidently  was  a 
secondary  “take”  but  of  unusual  severity. 

Then,  because  of  his  lowered  resistance,  a sloughing  area 
followed.  To  add  to  his  precarious  condition,  a fellow  pa- 
tient in  the  next  bed  offered  him  chickenpox  which  he 
accepted.  This  reaction  was  unusual  as  some  of  the  vesicles 
were  one  inch  in  diameter  over  the  trunk.  However,  some 
four  weeks  later  he  had  recovered  from  everything.  A’eri- 
cella,  his  intestinal  infection  and  the  ulcer  were  completely 
healed.  He  had  also  gained  one  pound  in  weight. 


BOOK  REVIEWS 


Gynecological  and  Obstetrical  Urology.  By  Houston 
G.  Everett,  .A.B.,  .A.M.,  M.D.,  .Associate  Professor  of  Gyne- 
cology, The  Johns  Hopkins  University,  etc.  517  pp.  $6.50. 
The  Williams  & Wilkins  Co.,  Baltimore,  1944. 

His  book  is  divided  into  twenty-three  short  and  concise 
chapters  which  are  well  written  with  simplicity,  interesting 
and  easily  understood.  .Although  the  subject  is  broadly 


covered,  less  space  is  devoted  to  phases  of  urology  common 
to  both  sexes  and  more  to  phases  limited  to  the  female  sex 
alone.  The  oft  neglected  subjects  of  diseases  of  the  female 
urethra  and  trigone  are  covered  much  better  than  in  many 
standard  texts  of  urology.  The  discussion  of  urinary  fis- 
tulae  and  incontinence  is  more  complete.  Urinary  infections 
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Metamucil  softens  the  fecal  residue,  protects  intestinal  mucosa  and  exerts  a 
gentle,  stimulating,  physiologic  peristalsis. 

Metamucil  is  the  highly  refined  non-irritating  extract  of  a seed  of  the 
psyllium  group,  Plantago  ovata  (50%),  combined  with  dextrose  (50%). 
Metamucil  mixes  readily  with  liquids — is  pleasantly  palatable. 

Supplied  in  1-lb.,  8-oz.  and  4-oz.  containers. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 

r.lcLamudl  is  the  registered  trademark  of  G.  D.  Searle  & Co. 
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during  pregnancy  and  the  puerperium  are  covered  by  a 
skillful  discussion.  Many  up-to-date  technics  are  presented, 
including  Suby  and  .■Mbright’s  treatment  of  certain  urinary 
calculi,  incrustations  with  solution  “G”  and  Jewett’s  tech- 
nic for  ureterointestinal  implantation. 

The  important  subject  of  the  interrelationship  of  diseases 
of  the  female  genitalia  and  the  urinary  tract  is  well 
stressed.  The  controversial  concept  of  acquired  ureteral 
strictures,  as  proposed  by  Hunner,  is  presented  as  an  etio- 
logic  factor  in  many  phases  in  various  chapters.  The  chap- 
ter on  cystoscopic  technic  describes  only  the  Kelly  method 
of  cystoscopy ; however,  the  reader  is  referred  to  other 
standard  works  on  urology  for  other  technics.  This  is  a 
good  te.xtbook  which  should  prove  of  value  in  the  hands 
of  any  doctor  treating  diseases  of  women  or  doing  ob- 
stetrics. R.  G.  Wyrens 


A Method  of  Anatomy,  Descripttv’e  and  Deductive. 
By  J.  C.  Boileau  Grant,  M.C.,  M.B.,  Ch.B.,  F.R.C.S. 
(Edin.),  Professor  of  .Anatomy  in  the  University  of  To- 
ronto. Third  Edition.  822  pp,  $6.  The  Williams  and  Wilkins 
Company,  Baltimore,  1944. 

One  method  of  studying  human  anatomy  consists  in 
collecting  facts  and  memorizing  them ; the  other  method 
consists  in  correating  facts,  studying  them  in  mutual  re- 
lationships. The  second  method  is  utilized  in  this  volume. 
For  example,  “instead  of  stating  that  the  posterior  tibial 
artery  lies  half  an  inch  from  the  tibial  malleolus,  it  is 
spoken  of  as  being  the  breadth  of  two  tendons  from  the 
malleolus,  the  tendons  being  the  tibialis  posterior  and 
flexor  digitorum  muscles.”  “It  is  not  the  mere  presence  of 
a ligament  or  its  name  that  is  of  interest,  but  the  function 
it  serves.”  In  the  study  of  viscera  it  is  clarified  by  ref- 
erence to  comparative  anatomy  and  embryology. 

The  book  is  designed  to  make  anatomy  rational,  inter- 
esting and  of  direct  application  to  the  problems  of  medi- 
cine and  surgery.  Dry  and  unrelated  facts  of  anatomy 
tend  rapidly  to  disappear  into  forgetfulness  because  their 
principles  are  not  grasped  for  practical  application.  Meth- 
ods employed  in  this  volume  tend  to  correct  this  situation. 
The  contents  include  sections  on  the  upper  limb,  the  lower 
limb,  the  abdomen,  the  thorax,  the  head  and  neck,  the 
perineum  and  pelvis.  In  each  the  different  structures  are 
studied  in  relation  to  one  another. 

Personal  Mental  Hygiene.  By  Dorn  Thomas  Verner 
Moore,  O.S.B.,  M.D.,  Ph.D.,  Professor  of  Psychology  and 
Psychiatry,  Catholic  University  of  .America.  331  pp.,  $4. 
Grune  & Stratton,  New  York,  1944. 

The  author  states  that  this  book  “is  written  in  the  hope 
of  presenting  various  attitudes  of  mind,  ideals  and  principles 
which  may  be  of  value  to  the  individual  confronted  with 
the  difficulties  of  life.”  Some  of  the  subjects  discussed  are 
the  mental  hygiene  of  emotional  life,  depression,  anger, 
hatred  and  race  prejudice,  the  mental  hygiene  of  the  home, 
the  ideal  of  family  life.  Religious  features  are  an  important 
element  in  the  discussion  of  this  subject,  dealt  with  in  chap- 
ters on  religious  values  in  mental  hygiene,  religious  sublima- 
tion, reinterpretation  of  religious  ideals.  Throughout  the 
book  there  is  an  effort  made  to  awaken  an  interest  in  the 
individual  in  matters  aside  from  his  personal  ego.  Beginning 
with  childhood,  emphasis  is  placed  on  mental  hygiene  in  the 
home,  many  details  of  family  life  being  considered  followed 
by  a discussion  of  mental  hygiene  and  the  school.  While 
this  does  not  strictl  ydeal  with  medical  problems,  its  psy- 
chologic aspects  are  worthy  of  consideration  by  the  physi- 


cian interested  in  establishing  normal  mental  relations  dur- 
ing the  periods  of  youth  and  the  following  years  of 
development. 

Medic.al  Care  and  Health  Services  for  Rural  People. 
226  pp.,  $1.  Farm  Foundation,  Chicago,  1944. 

This  book  presents  a study  prepared  as  the  result  of  a 
conference  in  Chicago  sponsored  by  the  Farm  Foundation. 
It  is  based  on  the  knowledge  of  inadequate  medical  services 
and  facilities  in  rural  areas  which  can  be  relieved  only  by 
united  efforts  of  all  concerned  with  the  welfare  of  rural 
people.  Papers  are  published,  together  with  discussions  deal- 
ing with  problems  of  medical  care,  rural  health  service, 
plans  and  proposals  for  developing  and  integrating  health 
service  for  all  the  people.  These  discussions  were  led  by 
physicians  and  officials  of  public  health  services  of  the 
United  States  and  Canada.  If  one  is  interested  in  this  sub- 
ject, he  can  obtain  information  from  this  volume. 


The  Woman  Asks  the  Doctor.  By  Emil  Novak,  M.D., 
F..A.C.S.,  Honorary  D.Sc.  (Dublin),  Associate  in  Gynecol- 
ogy,  Johns  Hopkins  Medical  School.  Second  Edition.  130 
pp.,  $1.50.  The  Williams  & Wilkins  Co.,  Baltimore,  1944. 

While  this  is  not  strictly  a book  on  gynecology,  most  of 
its  chapters  bear  on  this  phase  of  medical  practice.  The 
author  says  that  “there  are  countless  women  who,  quite 
understandably,  are  eager  to  know  something  of  the  signifi- 
cance of  the  remarkable  cyclical  phenomena  which  charac- 
terizes their  sex.”  Special  attention  is  called  to  the  ignorance 
of  many  women  concerning  the  function  of  menstruation 
which,  among  the  ancients,  was  considered  a matter  of  puri- 
fication. It  was  supposed  to  relieve  the  system  of  impurities. 
iMany  other  similar  superstitions  exist.  Women  desire  infor- 
mation concerning  the  menopause  and  leukorrhea.  This 
booklet  contains  information  on  these  various  female  sub- 
jects which  may  be  acquired  without  medical  consulation. 
It  might  serve  a useful  purpose  for  the  enlightenment  of 
inquiring  women. 

Handbook  of  Industrial  Psychology.  By  May  Smith. 
304  pp.,  $S.  Philosophical  Library,  New  York,  1944. 

The  author  states  that  for  many  years  research  has  been 
undertaken  to  prove  the  effect  of  hours  of  work,  environ- 
ment and  selecting  people  for  suitable  work,  and  the  cause 
and  control  of  accidents  and  other  related  problems.  Facts 
ascertained  from  these  investigations  are  presented  in  chap- 
ters dealing  with  environment;  finding  the  job  for  the  per- 
son and  the  person  for  the  job;  temperaments,  with  their 
history  and  classification ; measures  of  human  wellbeing. 
■After  discussions  of  these  and  other  problems  relating  to 
to  work  and  workmen,  it  is  stated  that  evidence  shows  that 
sickness,  absence  and  labor  wastage  are  measures  of  the 
wellbeing  of  an  organization.  For  the  most  successful  work 
all  circumstances  must  be  in  harmony.  Both  guidance  and 
selection  can  prevent  the  worst  misfits.  “Rigid  maxims,  a 
rule-of-thumb  routine  and  castiron  particular  doctrines  will 
spell  ruin.” 
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EDITORIALS 

USEFULNESS  OF  THE  AGED 

During  recent  years  much  emphasis  has  been 
placed  on  the  commanding  importance  of  entrust- 
ing the  activities  of  business  and  professional  lead- 
ership to  the  younger  generation.  It  is  well  known 
that  many  industries  place  the  deadline  of  efficiency 
at  forty-five  years.  In  professional  activities  sixty- 
five  is  considered  the  age  at  which  one  should 
retire  to  make  way  for  the  rising  generation  and 
also  for  the  prevailing  belief  that  ability  has 
reached  the  degenerating  period  at  this  age.  At  the 
same  time,  suppression  of  infectious  diseases,  im- 
provements in  hygiene,  diet  and  other  measures 
have  tended  to  prolong  life,  so  that  a well  known 
authority  asserts  his  belief  that  life  expectancy 
above  seventy  will  not  be  unlikely  in  the  future.  It 
is  believed  that  by  1980  one  person  in  seven  will 
probably  be  more  than  sixty-five,  and  two  in  five 
will  be  more  than  forty-five.  These  facts  indicate 
that  the  relative  number  of  the  aged  will  increase 
with  coming  years.  By  1980  it  is  estimated  that 
two-thirds  of  the  population  will  be  more  than 
forty-five  and  less  than  nineteen,  and  if  active 
workers  should  be  confined  to  the  ages  between 
these  years,  it  would  place  a tremendous  burden 
upon  them  to  support  the  young  and  old. 

The  fallacy  of  belief  in  the  uselessness  of  these 
older  citizens  has  been  demonstrated  by  the  exi- 
gencies of  war.  If  these  oldsters  had  not  come  to  the 
rescue  when  younger  men  were  drafted  for  war 
services,  our  industries  and  professional  activities 
would  have  been  swamped  and  disaster  would  have 
faced  the  nation.  While  older  workmen  may  exercise 
less  speed  than  the  younger,  many  employers  have 
learned  to  value  their  deliberation  and  experience  as 
offsetting  speed.  The  prospect  is  that  in  the  future 
more  of  these  older  workmen  are  likely  to  be  re- 
tained on  their  jobs. 

In  professional  life  the  deadline  has  been  quite 
universally  placed  at  sixty-five  years.  The  experi- 
ence and  judgment  of  many  physicians  are  as  acute 
and  useful  at  that  age  as  at  any  previous  time. 
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Necessarily  a man  must  proceed  with  deliberation 
and  the  exercise  of  judgment  in  what  he  should 
undertake,  but  he  may  have  before  him  years  of 
usefulness.  Sometimes  one  overlooks  the  fact  that 
many  of  the  high-ranking  officers  in  the  army,  navy 
and  medical  corps  have  reached  or  passed  the  sixty- 
five  year  deadline.  Many  of  these  are  still  retained, 
not  by  favoritism  but  because  of  their  invaluable 
experience  and  leadership. 

Much  attention  is  being  directed  these  days 
toward  planning  future  occupations  and  employ- 
ment for  those  returning  at  close  of  the  war.  We 
cannot  exercise  too  much  care  and  preparation  for 
replacing  these  men  in  active  occupations,  yet  at 
the  same  time  we  must  not  overlook  the  injustice 
of  displacing  able  and  competent  leaders  in  business 
and  professional  life  merely  because  they  have  ap- 
proached an  age  which  tradition  has  established  as 
the  limit  of  usefulness.  Doubtless  war  experiences 
will  add  to  judicious  conclusions  in  these  matters. 


THE  PREMARITAL  LAW 

During  recent  years  there  have  been  free  dis- 
cussions in  the  daily  press  and  magazines,  aside 
from  medical  journals,  regarding  venereal  diseases, 
their  widespread  existence,  possibility  of  relief  and 
prevention.  This  has  been  due  to  suspension  of  the 
prudery  which  has  hitherto  prevented  general  pub- 
licity on  these  subjects.  Information  has  been  im- 
parted to  the  public  concerning  the  devastating 
effects  of  syphilis  and  the  fact  that  this  disease  can 
be  cured  and  prevented.  It  is  reported  that  there 
are  nearly  3,500,000  cases  of  syphilis  in  our  nation, 
with  500,000  new  cases  occurring  yearly.  An  indi- 
cation of  the  realization  of  these  facts  on  the  part 
of  citizens  is  shown  in  the  existence  of  premarital 
laws  in  thirty-six  states,  including  Oregon  and 
Idaho.  Thirty  states  require  blood  tests  of  both 
bride  and  groom.  Three  require  examination  by 
physician  of  the  groom  only.  Three  prohibit  mar- 
riage of  those  with  venereal  disease. 

Twelve  states  have  no  premarital  law,  Washing- 
ton being  one  of  these.  A Bill  has  been  introduced 
into  the  legislature  (S.  B.  77),  establishing  a pre- 
marital law  which  will  postpone  marriage  while 
syphilis  is  in  a communicable  stage,  and  will  make 
provisions  for  premarital  examinations  of  the  pros- 
pective marital  partners.  Details  are  specified  as  to 
time  of  examinations  and  all  circumstances  con- 
nected with  it.  This  Act  will  become  effective  in 
January,  1946.  Clearly,  Washington  should  be  in 
line  with  other  states  in  establishing  such  a pro- 
tective law  as  this  for  the  benefit  of  its  citizens. 


DEPARTMENT  OE  NATIONAL  HEALTH 

During  recent  years  there  has  been  much  discus- 
sion and  many  efforts  have  been  made  toward 
establishing  a national  department  of  health,  with 
a secretary  of  cabinet  rank.  The  necessity  of  such 
a cabinet  officer  to  supervise  and  help  preserve  the 
health  of  the  nation  is  evident  to  anyone  who 
makes  a study  of  national  health  matters.  At  the 
present  time  in  the  national  government  there  are 
more  than  thirty-two  federal  agencies  dealing  with 
various  phases  of  health.  The  assembling  of  all 
these  in  one  department  would  help  to  eliminate 
overlapping  activities  and  promote  the  efficiency 
of  these  various  agencies. 

This  important  and  vital  matter  is  now  before 
Congress.  Hon.  A.  L.  Miller,  of  Eourth  District, 
Nebraska,  has  introduced  into  the  House  of  repre- 
sentatives (H.  R.  1391)  a Bill,  “To  Establish  a 
Department  of  National  Health  and  for  Other 
Purposes.”  It  would  seem  that  the  necessity  of  es- 
tablishing such  a department  should  appeal  to  all 
national  legislators.  This  result  might  be  promoted, 
if  all  physicians  in  each  of  our  states  would  appeal 
to  their  U.  S.  Senators  and  Representatives  to 
support  this  bill  and  thus  assure  its  enactment. 

DISTURBING  SHORTAGE  OF  NURSES 

Much  has  been  published  in  the  daily  press  as 
well  as  medical  journals,  emphasizing  the  appalling 
shortage  of  nurses  to  meet  war  needs  at  the  present 
time.  Many  appeals  have  been  made  to  young 
women  to  meet  this  emergency  by  enlisting  as 
nurses.  A special  appeal  is  made  at  this  time  by  the 
National  Nursing  Council  for  War  Services,  1790 
Broadway,  New  York  19,  N.  Y.,  presenting  facts 
about  war  nursing  needs  and  resources.  Following 
are  a few  of  the  statements  appearing  in  this  pres- 
entation, urging  its  consideration  by  physicians  as 
well  as  nurses.  Additional  details  and  information 
may  be  obtained  by  writing  to  the  above  address. 

President  Roosevelt’s  request  to  Congress  on  Saturday, 
January  6,  for  amendment  of  the  Selective  Service  .4ct  to 
provide  for  induction  of  nurses  into  the  armed  forces  has 
dramatized  as  never  before  the  great  need  of  our  war 
wounded  for  more  nursing  care.  Nurses  may  rest  assured 
that  every  effort  will  be  made  to  see  that  any  selective  serv- 
ice legislation  which  may  be  passed  gives  nurses  the  privilege 
of  applying  for  commissions  at  the  time  the  draft  reaches 
them,  as  doctors  may  do.  There  is,  however,  no  certainty 
until  a law  is  actually  on  the  statute  books  what  it  may 
specify.  In  their  own  interests  as  well  as  to  meet  the  grave 
needs  of  the  wounded,  nurses  should  apply  for  commissions 
now. 

The  .Army  quota  for  the  .Army  Nurse  Corps  is  10,000 
additional  nurses  at  once.  This  number  may  be  increased 
to  20,000  if  the  need  of  the  service  demands  it.  The  figures 
provide  for  an  attrition  rate  of  250  per  month.  The  Navy- 
Nurse  Corps  must  prepare  for  staffing  six  new  hospital  ships 
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to  be  commissioned  in  the  next  six  months,  and  several  new 
naval  hospitals  which  are  going  into  operation,  as  well  as 
naval  fleet  and  base  hospitals  overseas. 

The  American  Red  Cross  and  all  nursing  organizations  are 
intensifying  their  recruitment  efforts  in  view  of  the  immedi- 
ate need.  The  voluntary  response  has  been  prompt  and 
impressive.  Following  a marked  upswing  in  the  first  few 
days  of  January,  more  nurses  applied  for  service  with  the 
armed  forces  in  the  first  week  after  the  President’s  call  for 
selective  service  legislation  for  nurses  than  during  the  previ- 
ous two  months.  Passing  and  putting  into  effect  any  new 
legislation  will  inevitably  take  time.  The  need  is  now.  There- 
fore recruitment  efforts  are  being  redoubled.  The  highly 
gratifying  increase  in  applications  since  the  President  spoke 
must  be  continued  and  built  up. 

SCHOOL  FOR  EXPECT.^NT  FATHERS 
It  is  well  known  that  the  majority  of  men  have 
little  or  no  knowledge  concerning  the  important 
matter  of  parturition,  nor  of  the  subsequent  care 
of  mother  and  baby.  In  these  days  of  scarcity  of 
nurses  and  difficulty  of  obtaining  nursing  services 
in  an  emergency,  every  expectant  father  should  be 
acquainted  with  some  of  the  basic  principles  which 
he  may  be  called  upon  to  exercise  on  some  unex- 
pected childbirth  occasion. 

In  quite  a number  of  cities  schools  for  expectant 
fathers  have  been  established,  commonly  consisting 
of  about  five  weekly  lectures.  The  timid  and  jittery 
parent  is  given  elementary  instruction  in  anatomy, 
physiology  pertaining  to  pregnancy,  and  informa- 
tion as  to  childbirth  and  subsequent  necessary  at- 
tention to  the  baby.  These  lectures  usually  cover 
such  subjects  as  preparation  for  delivery,  aftercare 
of  mother  and  baby,  how  to  bathe,  dress,  feed  and 
belch  the  baby.  These  lectures  are  accompanied  by 
discussions  and  practical  demonstrations,  using  a 
seven  and  one-half  pound  doll  to  illustrate  features 
of  delivery.  If  an  expectant  father  has  become 
versed  in  some  of  these  elementary  principles,  one 
can  readily  vision  the  relief  and  suppression  of  dis- 
tress which  may  on  certain  occasions  accrue  to  the 
expectant  mother. 

CORRECTION  OF  ERROR 
•\t  the  annual  conference  of  state  secretaries  and 
journal  editors  held  at  the  A.  M.  A.  headquarters 
November  17-18,  a paper  was  read  by  Dr.  R.  E.  S. 
Young  of  Columbus,  Ohio,  describing  a system  of 
prepayment  medical  services  for  low  wage  earners 
in  that  state.  In  the  following  discussion  Clarence 
A..  Smith  of  Seattle  briefly  described  the  medical 
service  bureaus  which  have  been  successfully  and 
satisfactorily  in  operation  in  Washington  from  ten 
to  twenty-five  years.  He  stated  there  were  fifteen 
autonomous  bureaus  conducted  by  that  number  of 
county  medical  societies.  In  the  report  of  this  dis- 
cussion, appearing  on  page  168  of  the  January  20 


edition  of  The  Journal  of  the  A.  M.  A.,  it  was  stated 
that  Dr.  Smith  said  this  form  of  practice  was  op- 
erated by  five  medical  service  bureaus  instead  of 
fifteen  as  given  by  him.  The  reason  for  this  publica- 
tion is  to  correct  this  erroneous  statement. 


CORRESPONDENCE 
SOME  ASPECTS  OF  MEDIC.'\L  PRACTICE 
IN  ENGLAND 

After  World  War  I the  social  reformers,  together 
with  state  officials,  in  England  replaced  traditional 
medical  practice  by  establishing  a form  of  state 
medicine  which  has  largely  transformed  medical 
practice  as  formerly  in  vogue.  Many  social  reform- 
ers in  our  country  have-  hailed  this  English  system 
as  a model  to  be  set  up  in  our  nation.  While  many 
arguments  have  been  published  for  and  against  the 
system  adopted  in  England,  few  of  us  have  an  inti- 
mate knowledge  of  any  of  its  features  in  operation. 
One  of  our  Washington  physicians  has  recently 
received  a letter  from  a medical  friend  who  is  in 
practice  in  England.  Portions  of  that  letter  are 
presented,  reciting  some  of  the  difficulties  encoun- 
tered by  an  active  practitioner  struggling  with  con- 
ditions and  impediments  which  he  meets  in  daily 
practice.  The  possibility  that  such  conditions  might 
be  inflicted  upon  the  public  of  this  country,  if  some 
contemplated  medical  legislation  should  be  enacted, 
ought  to  attract  the  attention  of  our  thoughtful 
citizens. 

“.As  to  your  inquiry  as  to  the  National  Health  conditions 
here,  the  publication  of  a “White  Paper”  by  the  Govern- 
ment, outlining  what  they  propose  to  do,  has  made  chaos 
of  everything  here  for  no  one  knows  what  will  happen.  It 
is,  of  course,  a political  move  entirely.  The  conservatives 
expect  to  lose  a number  of  seats  in  the  next  general  election 
and  hope  to  be  able  to  use  the  catchw-ord,  “Vote  for  Win- 
nie who  gave  you  free  medicine,”  or  something  of  the  kind. 

“The  present  scheme  is  that  anyone  working  wdth  an 
income  of  410  pounds^  or  less  is  entitled  to  free  treatment 
and  cash  payments  per  week  on  the  certificate  of  the  doctor 
also  given  weekly.  It  is  supposed  to  be  an  insurance  scheme 
but,  as  the  insured  only  pays  rather  less  than  one-third, 
his  employer  and  the  taxpayers  making  up  the  rest,  it  is 
quickly  looked  upon  as  a right,  and  many  people  will  tell 
you  that  they  paid  for  so  long  a time  wdthout  drawing 
anything,  now  think  they  might  as  well  have  a bit. 

“The  passion  for  drinking  something'^  is  thus  easily  satis- 
fied and  most  panel  doctors  are  pestered  with  swarms  of 
petty  illnesses  which  make  life  a burden  and  effectually 
prevent  one  having  time  to  examine  anyone  properly,  wdth 
the  result  that  in  time  one  feels  it’s  so  unlikely  that  anyone 
has  anything  the  matter  with  him  that  even  if  one  had  the 
time  one  couldn’t  raise  the  interest  to  examine  him.  When 
I was  on  my  own,  long  before  this  W'ar,  I found  over  a 
period  of  six  months  that  in  my  surgery^  I saw  tw'elve 

1.  Ajrproximately  $2,050. 

2.  Medicines  which  are  freely  dispensed. 

3.  In  my  office. 

4.  English  hospitals  are  distinct  fiom  nursing  homes  in 
that  no  charge  is  made,  or  a very  small  one  for  hospitali- 
zation. The  medical  staff  is  unpaid. 
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panel  patients  for  one  private.  Now  it  must  be  more  like 
sixteen.  My  partner,  in  ringing  me  up  this  morning  about 
something,  said  he  had  fifty  in  his  which  he’d  dealt  with  in 
about  ninety  minutes. 

Of  course,  it  doesn’t  affect  the  consultant  part  of  medicine 
but  I think  consultants  find  that  the  various  penny  in  the 
pound  schemes  make  a big  difference  to  their  incomes.  A 
great  many  people  want  to  go  into  hospitals  who  would 
have  gone  into  nursing  homes.  Often  I have  suggested  a 
consultation  but  quite  as  often  people  have  said  we  pay  to 
go  to  the  hospital,  we’ll  go  there.-t  if  the  new  scheme  goes 
through,  it  seems  that  every  one  is  to  have  free  medical 
treatment.  Much  discussion  has  followed  as  to  whether 
payment  is  to  be  made  by  capitation  fee  or  by  salary.  How 
the  consultants  are  to  be  made  out  for  I’m  not  very  clear, 
but  all  those  I’ve  spoken  to  around  here  don’t  like  the  idea, 
fancying,  I think,  it  will  mean  diminution  of  income  apart 
from  the  difficulty  of  deciding  what  qualifications  a man 
must  have  to  be  considered  a specialist. 

“The  idea  that  there  should  be  medical  treatment  avail- 
able for  everyone  without  crippling  expense  is  quite  right, 
although  the  health  of  the  country  depends  on  proper  hous- 
ing, adequate  food,  freedom  from  worry,  etc.,  as  well  as 
medicine.  The  first  thing  would  be  to  increase  enormously 
the  quantity  of  doctors  so  that  one  had  far  fewer  patients 
to  see  and  far  more  time  to  see  them  in.  So  far  as  general 
practitioners  are  concerned,  it  is  a hopeless  soul  destroying 
business  at  present  which  is  not  even  well  enough  paid  to 
make  the  drudgery  worthwhile.  If  one  had  laboratory- 
facilities  at  one’s  disposal,  a great  deal  of  the  work  of  con- 
sultant physicians  could  be  done  by  general  practitioners. 
More  often  than  not  one  calls  in  such  folk  to  carry  out 
certain  tests  to  confirm  a diagnosis  and  it  is  very  rare  to  get 
one  to  make  a diagnosis  without  having  every  possible 
investigation  made  first.  This,  of  course,  doesn’t  apply  to 
surgery. 

“Owing  to  the  transport  difficulties  the  annual  meeting 
of  the  British  Medical  .Association,  which  should  be  on  now, 
has  been  postponed  and  whether  the  Go\-ernment  will  do 
anything  until  this  has  met,  no  one  knows.  The  Minister  of 
Health  (a  Barrister  by  the  way),  to  prove  that  the  whole 
thing  is  political,  has  said  that  there  is  no  question  of  the 
scheme  being  put  into  operation  or  not.  The  only  question 
is  how  and  when. 

“My  own  outlook  is  very  gloomy.  I’m  inclined  to  think 


VETERAN  REORIENTATION  PROBLEMS 
The  .American  Management  .Association  at  its  Marketing 
Conference  held  in  New-  A’ork  City  this  month,  was  given  a 
glimpse  into  the  problems  of  the  veteran  returning  to  civil- 
ian work  by  Colonel  William  C.  Menninger,  M.C.,  Director 
of  Neuropsychiatry  Consultants  Division  of  the  Office  of 
The  Surgeon  General. 

Speaking  on  “Reorienting  the  Returning  A’eteran  to  Sales 
Work,”  Colonel  Menninger  told  his  audience  how'  to  help 
the  man  change  from  military  to  civilian  thinking,  which, 
he  pointed  out,  is  “more  than  a matter  of  changing  clothes.” 
“He  will  have  to  live  in  a new-  world — that  of  a civilian,” 
said  Colonel  Menninger,  “without  the  support  or  the  direc- 
tion or  the  public  understanding  that  he  enjoyed  in  the 
■Army.  He  is  going  to  be  giving  up  very  tangible  forms  of 
security  that  he  had  established.  Only  as  he  is  able  to 
refind  this  sense  of  security  . . . can  the  man  give  up  being 
a veteran  and  again  become  a full-fledged  citizen.” 

Only  a small  percentage  of  returning  veterans  will  show- 
serious  difficulty  in  readjusting  but  because  of  the  size  of 
the  .Army  the  actual  number  may  be  considerable.  To  help 
these  men  return  to  their  civilian  roles  he  suggested  that 
executives  give  special  consideration  to  “the  selection 
method,  the  development  of  training  and  orientation  tech- 
niques, the  recognition  of  the  importance  of  frequent  coun- 
seling, and,  finally,  the  provision  of  compensations.” 


that,  as  a state  servant  with  fewer  hours  of  work  and  less 
salary,  I should  be  better  off  than  I am  now,  even  if  not 
financially.  The  general  practitioner  of  today  is  called  upon 
to  sign  so  many  documents  and  dispense  so  many  other 
benefits  (upder  one  scheme  the  benefit  is  to  be  two  pounds 
a week’)  that,  unless  he  is  given  security  of  tenure,  I can- 
not see  any  hope  for  decent  medicine  at  present.  It  is  largely 
by  his  w'illingness  or  otherw-ise,  to  grant  these  benefits  which 
have  nothing  to  do  with  his  medical  ability,  that  he  is 
chosen  as  a doctor.  Before  this  war  an  honest  man  (where 
there  was  much  competition)  might  easily  lose  half  his 
practice  through  refusing  demands  to  be  allowed  to  go  on 
or  stop  on  “The  Club”  as  it  is  called,  that  is  to  say,  draw- 
cash  benefits.  Naturally,  until  it’s  made  clear  what  the  gov- 
ernment really  proposes  to  do  it’s  impossible  to  sell  a prac- 
tice, as  no  one  know-s  whether  it  will  have  any  value  or  not. 
I cannot  imagine  any  scheme  your  government  can  devise 
that  is  likely  to  be  worse  than  what  seems  likely  to  be  set 
up  here. 

“Perhaps  I’m  a pessimist  but  I don’t  think  the  outlook 
for  medicine  in  this  country  is  good.  The  profession  is  quite 
undecided  as  to  what  it  really  wants,  and  I have  no  doubt 
that  the  politicians  w-ill  take  advantage  of  our  disunity  and 
land  us  with  some  unsatisfactory  scheme.  Plans  are  being 
put  out  every  day  for  a new  heaven  and  new  earth  with 
apparently  no  idea  of  the  cost.  .As  some  wiser  minister^  has 
said,  the  people  can  have  anything  in  reason  they’re  pre- 
pared to  w-ork  for  but  that’s  about  the  last  thing  people 
here  are  prepared  to  do.  They’ve  been  spoon  fed  for  so  long 
that  they’ve  lost  the  idea  of  doing  anything  for  themselves 
and  firmly  expect  that  someone  else  will  pay  for  everything 
while  they  do  less  and  pay  less. 

“It’s  allright  at  present,  but  when  a settling  day  comes, 
England  must  be  a poor  country.  There  will  be  few  rich 
men  left  to  bear  the  weight  of  taxation.  The  manual 
worker,  w-ho  proposes  to  enjoy  all  the  benefits  will  not 
propose  to  pay  for  them.  Even  now  it’s  quite  common  for 
men  to  w-ork  a day  less,  thereby  not  earning  enough  to  pay 
income  tax,  and  every  one  of  the  manual  w-orkers  I’ve  met 
grumbles  furiously  at  having  to  pay  it.  I enclose  a copy  of 
a summary  of  the  government’s  “White  Paper.”  You  may 
make  something  of  it,  but  I don’t  think  you  will  be  im- 
pressed.” 

5.  Ten  dollars  approximately. 

6.  Minister  of  the  government. 


“I  WALK  AGAIN” 

-A  real  New  Year’s  letter,  postmarked  January  1,  1945, 
w-as  received  by  Major  General  Norman  T.  Kirk,  The  Sur- 
geon General,  from  Private  Milton  Kaufman,  of  Brooklyn, 
N.  Y.,  a former  patient  at  Lawson  General  Hospital.  The 
letter,  which  speaks  for  itself,  follows:  * 

“I  have  just  w-alked  up  three  flights  of  stairs  to  my 
apartment.  This  wasn’t  the  first  time  I have  had  to  do  this 
but  today  w-as  a special  occasion.  Today  marked  the  anni- 
versary of  the  day  I had  been  w-ounded.  One  year  ago  today 
at  the  Cassino  front,  during  a heavy  counterartillery  bar- 
rage, I was  seriously  wounded  which  necessitated  the  ampu- 
tation of  both  my  legs  above  the  knee. 

“When  I discovered  my  loss  I felt  completely  hopeless 
but  today,  one  year  later,  I realize  how  wrong  I was  then. 
I can’t  do  all  the  things  that  I did  before  but  I can  w-alk 
and  get  around  on  my  own. 

“During  my  stay  in  hospitals  overseas,  I underwent  four 
major  operations  and  countless  blood  transfusions  which 
saved  my  life.  Upon  my  return  to  the  United  States,  I w-as 
informed  that  I needed  two  more  operations  before  I could 
be  fitted  with  the  proper  prostheses.  Weeks  and  months 
' have  passed  by  since  then  and  with  daily  attendance  at  the 
Physiotherapy  Department  for  exercise,  the  eventful  day- 
neared  when  I would  take  my  first  steps  on  artificial  legs.” 


February,  1945 
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COMMON  COLD  NOT  CAUSED 
BY  VIRUS 

Capt.  Edward  E.  Brow'n 

MEDICAL  CORPS,  ARMY  OF  THE  UNITED  STATES 
PORT  SURGEON 
PORTLAND,  ORE. 

Sulfa  drugs  admittedly  are  valueless  in  virus 
diseases.  It  is  timely,  therefore,  to  evaluate  the 
significance  of  the  recent  successes  of  the  prophy- 
lactic use  of  sulfadiazine,  administered  daily  in 
small  doses  to  hundreds  of  thousands  of  service 
men,  resulting  in  a striking  reduction  in  the  inci- 
dence of  colds,  supposedly  virus  in  origin.’^^  The 
success  with  sulfa  drugs  is  in  contrast  to  admitted 
failure  with  a virus  vaccine  by  ardent  proponents 
of  the  virus  etiology  of  the  common  cold.^ 

The  statement  that  the  common  cold  is  due  to  a 
virus  is  accepted,  perhaps  too  uncritically,  in  the 
literature  of  the  day.  More  careful  consideration 
should  be  given  the  facts  which  refute  this  view. 
That  a virus  is  capable  of  producing  a cold  cannot 
be  denied.  The  virus  type  of  cold  has  been  well 
established  by  the  work  of  Kruse,®  Foster^  and  by 
Dochez  and  coworkers.®  It  is  my  purpose,  however, 
to  present  evidence  which  suggests  that  the  virus 
operates  only  in  the  minority  of  colds  and  that 
the  common  cause  of  the  common  cold  is  the  hemo- 
lytic streptococcus. 

The  observations  recorded  here  were  made  dur- 
ing the  past  thirteen  years  at  the  New  York  Post- 
Graduate  Hospital  of  Columbia  University  on  chil- 
dren with  frequent  colds  in  the  Pediatric  Chest 
clinic  as  well  as  on  children  with  rheumatic  fever 
and  allergy  treated  in  the  Cardiac  Research  clinic 
and  Allergy  clinic,  respectively. 

DEFINITION 

The  common  cold  has  not  been,  and  cannot 
be,  exactly  defined.  It  is  not  a single  entity.  What 
clinically  appears  to  be  a common  cold  may  prove 
to  be  the  result  of  any  of  the  following  heterogene- 
ous factors;  (1)  bacteria,  notably  the  hemolytic 

1.  Holbrook,  W.  P. : (a)  Army  Air  Forces  Rheumatic 
Fever  Control  Program.  J.  A.  M.  A.,  126:84-87,  Sept.  9, 
1944;  (b)  Coburn,  A.  F. : Prevention  of  Respiratory  Bac- 
terial Infections  by  Sulfadiazine  Prophylaxis  in  United 
States  Navy,  J.  A.  M.  A.,  126:88-92,  Sept.  9,  1944;  (c) 
Thomas,  C.  B. : Prevention  of  Recurrences  in  Rheumatic 
Subjects,  J.  A,  M.  A.,  126:490-495,  Oct.  21,  1944,  quoting 
statistics  obtained  from  Capt.  T.  J.  Caiter  and  Comdr.  A. 
F.  Coburn. 

2.  Dochez,  A.  R.,  Mills,  K.  C.  and  Kneeland,  Y'.,  Jr. : 
Filtrable  Viruses  in  Infection  of  Upper  Respiratory  Tract. 
J.  A.  M.  A.,  110:177-180,  Jan.  15,  1938. 

3.  Kruse,  W. : Die  Erreger  von  Husten  und  Schnupfen, 
Munchen  med.  Wchnschr.,  61:1547,  1914. 

4.  Foster,  G.  B.,  Jr.:  Etiology  of  Common  Colds.  J.  A. 
M.  A.,  66:1180-1183,  April  15,  1916. 

5.  Dochez,  A.  R.,  Shibley,  G.  S.  and  Mills,  K.  C. : Study 
of  Acute  Infection  of  Respiratory  Tract  in  Ape.  Proc. 
Soc.  Exper.  Biol.  & Med.,  26:562-565,  April,  1929. 


streptococcus;  (2)  a virus;  (3)  an  allergen,  reacting 
directly  on  nasal  mucous  membrane  (e.g.,  pollen) 
or  following  the  ingestion  of  foods  or  drugs;  (4) 
chemical  irritant;  (5)  prodrome  of  contagious  dis- 
eases such  as  measles,  pneumonia  and  poliomyelitis; 
(6)  foreign  body  in  the  nose,  etc. 

DIFFICULTIES  ENCOUNTERED  IN  DETERMINING 
EXISTENCE  OF  THE  COMMON  COLD 

The  question,  “Have  you  a cold?”  was  asked 
1,300  times  in  a former  study  of  rheumatic  chil- 
dren in  whom  the  incidence  of  chronic  sinusitis 
was  sought.®  The  equivocal  answers  soon  revealed 
that  neither  the  child  nor  his  parent  were  always 
sure.  The  answers  included,  “yes,”  “I  think  so,” 
“maybe,”  “always  seem  to  have  one,”  “I  don’t 
think  so,”  and  “no.”  The  last  two  answers  were 
given  often,  despite  the  presence  of  obvious  sniffing 
and  hacking.  It  appeared  that  many  of  these  chil- 
dren had  periodic  exacerbations  of  one  constant 
cold  from  October  through  June,  as  judged  by  re- 
peated evidence  of  a mucopurulent  postnasal  drip 
and  its  associated  signs,  namely,  “visible”  and 
audible  sniffing  and  hacking,  sinus  tenderness,  cer- 
vical, submaxillary  and  retropharyngeal  adenitis, 
nasal  obstruction,  pharyngeal  injection,  etc.  On  the 
basis  of  22  clinical  signs,^  the  conclusion  was 
reached  that  all  of  our  rheumatic  children  had  a 
chronic  suppurative  sinusitis. 

However,  colds  were  recorded  as  such,  if  they 
were  unmistakable  to  the  patient  or  his  parent. 
These  were  manifested  by  signs  too  well  known 
to  describe,  including  an  increased  nasal  discharge 
of  sudden  onset,  usually  requiring  additional  hand- 
kerchiefs. Frequently  the  need  for  handkerchiefs 
was  circumvented  by  unwitting  expertness  in  the 
art  of  sniffing  which  converted  an  anterior  into  a 
posterior  nasal  discharge.  Sniffing  was  often  fol- 
lowed by  hacking  and  the  mucopus  was  swallowed. 

Among  more  than  one  thousand  children  with 
frequent  colds  observed  in  the  Chest  clinic  and  in 
private  practice,  as  in  rheumatic  children,  a chronic 
sinusitis  was  invariably  noted. 

PERIOD  OF  IMMUNITY  PRECLUDES  VIRUS  AS 
CAUSE  OF  FREQUENT  COLDS 

After  preliminary  experiments  with  chimpanzees, 
Dochez  and  his  coworkers  did  not  attempt  to  pro- 
duce further  colds  with  a cold  virus  in  less  than  a 
four  month  interval,  because  of  a period  of  im- 

6.  Brown,  E.  EL  and  Wasson,  V.  P. : Incidence  of  Chronic 
Sinusitis  in  Rheumatic  Children.  Arch.  Pediat.,  59:735- 
739,  Nov.  1942. 

7.  Brown,  E7.  10.  and  Wasson,  V.  P. : Clinical  Diagnosis 
of  Chronic  Sinusitis.  Arch.  Pediat..  59:723-734,  Nov.,  1942. 
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munity  of  at  least  three  to  four  months  which  de- 
velops after  such  a virus  cold.  They  state,  “Rarely 
have  they  (apes)  been  given  or  have  they  caught 
colds  in  less  than  three  months  after  having  a 
previous  infection,  and  in  most  cases  the  interval 
between  infections  has  been  longer.”®  Sewall  claims 
for  man  a period  of  immunity  of  six  to  twelve 
months  or  longer.” 

With  regard  to  our  rheumatic  and  bronchitic 
children,  a distracted  parent  frequently  made  some 
such  remark  as,  “No  sooner  is  my  child  over  with 
one  cold  than  he  gets  another.”  It  was  common  to 
find  a child  with  six  or  eight  colds  in  a period  of 
four  months. 

In  a four  month  interval,  assuming  that  one  of 
the  six  or  eight  colds  was  due  to  a virus,  the  re- 
maining five  or  seven  colds  (83  or  87  per  cent) 
w’ere  of  necessity  due  to  other  causes.  Thus,  by 
simple  mathematics,  one  reaches  the  conclusion 
that  the  overwhelming  majority  of  these  colds  was 
not  caused  by  a virus. 

A few  of  these  colds  could  be  traced  to  allergic 
insults.  However,  the  greatest  number  of  colds 
seemed  to  exist  during  rapid  changes  of  weather, 
at  a time  when  colds  were  prevalent  throughout 
the  city.  That  they  were  probably  due  to  the  hemo- 
lytic streptococcus  and  represented  acute  exacer- 
bations of  chronic  sinusitis  will  be  discussed. 

STREPTOCOCCIC  DISSOCIATION 

To  appreciate  the  hemolytic  streptococcus,  one 
must  digress  to  emphasize  the  newer  finding  con- 
cerning variations  of  this  organism.  Since  1891, 
when  Kruse  and  Pansini’”  first  noted  transforma- 
tions on  artificial  culture  media  of  pneumococci  to 
streptococci  and  to  bacilli.  But  more  especially  in 
the  past  twenty-five  years,  there  have  appeared 
several  hundred  articles  showing  the  dissociations 
of  the  hemolytic  (beta)  streptococcus  into  such  ap- 
parently unrelated  organisms  as  the  viridans  (alpha 
or  green)  streptococcus,  nonhemolytic  (gamma) 
streptococcus,  pneumococcus  type  III  (probably 
equivalent  to  the  older  term,  Streptococcus  mucosus 
capsulatus),  Staphylococcus  aureus  and  albus,  Mi- 
crococcus catarrhalis,  certain  tetrad  and  sarcine 
forms  and  the  diphtheroid  bacillus. 

These  dissociations  are  constantly  taking  place 
in  the  human  body,  where  a successful  defense 

8.  Dochez,  A.  R.,  Shibley,  G.  S.  and  Mills,  K.  C. : 
Studies  in  Common  Cold.  IV.  Experimental  Transmission 
of  Common  Cold  to  Anthropoid  Apes  and  Human  Beings 
by  Means  of  Filtrabie  Agent.  J.  Exper.  Med.,  52:701-716, 
Nov.,  1930. 

9.  Sewall,  E.  C.;  Chronic  Sinusitis:  Endemic  Focus  and 
Carrier  of  Common  Cold.  Arch.  Otolaryng.,  24:4  13-424, 
Oct.,  1936. 

10.  Kruse,  W.  and  Pansini,  S.  : Untersuchungen  iiber 
den  Diplococcus  pneumoniae  und  verwandte  Streptokok- 
ken.  Ztschr.  f.  Hyg.,  Leipz.,  11:279,  1891-2. 
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mechanism  reduces  the  more  virulent  to  less  viru- 
lent types,^’  finally  rendering  the  nidus  or  focus 
culturally  sterile.'^  Laboratory  culture  media,  lack- 
ing humoral  antibodies,  show  these  variants  less 
readily;  nevertheless,  these  changes  have  been 
noted  in  many  papers  which  I have  reviewed,  and 
such  successful  experiments  are  being  reported  al- 
most monthly.  Among  the  more  prominent  bac- 
teriologists who  champion  this  viewpoint  of  bac- 
terial dissociation  are  E.  C.  Rosenow,  F.  d’Herelle, 
J.  A.  Arkwright,  R.  ^lellon,  P.  Hadley,  H.  Zinsser 
and  Prof.  Dr.  J.  J.  VanLoghem. 

There  is  one  dissociant.  Streptococcus  viridans, 
which  may  be  cultured  routinely  from  the  pharynx 
of  every  adult.^'^  It  appears  regularly  in  the  pharyn- 
geal culture  reports  of  Dochez  and  coworkers  and 
in  more  than  150  routine  cultures  at  Post-Graduate 
Hospital,  taken  from  children  with  frequent  colds 
for  whom  a vaccine  was  being  prepared.  Sewall 
states  that  this  organism  is  furnished  to  the  phar- 
ynx by  chronic  sinusitis.  The  viridans  streptococcus 
and  other  variants  of  the  hemolytic  streptococcus 
reside  in  many  sinuses.  Kistner  found  some  type 
of  streptococcus  in  94.5  per  cent  of  400  sinuses.^ 

Sewall  notes  that  Streptococcus  viridans,  grow- 
ing on  sinus  mucous  membranes,  becomes  activated 
either  at  the  expiration  of  immunity  in  the  host,  or 
following  chilling  of  the  body.  A conversion  into 
the  hemolytic  streptococcus  then  occurs.  Penetra- 
tion of  this  organism  into  the  sinus  mucosa  sets  off 
the  humoral  defense.  Leukocytes  extrude  attenuat- 
ed dissociants,  usually  in  greater  numbers  than 
the  hemolytic  streptococcus.  In  the  past  these  less 
virulent  organisms  obtained  on  culture,  because  they 
grow  more  readily,  have  been  suspected  as  being 
etiologic,  whereas  within  the  mucous  membrane, 
as  Sewall  has  shown,  “the  hemolytic  streptococcus 
located  in  the  tissues,  produces  the  active  and  com- 
plicated process  known  as  the  common  cold.” 

Such  colds  probably  constitute  well  over  90  per 
cent  of  the  colds  w’hich  I have  seen  in  rheumatic 
children  and  in  children  of  the  Chest  clinic.  They 
are  the  usual  common  cold  encountered  in  cold- 
susceptible  children  and  adults,  and  the  more  com- 
mon predisposing  factor  is  chilling  of  the  body. 

11.  Hadjopoulos,  L.  G.  and  Burbank,  R. : Streptococcic 
Dissociation  in  Pathogenesis  of  Chronic  Rheumatoid 
Arthritis.  J.  Bone  & Joint  Surg.,  18:19-34,  Jan,  1936. 

12.  Kanof,  A.  and  Kramer,  B. : Multiple  Invasion  of 
Blood  Stream.  J.  Lab.  & Clin.  Med.,  27:173-180,  Nov., 
1941. 

13.  Queries  and  Minor  Notes.  J.  A.  M.  A.,  114:681,  Feb. 
24,  1940. 

14.  Kistner.  F.  B. : Histopathology  and  Bacteriology  of 
Sinusitis,  with  Comments  on  Postoperative  Repair.  Arch. 
Otolaryg.,  13:225-237,  Feb.,  1931. 
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Chilling  may  affect  large  groups  simultaneously. 
Sudden  onsets  of  lowered  atmospheric  temperatures 
produce  by  far  the  greatest  number  of  chilled  in- 
dividuals as  well  as  the  number  of  colds.  The  “cold 
front”^®  initiates  at  the  same  time  in  the  general 
population  countless  colds^**  and  much  tonsillitis.^' 
Carefully  compiled  large-stale  statistics  show  that, 
as  a result  of  lowered  outdoor  temperatures,  such 
colds  seem  to  take  place  simultaneously  in  scattered 
sections  of  this  countryi''*’^”’-*^  and  a similar  phe- 
nomenon is  noted  in  Holland.-^  Chilling  in  colder 
climates  (Colorado)  may  produce  rates  of  upper 
respiratory  infection  more  than  seven  times  that 
noted  in  a subtropical  climate  (Florida) The 
effect  of  chilling  even  in  isolated  groups  is  observed 
by  Paul.^^  He  noted  outbreaks  of  colds  when  the 
ship  Carnegie  entered  cold  currents  from  warmer 
waters,  even  though  out  of  port  for  days  or  weeks. 

ALLERGIC  COLDS 

.Although  these  are  often  suspected,  difficulties 
in  clinical  diagnosis  have  been  emphasized. A 
careful  history  may  reveal  the  cause.  The  allergic 
discharge  is  characterized  clinically  as  follows:  It  is 
sudden  in  onset,  profuse,  anterior,  thin,  colorless, 
serous  or  mucoid,  alkaline  (high  pH)  in  reaction 
and  microscopically  loaded  with  eosinophiles. 

STREPTOCOCCIC  COLDS 

These  colds  may  start,  as  do  the  allergic  colds, 
with  a thin  discharge,  but  a few  hours  later  the 
discharge  becomes  purulent,  thick,  less  profuse, 
translucent  or  opaque,  colored,  acid  (low  pH)  espe- 
cially in  the  later  stages  of  the  cold,^**’-'^  micro- 
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scopically  revealing  many  polymorphonuclears  and 
dissociants  of  the  hemolytic  streptococcus,  many 
of  which  are  disintegrated.  The  color  of  mucopus 
may  change  daily  in  the  streptococcic  cold,  and, 
although  not  proved,  may  correspond  with  activity 
of  the  predominant  variant  growing  on  the  mucosa. 

VIRUS  COLDS 

The  virus  type  of  cold  has  no  distinctive  features. 
Dochez^*^  describes  it  as  mild,  the  symptoms  being 
“stuffiness  of  the  nose,  sneezing,  sore  throat  and 
headache.”  No  fever  occurs  and  the  duration  is  a 
week  or  less. 

ADVANTAGES  OF  CONSIDERING  ALL  COLDS  STREPTO- 
COCCAL UNLESS  PROVED  OTHERWISE 

Several  problems  become  less  baffling,  when  it 
is  realized  that  it  is  not  the  virus,  but  the  hemo- 
lytic streptococcus  itself  which  is  the  cause  of 
most  colds. 

1.  Vaccines  made  with  the  virus  of  the  common 
cold  are  a prophylactic  failure.  This  is  not  surpris- 
ing and  future  failures  with  the  virus  are  likely  to 
result  except  in  the  prevention  of  the  comparative- 
ly few  virus  colds.  On  the  other  hand,  vaccines 
made  with  filtrates  of  streptococci  such  as  we  have 
used  in  rheumatic  children,®*  and  vaccines  of  strep- 
tococci and  related  organisms,  used  in  hundreds  of 
children  in  the  Chest  clinic,®**  have  given  us  con- 
siderable success.  It  is  realized  that  many  other 
workers,  using  vaccine  therapy  prophylactically 
against  colds,  have  not  evaluated  their  results  so 
favorably. 

2.  The  common  experience  of  chilling  producing 
colds  is  best  explained  by  streptococcic  activity. 
For  a virus  to  produce  colds  after  chilling,  such 
virus  would  have  to  reside  in  the  nasal  mucous 
membranes  of  cold-susceptible  individuals.  This 
has  not  been  found.  On  the  other  hand,  the  activity 
of  the  streptococcus  following  chilling  has  been 
explained  by  lowered  resistance  and  dissociation, 
somewhat  as  follows:  after  an  initial  blanching  of 
nasal  mucous  membranes  which  may  drop  one  to 
six  degrees  in  temperature,®^  a secondary  dilatation 
of  the  vessels  allows  an  exalted  streptococcus  to 
penetrate.  In  this  way  can  great  groups  of  people 
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come  down  simultaneously  with  colds.  Despite 
chilling,  the  number  of  such  upper  respiratory  in- 
fections may  be  markedly  reduced  by  prophylactic 
use  of  sulfa  drugs,  valueless  against  viruses,  but 
useful  against  streptococci. 

3.  The  frequently  confirmed  experience  with  sul- 
fanilamide in  the  prevention  of  rheumatic  recur- 
rences suggest  the  streptococcic  rather  than  the 
virus  origin  of  upper  respiratory  infections  which 
are  known  commonly  to  precede  rheumatic  at- 
tacks. Individuals  taking  sulfanilamide  show  fewer 
pharyngeal  colonies  than  untreated  controls.-^^  Sulfa 
drugs  through  their  macteriostatic  action  probably 
prevent  the  conversion  of  the  viridans  into  the 
hemolytic  streptococcus,  destroying  its  invasion 
power  within  eighteen  hours,^-^  either  causing  its 
growth  in  long  chains-'*^  or  reducing  it  within  24 
hours  to  a weaker  dissociant  such  as  the  ubiquitous 
alpha  streptococcus. 

4.  The  problem  of  the  cold-susceptible  individual 
needs  solution,  not  only  because  of  the  disturbing 
effect  of  the  cold,  but  also  because  of  its  serious 
complications.  Since  his  colds  are  frequent,  a virus, 
by  giving  a comparatively  long  period  of  immunity, 
is  ruled  out  as  causative. 

5.  The  rise  in  antistreptolysin  titer,  noted  after 
many  upper  respiratory  infections,  takes  on  more 
meaning  with  a streptococcic,  in  contrast  to  a virus 
causation.  Such  complications  as  rheumatic  fever 
and  nephritis  frequently  show  a rise  in  antistrep- 
tolysin titer^®’^^  during  the  latent  period,  thus  in- 
criminating the  hemolytic  streptococcus. 

DISCUSSION 

It  may  be  argued  that  the  virus  cold  is  the  true 
common  cold  and  that  the  frequent  recurring 
cold  is  due  to  sinus  activity  and  is  no  cold  at  all. 
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There  would  be  no  quarreling  with  this  viewpoint 
except  that,  given  a patient  with  a cold,  it  would 
be  impractical  to  use  elaborate  culture  methods  to 
determine  whether  a virus  is  involved.  Further- 
more, little  purpose  is  served  when,  as  all  admit, 
the  streptococcus  is  the  cause  of  the  complications. 

CONCLUSIONS 

1.  The  common  cold  is  not  a single  entity,  due 
invariably  to  a virus  as  popularly  believed. 

2.  By  far  the  most  common  cause  of  the  common 
cold  is  the  hemolytic  streptococcus.  Such  colds  in 
the  main  are  acute  exacerbations  of  a chronic  sin- 
usitis and  usually  follow  chilling.  They  are  accom- 
panied by  dissociation  of  the  ubiquitous  viridans 
streptococcus  into  the  hemolytic  streptococcus. 
This  type  of  cold  may  be  prevented  by  the  bacterio- 
static action  of  daily  doses  of  sulfadiazine,  which 
probably  prevents  conversion  of  the  viridans  into 
the  hemolytic  streptococcus. 

3.  Of  considerably  lesser  incidence  are  the  colds 
caused  by  virus,  and  those  due  to  allergy. 

4.  Two  strong  arguments  exist  against  the  virus 
etiology  of  colds,  especially  the  frequently  recur- 
ring cold:  (1)  the  long  period  of  immunity  known 
to  exist  following  virus  colds;  children  frequently 
have  several  colds  during  this  period;  (2)  the  strik- 
ing reduction  in  number  of  colds  in  patients  taking 
prophylactic  daily  doses  of  sulfa  drugs  known  to 
be  ineffective  in  virus  diseases. 

5.  The  very  common  type  of  cold  that  follows 
chilling  cannot  be  explained  by  a virus.  One  would 
have  to  assume  that  the  virus  is  already  resident 
in  the  upper  respiratory  tract  of  large  popula- 
tions who  come  down  with  colds  simultaneously 
during  chilling  weather.  Such  virus  has  not  been 
found;  the  streptococcus  has. 

MEDICAL  EDUCATION  IN  PORTLAND* 
1919-1944 

Warren  C.  Hunter,  M.D. 

PORTLAND,  ORE. 

The  story  of  medical  education  in  the  Pacific 
Northwest  has  been  so  well  told  by  Olof  Larsell 
that  it  may  seem  presumptions  for  one  who  en- 
tered medical  school  as  recently  as  twenty-five 
years  ago  to  attempt  to  say  anything  on  the  sub- 
ject. Yet,  a quarter  of  a century  should  be  long 
enough  to  furnish  some  perspective  and  to  mellow 
one’s  judgment.  Insofar  as  I can  learn,  no  one  has 
dealt  with  this  particular  period  from  the  stand- 
point of  a medical  student,  and,  after  all,  medical 
students  do  have  views,  sometimes  distorted,  al- 

*Presidential  Address  given  at  Annual  Meeting  of  Port- 
land Academy  of  Medicine,  Portland,  Ore.,  Dec.  14,  1944. 
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ways  very  positive  and  certainly  immature,  but 
nevertheless  interesting.  It  is  from  this  point  of 
view,  largely  from  memory  and  tempered  by  the 
experiences  of  twenty  years  of  active  participation 
in  teaching  and  practice,  that  I wish  to  speak  to 
you.  In  so  doing,  it  is  hoped  that  my  listeners  will 
pardon  the  personal  pronouns  that  are  bound  to 
creep  in  and  that  you  wdll  overlook  mention  of 
some  personal  experiences,  for  it  would  be  difficult 
to  tell  the  story  wholly  objectively. 

On  a hot  afternoon  in  June,  1919,  I arrived  in 
Portland  with  a duly  certified  transcript  of  college 
credits  for  evaluation.  A pleasant  voice,  which  I 
later  learned  was  that  of  ]\Iiss  Bertha  Hallam,  in- 
formed me  that  although  it  was  nearing  5 o’clock, 
Dr.  Burget  would  wait  for  me.  It  was  a good  thing 
that  thoughtful  Miss  Hallam  gave  directions  for 
reaching  the  building,  for  in  those  days  the  med- 
ical schol  was  less  well  known  than  it  is  today  and 
one  could  win  a bet  almost  any  time  by  wagering 
that  neither  a policeman  nor  a streetcar  motorman 
downtown  could  tell  him  how  to  get  there. 

Getting  off  the  street  car  at  Porter  street,  as 
directed,  walking  a few  blocks  westward  and  see- 
ing the  longest  flight  of  stairs  I had  ever  set  eyes 
on,  together  with  the  heat,  almost  decided  me  to 
give  up  the  idea  of  studying  medicine  then  and 
there.  Having  negotiated  the  steps  and  arriving 
out  of  breath  and  decidedly  red-faced  at  the  top, 
I followed  a very  narrow'  road  for  a short  distance 
and  emerged  in  a clearing,  wherein  stood  a nice 
new'  brick  building  in  the  midst  of  recently  cut  fir 
stumps.  Dr.  Burget,  always  gracious  and  able  to 
put  one  at  ease,  went  over  the  transcript  and  in- 
formed me  that  both  the  quantity  and  the  qual- 
ity of  my  work  was  satisfactory  and  that  I would 
be  admitted.  Evidently  the  number  of  students 
seeking  admission  in  those  days  was  not  great  or 
the  matter  could  not  have  been  disposed  of  so 
quickly  and  by  only  one  man.  Younger  Fellows  of 
the  Academy  and  those  who  have  served  on  the  ad- 
missions committee  since  will  have  no  difficulty 
in  drawing  a comparison  here. 

On  September  27,  there  assembled  the  first  class 
to  enter  the  newly  completed  building  on  the  sum- 
mit of  Marquam  Hill.  How  others  managed  to  get 
there  I do  not  recall,  but  I took  the  only  way 
known  to  me,  that  is,  up  that  long  flight  of  stairs. 
Transportation  was  furnished  by  the  school  in  the 
form  of  two  busses.  The  larger  of  these  had  solid 
rubber  tires  in  front,  let-down  benches  along  the 
sides  and  an  endgate.  The  capacity,  in,  on  and 
over,  was  in  the  neighborhood  of  forty  people. 


The  smaller  car  was  a model  T Ford  with  a pickup 
body,  benches  on  either  side,  a canvas  drop  cur- 
tain at  the  back,  and  cracks  in  the  floor  that  al- 
lowed volumes  of  the  exhaust  gas  to  come  through 
and  produce  varying  degrees  of  asphyxia.  There 
were  two  trips  before  eight  in  the  morning,  one  at 
noon  and  again  two  at  the  end  of  the  day.  The 
larger  truck  was  also  used  to  bring  up  the  cadavers 
for  anatomy,  while  the  smaller  one  hauled  the  mail 
and  also  the  food  for  the  experimental  animals. 

The  drivers  were  students  and  there  seemed  to 
be  an  understanding  that  they  should  belong  to 
rival  fraternities,  who  promised  to  provide  garage 
space  for  the  trucks  at  night.  At  least  one  load 
each  morning  consisted  largely  of  the  brethren  of 
the  driver.  Negotiating  the  hill  over  the  road  exist- 
ing up  to  1924-25,  when  it  was  widened  by  hand 
and  by  prototypes  of  the  YTA  workers  of  the 
1930’s,  was  no  easy  matter  for  the  overloaded  cars. 
The  original  road  was  both  steep  and  narrow  and 
in  addition  had  much  tighter  hair  pin  turns  than 
the  present  one. 

The  entering  class  of  1919,  forty-three  in  num- 
ber, was  the  largest  ever  to  enroll  up  to  that  time. 
It  was  an  unusual  class  in  other  respects  as  well. 
With  few  exceptions,  the  average  age  of  its  mem- 
bers was  two  years  beyond  that  of  previous  classes, 
for  the  reason  that  most  of  us  had  been  out  of 
school  for  that  length  of  time  by  reason  of  service 
in  World  War  I.  Age  alone  does  not  bring  maturity 
and  with  this  class  I am  quite  certain  that  the 
discipline  of  military  service,  together  with  the 
broadening  influence  of  travel,  were  fully  as  re- 
sponsible. In  war  men  grow  up  rapidly  and  the 
boy  becomes  a mature  man  in  a matter  of  months. 
IMost  of  us  had  been  enlisted  men  in  the  medical 
corps  and  for  some  this  had  served  as  the  motiva- 
tion toward  medicine.  We  had  learned  just  enough 
to  realize  the  immensity  of  the  field. 

A more  deadly  earnest  group  of  students  would 
be  difficult  to  imagine.  We  knew  that  it  was  up  to 
us  to  work  and  we  did.  The  class  entering  in  1920 
had  a very  similar  background.  Of  course,  the  fac- 
ulty did  not  intimate  that  these  two  classes  were  in 
any  way  different  from  preceding  ones  and  kept  us 
as  thoroughly  scared  as  had  been  the  custom 
theretofore.  But,  years  after  graduation,  we  have 
been  informed  that  they  were  both  surprised  and 
pleased  by  the  attitude  and  the  industr\^  of  these 
war-conditioned  classes.  At  the  conclusion  of  the 
present  war  it  seems  reasonable  to  expect  that  at 
least  two  more  classes  with  the  same  background 
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and  the  same  earnestness  will  make  their  appear- 
ance. 

To  those  who  teach,  these  men  will  be  most 
welcome,  for  we  are  stimulated  by  students  who 
discharge  responsibilities,  think  for  themselves, 
ask  the  why  and  the  wherefore  of  everything  and 
whose  judgment  is  mature.  The  foregoing  is  not 
intended  to  disparage  the  motives  or  the  abilities 
of  the  hundreds  of  graduates  of  intervening  years, 
but  simply  to  point  out  that  world  conditions  and 
personal  experiences  do  influence  the  character  of 
medical  students. 

But  to  return  to  objective  rather  than  personal 
features  of  the  story.  iVIany  of  you  older  Fellows 
will  remember  the  medical  school  building  down 
town.  You  recall  the  crowded  quarters,  the  paucity 
of  equipment,  the  inadequate  laboratories  and 
library,  the  lack  of  technicians.  To  those  of  the 
faculty  who  came  from  the  old  quarters  to  the 
new  building  it  must  have  seemed  like  moving 
from  a hovel  into  a mansion  without  having  the 
wherewithal  to  purchase  the  furnishings.  The 
equipment  must  have  seemed  lost  in  space  after 
having  rubbed  elbows  with  that  of  other  depart- 
ments. Then,  to  have  by  far  the  largest  freshman 
class  ever  to  show  up  must  indeed  have  caused 
concern  over  what  they  were  to  work  with  and 
how  one-man  departments  could  possibly  offer  ade- 
quate instruction.  But  there  should  have  been 
comfort  in  the  fact,  had  you  known  it,  that  a newly 
registered  freshman  has  no  basis  for  critical  judg- 
ment and  that  we  were  so  absorbed  in  trying  to 
carry  out  assignments  that  inadequacies  passed 
unnoticed. 

The  shock  of  entering  a professional  school  was 
very  real.  In  college  the  custom,  in  those  days  at 
least,  was  to  “ease  into  the  collar,”  as  it  were,  for 
the  first  few  days.  Great  was  our  surprise,  after 
being  assigned  a cadaver  in  Anatomy,  to  be  told 
that  the  first  assignment  would  cover  twenty  pages 
of  the  dissector  and  in  other  classes  to  sit  down  to 
an  hour’s  lecture  the  very  first  thing.  Many  of  us 
had  gotten  out  of  the  habit  of  study,  if  we  ever 
had  such,  and  to  settle  down  at  once  to  something 
harder  than  we  had  ever  tackled,  with  Indian  sum- 
mer outside,  was  by  no  means  easy.  It  is  fair  to 
presume  that  none  of  you  have  ever  forgotten 
those  first  days  in  medical  school  and  that  you,  as 
well  as  I,  would  have  sold  his  right  to  stay  in 
classes  for  the  price  of  a postage  stamp  more  than 
once.  But  pride  and  the  unwillingness  to  go  back 
home  and  admit  failure  usually  win  out  and  after 
a time  bits  of  knowledge  begin  to  have  a meaning 
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and  can  be  correlated  with  other  bits  until  finally 
a subject  is  understood. 

Of  course,  we  found  time  for  extracurricular 
activities.  Out  among  the  fir  stumps  a net  was 
stretched  and  many  a hot  game  of  volley  ball  took 
place.  And  on  one  occasion.  Dean  Seabrook  and 
Albert  Bowles  took  time  out  to  visit  the  chiro- 
practic college  down  town,  posing  as  patients  and 
having  a spinal  adjustment  by  students  as  un- 
tutored as  themselves  which  left  them  with  a 
knowledge  of  the  location  of  more  vertebrae  and 
muscles  than  they  knew  existed.  We  were  not 
above  “meat  throwing”  in  the  dissecting  room  dur- 
ing the  absence  of  Drs.  Allen  and  Foster,  nor  did 
we  mind  giving  Dr.  Haskins  the  impression  of 
breaking  glass  just  to  see  him  come  running  the 
length  of  the  laboratory  to  investigate  and  scold. 

Entering  medical  school  with  a knowledge  that  it 
was  an  accredited  institution,  too  ignorant  of  medi- 
cal subjects  to  be  critical  and  kept  so  busy  with 
assignments  that  there  was  little  time  to  think  of 
other  things,  we  were  not  critical  of  the  faculty  or 
of  the  physical  equipment.  We  tended  to  accept 
our  professors  as  authorities  in  their  fields,  were 
frankly  afraid  of  them  and  didn’t  try  to  get  ac- 
quainted, for  if  we  didn’t  already  know  from  col- 
lege experience  we  soon  learned  that  “apple  pol- 
ishing” was  the  surest  road  to  unpopularity  with 
one’s  classmates.  I recall  in  particular  that  we 
thought  of  the  basic  science  faculty  members  as 
being  ever  so  much  older  than  we  and  as  mature 
and  experienced  men.  Looking  back  from  the  van- 
tage point  of  more  than  twenty  years  of  teaching. 
I’m  quite  sure  that  some  of  the  faculty  would  have 
felt  much  relieved  had  they  known  this. 

Actually,  the  full-time  men  of  that  day  were 
nearly  all  young  in  years  and  the  majority  had  not 
been  teaching  long.  Dr.  Allen  in  Anatomy  and  Dr. 
Haskins  in  Biochemistry  had  been  here  only  three 
or  four  years.  In  the  second  year  group.  Dr.  Ben- 
son had  been  connected  with  the  school  for  seven 
years.  Dr.  Myers  for  about  three  years  and  Dr. 
iVIenne  for  approximately  the  same  time.  Dr.  Bur- 
get  in  Physiology  and  Dr.  Sears  in  Bacteriology, 
were  real  newcomers,  having  arrived  only  two  and 
one  year  ahead  of  us,  respectively.  Looking  back, 
I sometimes  wonder  whether  these  men  felt  as 
confident  inwardly  as  they  appeared  outwardly 
and  whether  they  found  it  necessary  to  do  plenty 
of  reading  and  outlining  of  lectures  just  ahead  of 
us.  If  they  worried,  they  needn’t  have,  because  we 
never  knew  the  difference. 

Prior  to  moving  to  Marquam  Hill  and  for  a year 
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thereafter,  all  of  the  preclinical  departments,  ex- 
cept Anatomy  and  Pathology,  were  headed  and 
staffed  by  just  one  professor,  aided  by  one  or  more 
student  assistants  and  by  the  very  few  available 
technicians.  The  latter  had  to  “double  in  brass” 
and  either  serve  two  departments  or  attend  to 
some  other  duties  about  the  building.  Had  it  not 
been  for  the  great  need  for  student  assistants,  some 
of  us  very  probably  would  have  been  unable  to 
continue  in  medicine  because  of  finances.  For  sev- 
eral of  us,  too,  these  assistantships  gave  the  impetus 
to  continue  in  teaching.  With  the  rapid  expansion 
of  the  next  few  years  all  departments  grew,  the 
number  of  student  assistantships  increased,  others 
prolonged  their  courses  and  became  student  instruc- 
tors and  a few  stayed  on  as  full  time  instructors 
after  graduation  and  internship. 

Although  I presume  that  the  faculty  who  had 
taught  in  the  old  quarters  at  first  thought  the  new 
ones  commodious,  they  could  not  long  have  re- 
mained unaware  of  the  growing  pains  of  the  in- 
stitution. By  1920  it  became  necessary  to  limit  the 
number  of  entering  students  to  sixty  and  this  was 
certainly  all  that  could  be  accommodated.  Dean 
^Mackenzie,  who  had  acomplished  his  dream  of 
establishing  a medical  center  away  from  crowded 
streets  to  a place  with  a commanding  view,  died 
on  March  15,  1920.  He  was  ill  at  the  time  my  class 
entered  and  we  never  saw  him  during  life  but  I 
recall  the  tribute  paid  at  his  funeral  services,  at- 
tended in  a body  by  students.  Even  though  we 
did  not  know  him,  we  still  caught  some  of  the 
spirit  and  vision  of  the  man  and  were  proud  to  be 
a part  of  the  institution  for  which  he  accomplished 
so  much. 

With  the  election  of  Dr.  Richard  B.  Dillehunt 
to  the  deanship  in  1920,  there  began  a rapid  and 
amazing  growth  of  the  medical  school  and  its  hos- 
pitals. First  came  the  construction  of  the  new  four 
story  wing,  named  after  Dr.  Mackenzie.  Excava- 
tion began  almost  immediately  after  the  close  of 
the  school  year  and  all  of  that  summer  and  fall  we, 
who  were  employed  in  one  capacity  or  other  in  the 
departments,  watched  the  new  building  grow  rap- 
idly to  completion.  Then  came,  the  happy  day  of 
departmental  expansion.  But  not  for  long;  even 
then  it  must  have  been  realized  that  the  library 
space  would  suffice  for  only  a few  years  and  almost 
from  the  outset  the  various  departments  felt 
crowded.  Save  for  a small  space  to  the  south  of 
the  buildings,  landscaping  was  not  attempted  and, 
if  my  memory  serves  me  correctly,  there  were  still 
stumps  and  hummocks  of  grass  on  all  other  sides 


together  with  a grove  of  fir  trees  where  the  Doem- 
becher  hospital  was  built  in  1926-27.  With  the 
completion  of  Mackenzie  hall,  the  animal  quarters, 
located  over  the  brow  of  the  hill  to  the  Northwest, 
were  moved  to  the  top  floor  of  the  new  wing,  much 
to  the  discomfiture  of  old  time  residents  who  often 
complained  about  the  howling  of  the  dogs  at  night. 

It  would  have  been  quite  impossible  to  have 
quartered  the  old  horse  that  somehow  came  into 
Dr.  Sears  possession  there,  so  he  was  tethered  out 
between  the  school  and  the  county  hospital,  where 
he  served  as  a means  of  keeping  down  the  grass. 
When  Dr.  Sears  needed  enriching  blood  for  media 
he  simply  went  out  to  the  horse  and  bled  him  on 
the  spot.  Then,  too,  for  a time,  the  school  owned  a 
billy  goat.  How  he  was  acquired  I have  never 
heard,  to  whom  he  really  belonged  I do  not  know 
because  nobody  claimed  him,  perhaps  for  the  rea- 
son that  his  musk  was  very  potent  as  you  will  guess  ’ 
by  his  appellation  of  “Odoriferous.”  Between  the 
musk  of  the  goat  and  the  stench  of  Tedisch’s  pipe 
there  were  indeed  strong  odors  on  Marquam  hill. 

Even  before  the  entering  class  of  1919  was  ready 
for  the  clinical  years  we  could  foresee  better  days 
ahead.  Construction  of  the  new  county  hospital 
was  under  way  during*  1921-22  and  to  us  it  looked 
very  grand  indeed.  Most  of  us  hoped  we  might 
serve  our  internship  there. 

In  the  transition  and  growth  period,  for  which 
the  classes  entering  in  1919  and  1920  were  the 
guinea  pigs,  the  clinical  years  were  struggling 
against  great  odds.  Dr.  Yenney,  professor  of  medi- 
cine, died  in  1921  and  for  a number  of  years  be- 
fore the  appointment  of  Dr.  Selling,  the  depart- 
ment was  administered  by  a committee  consisting 
of  Drs.  Noble  Wiley  Jones  and  T.  Homer  Coffen. 
Dr.  Mackenzie  had  been  professor  of  surgery  as 
well  as  dean  and  after  his  death  a committee  con- 
sisting of  Drs.  J.  Earl  Else,  William  B.  Holden  and 
Paul  Rockey  carried  on  until  Dr.  Joyce  was  named 
head  of  the  department.  Heads  of  other  depart- 
ments during  the  early  1920’s  were:  Dr.  Edmund 
J.  Labbe,  obstetrics;  Dr.  Ernest  Tucker,  gynecol- 
ogy; Dr.  Albert  E.  Mackey,  urogenital  diseases; 
Dr.  John  F.  Dickson,  eye-ear-nose  and  throat,  and 
Joseph  B.  Bilderback,  pediatrics. 

The  People’s  Institute  and  Free  Dispensary  at 
Fourth  and  Jefferson  streets  occupied  the  ground 
floor  of  a hotel.  At  that  time  the  Southern  Pacific’s 
red  electric  trains  ran  out  Fourth  and  rounded  that 
particular  corner  with  a clanking  and  screeching 
of  wheels  that  made  it  difficult  to  hear  well  and 
certainly  produced  some  adventitious  pulmonary 
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and  cardiac  sounds,  if  one  chanced  to  be  using  a 
stethoscope.  Whether  for  reasons  of  economy,  or 
inability  to  lease  enough  space,  the  place  was  small 
and  always  crowded.  In  general  charge  was  Miss 
Valentine  Pritchard.  I\Irs.  Etta  McOmber  pre- 
sided at  the  admitting  desk  and  helped  out  every- 
where. There  were  perhaps  half  a dozen  examining 
and  treatment  rooms  with  half  partitions  and  a 
hall-like  waiting  room  just  outside  them. 

After  a time  it  was  possible  to  expand  to  the 
eastward,  but  at  a lower  level  that  necessitated  a 
couple  of  steps  downward,  then  off  to  the  north 
into  a dark  and  dingy  room,  where,  in  the  farthest 
and  darkest  corner  a fluoroscope  and  X-ray  ma- 
chine were  placed.  Walter  Johnson,  previously  a 
tissue  technician  and  photographer  at  the  school, 
became  the  first  X-ray  technician.  Now,  a labora- 
tory was  added  and  a waiting  room  was  provided. 
Finally,  still  more  space  was  acquired  and  a new 
entrance  for  those  w’ith  s}'philis  and  other  venereal 
diseases  was  made  on  Fourth.  Dermatologic  pa- 
tients were  seen  here  and  in  these  quarters  a young 
man  named  Lyle  Kingery,  just  out  from  Michigan, 
gave  the  first  formal  lectures  on  dermatology.  Pre- 
viously, dermatology  consisted  of  a clinic  of  what- 
ever skin  cases  happened  to  come  in. 

It  was  in  the  patient’s  waiting  room  of  the  Dis- 
pensary that  the  first  clinic-pathologic  conferences, 
or  as  they  were  termed  then,  autopsy  clinics,  were 
started  by  Dr.  Benson.  As  a student  assistant  in 
his  department,  it  was  my  duty  to  bring  down  the 
specimens  from  the  school  and  exhibit  them.  The 
profession  in  Portland  at  that  time  was  not  ripe 
for  such  an  innovation  and  the  attendance  was 
small  but  it  was  nevertheless  a start  in  the  right 
direction. 

^Mention  of  these  conferences  recalls  the  status 
of  autopsies  in  those  days.  Days,  sometimes  even 
an  entire  week  would  go  by  without  an  autopsy 
during  the  first  year,  when  I doubled  as  a student 
assistant  and  as  stenographer  for  the  pathology 
department.  Then,  in  1921,  came  the  contractual 
relationship  between  the  county  commissioners  and 
the  medical  school,  whereby  all  coroner’s  autopsies 
were  performed  by  the  professors  of  pathology, 
who  were  designated  as  coroner’s  physicians.  Al- 
most at  once  the  number  of  necropsies  began  to  be 
appreciable  and  to  provide  a much  needed  and 
valuable  source  of  teaching  material.  You  may  be 
interested  to  know  that  the  relationship  just  men- 
tioned has  continued  uninterruptedly  for  the  past 
twenty-three  years. 

But,  to  get  back  to  the  clinical  teaching.  There 


simply  was  not  enough  room  in  the  dispensary  for 
more  than  small  groups;  the  lecture  rooms  at  the 
medical  school  were  used  by  the  preclinical  years 
and  besides  were  two  miles  away.  The  problem  of 
lecture  rooms  was  solved  for  a time  by  renting 
two  of  the  basement  rooms  of  the  University  club 
and  here  the  clinical  lecturers  met  the  juniors  and 
seniors. 

For  clinical  clerkships,  ward  walks  and  clinical 
demonstrations,  the  old  county  hospital  at  the  foot 
of  the  hill  was  one  of  the  hospitals  relied  upon. 
Many  of  you  remember  what  was  once  a fine  man- 
sion of  the  bric-a-brac  age,  the  fat  little  cherubs 
that  floated  about  in  the  ceiling  mural,  the  crowded 
wards,  the  use  of  a flat  roof  which,  when  covered 
by  canvas,  became  a “roof  garden”  ward,  the  row 
of  temporary  wooden  barracks  that  stood  along 
the  south  property  line,  where  victims  of  the  1918 
pandemic  of  influenza  were  housed;  all  these  and 
many  more  that  might  be  mentioned. 

Certain  surgery  clinics  were  held  at  St.  Vincent’s, 
Good  Samaritan  and  at  the  Portland  Sanitarium 
and  the  Coffey  Hospital,  then  known  as  the  Port- 
land Surgical  Hospital.  For  pediatric  clerkships  we 
went  out  to  the  White  Shield  Home,  the  Waverly 
Baby  Home  and  the  Albertina  Kerr  Nursery.  iMost 
of  our  deliveries  were  at  the  White  Shield  Home, 
although  a few  were  done  at  the  Kerr  N^ursery  and 
even  at  the  Louise  Home.  The  schedule  for  classes 
had  to  be  arranged  so  as  to  allow  for  travel  time 
between  the  many  and  widely  separated  points 
where  senior  work  was  given.  It  was  not  until  1923 
that  the  new  county  hospital  was  occupied  and  at 
last  afforded  clinical  facilities  close  at  hand. 
Briefly,  these  were  the  odds  against  which  the  clin- 
ical men  of  the  period  had  to  cope.  Looking  back, 
it  seems  to  me  that  they  must  have  been  a devoted 
group  indeed  in  order  to  put  up  with  so  much  trav- 
eling and  other  handicaps. 

Just  as  we  students  of  that  day  looked  upon  the 
preclinical  professors  as  authorities,  so  did  we  view' 
the  men  of  the  clinical  years.  Some  of  my  listeners 
may  be  glad  to  hear  this.  We  did  not  realize  at  the 
time  that  quite  a number  of  you  had  been  general 
practitioners  up  to  the  time  of  the  first  world  war 
and  that  either  during  or  just  afterw'ard  you  had 
obtained  your  specialty  training.  Those  were  the 
early  days  of  specialization  and  since  then  many 
of  you  have  played  important  roles  in  raising  the 
standards  of  the  specialties  and  in  the  betterment 
of  clinical,  intern  and  resident  training. 

Mention  of  interns  recalls  the  rapidly  changing 
quality  of  postgraduate  clinical  training  which  had 
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its  inception  during  the  period  under  consideration 
and  for  a number  of  years  thereafter.  In  1920  the 
Board  of  Medical  Examiners  of  this  state  did  not 
require  evidence  of  candidates  having  contracted 
to  serve  a year’s  internship  in  an  approved  hos- 
pital. Furthermore,  only  a few  such  internships 
were  then  available  locally.  Residencies  as  we  now 
define  them  were  unheard  of.  Scarcely  any  of  the 
specialty  boards  were  then  in  existence  in  the 
United  States.  A graduate  could  go  directly  into 
clinical  practice  after  passing  the  state  board  exam- 
ination if  he  so  desired,  and  some  men  did  so. 
Others  took  such  internships  as  were  available, 
while  others  became  assistants  to  older  physicians. 
With  the  completion  of  the  new  Multnomah  County 
Hospital,  there  was  at  last  a modern  teaching  hos- 
pital in  close  proximity  to  the  medical  school.  At 
once,  graduates  eagerly  sought  appointments  here 
and  the  other  hospitals  of  the  city  were  stimulated 
to  better  their  services.  By  1923,  the  Board  of 
Medical  Examiners  began  to  require  evidence  of  an 
intention  to  serve  a minimum  of  one  year  before 
a license  was  granted.  Approved  residencies,  in  the 
modern  sense,  lagged  by  several  years. 

The  foregoing  is  not  a reflection  either  on  the 
medical  school  or  the  local  hospitals.  It  represents 
the  status  of  postgraduate  clinical  training  pretty 
much  all  over  the  country  during  the  early  1920’s. 
Only  in  a few  old  and  leading  medical  centers  had 
there  been  really  adequate  internships  and  residen- 
cies before  this  time. 

Surely  the  first  few  years  after  the  first  world  war 
were  times  of  great  transition  in  the  teaching  and 
the  practice  of  medicine.  In  really  only  a few  years 
the  medical  school  greatly  expanded  its  facilities 
and  physical  plant.  The  faculty,  through  experi- 
ence, research,  postgraduate  study  at  home  and 
abroad,  kept  pace  with  the  advances  of  medicine 
and  though  inconvenienced  by  temporary  quarters 
and  the  widely  scattered  institutions  that  had  to  be 
employed  for  teaching,  nevertheless  did  a very 
creditable  job  in  training  students  to  become  sound 
and  able  practitioners.  The  1919  preclinical  faculty 
remained  intact  for  quite  a number  of  years  and 
was  strengthened  by  a new  professor  of  Anatomy, 
Olof  Larsell,  who  came  in  1921.  Dean  Dillehunt 
not  only  caught  the  vision  of  Dr.  Mackenzie,  but 
was  able  to  fulfill  it.  Truly,  this  was  a most  inter- 
esting and  important  period  in  medical  education 
in  the  Pacific  Northwest. 
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The  series  of  cases  used  as  a basis  for  this  study 
covers  the  past  six  years  of  practice  and,  therefore, 
the  results  are  a cross  section  of  the  various  pro- 
cedures used  during  this  period  of  progressive  im- 
provement in  methods  and  therapeutic  agents.  The 
cases  include  not  only  those  in  process  of  treatment 
at  the  present  time  but  also  those  which  have  suc- 
cessfully passed  the  “change”  with  no  recurrence 
after  establishing  proper  therapeutic  balance.  Of 
course,  it  has  not  been  possible  to  follow  up  all 
the  cases,  but  those  that  continued  treatment  for  a 
satisfactory  period  of  time  to  draw  adequate  con- 
clusions have  been  utilized  and  others  followed  up 
as  opportunity  occurred. 

ENDOCRINE  MECHANISM  OF  THE  MENOPAUSE 

These  cases  range  from  simple  premature  meno- 
pause, resulting  from  a more  or  less  constant  hypo- 
ovarianism,  to  the  several  forms  of  artificial  meno- 
pause. Severe  natural  menopausal  types  and  those 
with  psychoses  are  also  included  as  they  occur  in 
the  series. 

According  to  Severinghaus,  about  75  per  cent 
of  women  passing  through  the  menopause,  either 
artificially  because  of  the  use  of  surgery,  radium, 
radiotherapy  on  ovarian  tissue  or  naturally  through 
involutional  changes  in  the  endocrine  system,  are 
disturbed  by  symptoms  of  varying  severity.^ 

As  you  know,  the  menopause  can  be  considered 
primarily  as  a withdrawal  of  estrogen  from  the 
system.  Substitution  or  replacement  therapy  by 
synthetic  or  natural  estrogenic  substance  may  be 
compared  with  the  use  of  thyroid  in  hypothyroid- 
ism. It  is  not  surprising  that  these  two  conditions 
should  be  so  commonly  associated,  when  we  recall 
the  frequency  with  which  rapidly  developing  obes- 
ity, apathy  and  mental  sluggishness  are  complained 
of  in  the  menopause.  In  fact,  it  is  so  common  that 
in  evaluating  the  related  glandular  therapy  I fre- 
quently insist  upon  a basal  metabolism  test  as  a 
more  accurate  measure  in  helping  determine  the 
patient’s  treatment  and  progress.  Some  skeptical 
physicians  still  maintain  that  psychic  treatment 
and  placebos  will  produce  similar  results  to  estro- 
gen therapy,  but  this  is  easily  set  aside  by  the  fact 
that  an  estrogen’s  effectiveness  can  be  accurately 
guaged  by  disappearance  of  the  follicle-stimulating 

♦ Read  before  a Meeting  of  Seattle  Academy  of  Surgery, 
Seattle,  Wash.,  Dec.  1 5,  1 944. 

*A  clinical  investigation  of  20.1  consecutive  cases  and 
evaluation  of  several  current  methods  of  treatment. 

1.  Severinghaus,  K.  U. : lOndocrine  Therapy  in  General 
Practice.  Year  Book  Publishers,  Chicago,  1940. 


48 


THE  MENOPAUSE ORR 


VOL.  44,  No.  2 


hormone  from  the  urine  and  by  staining  of  vaginal 
smears  as  confirmed  by  Goldzieher.- 

There  is  a great  number  of  factors  to  be  noted 
in  the  involutionary  change  taking  place  at  this 
time.  For  instance,  we  have  changes  in  the  vaginal 
mucosa  similar  to  those  noted  following  castration. 
Ovarian  involution  as  well  as  that  of  the  uterine 
musculature  and  endometrium  occurs  and  the  mam- 
mary glands  become  gradually  atrophic  except  for 
surrounding  fat. 

There  is  a number  of  changes  in  the  other  en- 
docrine glands,  particularly  the  pituitary,  the  ac- 
tivity of  which  can  be  calibrated  by  the  amount 
of  follicle-stimulating  hormone  (F.S.H.)  in  the 
urine  (said  by  Fluhmann  to  be  in  60  per  cent  of 
menopausal  cases'^).  This  view  seems  adequately 
verified,  since  many  report  hypopituitary  women  to 
have  no  menopausal  symptoms.  Occasionally  ac- 
tivation of  an  old  colloid  goiter  may  produce  hyper- 
thyroidism through  removal  of  the  checking  influ- 
ence of  the  ovarian  secretion.  Another  interesting 
sidelight  in  this  connection  is  the  common  occur- 
rence of  nodular  hyperplasia  of  the  adrenal  cortex 
which  is  especially  noted  in  more  elderly  women, 
and  is  probably  an  etiologic  factor  in  the  more 
rapid  development  of  hypertension  during  this  pe- 
riod in  untreated  cases. 

The  so-called  “old  woman’s  beard,”  frequently 
associated  with  adrenal  cortical  symptoms,  is 
usually  less  severe  in  older  women  at  the  meno- 
pause than  in  those  in  whom  the  change  starts 
earlier.  Even  the  heart  has  been  reported  to  pro- 
duce certain  electrocardiographic  changes  in  young 
women  with  hypoovarian  symptoms  and  in  many 
these  disappear  rapidly  on  appropriate  endocrine 
treatment. 

Estrogen  is  claimed  to  be  a moderate  vasodila- 
tor, and  it  definitely  does  decrease  hypertension 
rapidly  in  a large  proportion  of  menopausal  cases. 
The  adrenal  cortex  changes  help  to  verify  the  view 
that  hypertension  is  definitely  part  of  the  endo- 
crine complex  associated  with  the  climacteric. 

These  interrelations  of  many  glandular  functions 
emphasize  the  bizarre  complexity  of  the  resulting 
possible  conditions  and  the  necessity,  therefore,  of 
simplifying  our  diagnosis  into  terms  of  the  primary 
and  secondary  endocrine  disturbance.  Eor  example, 
menopause  with  hypo-  or  hyperthyroidism  which, 
by  the  anterior  pituitary  and  nervous  mechanism, 
is  definitely  modified  or  controlled. 

To  limit  a discussion  of  such  a broad  interre- 

2.  Goldzieher,  M.  A.:  lOndocrine  Glands.  P.  Appleton- 
Century  Co.,  New  York,  1939. 

3.  E"'luhmann,  C.  P. : Estrogenic  Substances  in  Blood  of 
'W'^omen.  .^m.  .T.  Obst.  & Gynec.,  32:612-627,  Oct.,  1936. 


lated  field  to  menopausal  factors  alone  is  difficult, 
but  a number  of  general  statements  can  be  made 
w’hich  will,  I trust,  be  helpful  in  the  management 
of  this  common  condition. 

A great  deal  of  evidence  can  be  gathered  to  sup- 
port the  theory  that  some  of  these  endocrine  fac- 
tors act  by  catalysis  to  one  another,  as  in  the 
stimulation  of  normal  development  of  the  uterine 
musculature  and  endometrium  by  ovarian  secre- 
tions. The  secretory  activity  of  the  vaginal  mucosa, 
and  to  some  extent  fertility,  is  also  influenced 
largely  by  this  ovarian  catalytic  action.  The  gen- 
eral correlation  by  the  nervous  system,  and  factors 
as  yet  undetermined,  is  of  great  importance  and  is 
noted  particularly  in  menopausal  conditions  com- 
plicated by  sudden  hyperthyroidism  from  severe 
nervous  shock.  This  timing  and  balance  mechanism 
is  only  an  example  of  the  many  such  instances  in 
the  field  of  endocrinology,  and  serves  to  impress 
upon  us  the  importance  of  thorough  consideration 
of  all  the  factors  and  endocrine  balances  involved, 
when  contemplating  a stimulation  or  supplementa- 
tion therapy,  since  it  may  upset  other  vital  balances. 
As  Severinghaus  has  said,  “the  correlating  capaci- 
ties of  hormones,  if  kept  in  mind,  will  help  to 
prevent  abuse  of  endocrine  therapy.” 

Substitution  therapy,  as  in  the  use  of  estrogens 
in  the  climacteric,  is  rational  since  these  hormones 
inhibit  ovarian  functions  and  relieve  the  symptoms. 

• SYMPTOMS 

The  symptoms  we  most  frequently  observe  in 
the  menopause  in  order  of  frequency  are  hot  flashes, 
abnormal  menses  ranging  from  menorrhagia  to 
complete  cessation,  melancholia  with  frequent  ap- 
parently causeless  crying  spells,  obesity,  loss  of 
memory  and  libido,  vague  pains  in  the  joints,  chest 
or  abdomen,  numbness,  periods  of  profuse  perspira- 
tion, dizziness  and  headaches,  sleeplessness,  ner- 
vousness with  weakness  and  rapid  fatigue,  occa- 
sional fainting,  nausea,  vaginitis,  palpitation, 
coarseness  of  complexion  and  flabby  skin.  Cases  of 
artificial  menopause  have  the  most  severe  symp- 
toms, possibly  due  to  a less  physiologic  compensa- 
tion for  the  sudden  change.  The  majority  of  these 
symptoms  are  commonly  aggravated  by  infection, 
worries  and  excitement,  and  many  are  much  more 
noticeable  during  hot  weather.  Vaginitis  and  in- 
somnia are  particularly  complained  of  during  the 
summer  months. 

TREATMENT 

Since  we  are  treating  an  abrupt  estrogen  de- 
ficiency, our  chief  aim  in  treatment  of  the  meno- 
pause is  to  supply  small  but  adequate  dosage  of 
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estrogen,  independent  of  the  pituitary  gland  fac- 
tor. Estrogenic  hormone  in  from  5,000  to  20,000 
units  intramuscularly  in  oil,  one  to  two  times 
weekly,  has  been  used  with  very  satisfactory  results 
in  selected  cases,  and  it  is  less  toxic  than  stilbestrol 
at  therapeutic  levels,  as  verified  by  Talisman.'*  It 
can  be  used  by  mouth  in  some  cases  with  good  re- 
sults also  in  .5  to  1 mg.  daily  dosage.  Such  small 
doses  as  .5  mg.  of  stilbestrol  may  cause  slight  rises 
in  the  titre  of  gonadatropin  but  large  doses  of 
stilbesterol  (as  5 mg.)  will  stop  it,  often  in  from 
four  to  six  weeks.  Therefore,  use  of  only  the  small- 
est effective  dosage  is  imperative.  As  reported  by 
Soule,  93  per  cent  of  his  cases  responded  well  to 
ethinyl  estradiol  .05  mg.  daily.** 

The  anterior  pituitary  extracts  are  used  in  stim- 
ulating ovarian  function  and  development  instead 
of  estrogen  therapy,  since  the  estrogens  have  both 
stimulating  and  inhibiting  actions  on  the  pituitary 
according  to  circumstances  not  entirely  defined  as 
yet.  Anterior  pituitary-like  (A.P.L.)  hormone  from 
the  urine  of  pregnant  women  stimulates  the  devel- 
opment of  corpus  luteum  during  pregnancy,  but  in 
nonpregnant  women  it  produces  atresia  of  the 
graafian  follicles  and  does  not  stimulate  ovulation 
and  function  of  the  corpus  luteum.  The  chorionic 
gondadotropin  of  pregnant  mares’  serum  is  not 
identical  with  that  of  women  or  of  the  anterior 
lobe,  but  it  most  nearly  resembles  the  pituitary 
hormone  in  its  stimulation  of  ovulation,  corpus 
luteum  formation  and  improvement  of  fertility. 
Pregnant  mares’  serum,  therefore,  is  best  for  in- 
travenous medication,  since  these  ovarian  stimu- 
lating effects  in  the  main  are  not  desired  in  the 
menopause.  They  are  mentioned  only  to  be  con- 
demned for  that  type  of  therapy.  However,  A.P.L. 
is  an  effective  agent  in  the  control  of  menopausal 
hemorrhage.  Barnes  uses  stilbestrol  in  preference 
to  natural  estrogen  for  senile  vaginitis  cases.** 

All  pituitary  extracts  contain  both  follicile  stimu- 
lating and  leutenizing  hormones,  but  the  proteins 
contained  produce  painful  and  allergic  reactions.  It 
has  been  difficult  to  check  the  proportions  accu- 
rately, but  the  products  are  constantly  being  im- 
proved and  methods  of  assay  perfected.  Use  of 
estrogenic  crystal  implants,  that  is,  solid  pellets  of 
estrone,  has  been  reported  favorably  but  I have 
not  used  this  method  personally,  since  it  seems 
much  more  logical  to  be  able  to  adapt  the  dosage 

4.  Talisman,  M.  H. : Clinical  and  Laboratory  Study  of 
Synthetic  Estrogenic  Substances,  Octofollin.  Am.  ,1.  Obst. 
& Cxynec.,  46:534-540,  Oct.,  1943. 

5.  Soule,  S.  n. : Clinical  Trial  of  Ethinyl  Esti'adiol.  Am. 
J.  Obst.  & Gynec.,  45:315-317,  Feb.,  1943. 

6.  Barnes.  .T. : Dienoestrol  for  Menopausal  Symptoms. 

Brit.  M.  .1.  I.  P.,  79-80,  ,lan.  15,  1944. 


to  the  reactions  of  the  patient  by  intramuscular  or 
oral  routes.  The  same  could  be  said  for  the  use  of 
aqueous  suspension  of  theelin  crystals. 

The  natural  estrogen  “premarin,”  combined  with 
diethyl  stilbestrol,  is  recommended  by  a number  of 
authors.  It  has  the  advantage  of  producing  the 
sense  of  well-being  from  natural  estrogen,  but  an 
ulterior  effect,  uncomfortable  pelvic  and  breast 
engorgement  with  premarin  is  reported  by  Glass.'' 
Dosage  of  the  stilbestrol  averages  from  2 to  3 mg. 
per  week  orally,  with  premarin  from  8 to  16  mg. 
per  week  intramuscularly.  Stilbestrol  is  usually 
used  first  for  controlling  the  symptoms  and  is 
gradually  replaced  by  premarin.  Since  stilbestrol 
or  premarin  may  have  damaging  effects  on  the 
liver  function  and  on  bone  marrow,  it  is  well  to 
use  them  only  as  long  as  symptoms  warrant  their 
use,  for  they  also  have  the  ulterior  effect  of  over- 
stimulation  of  the  genitals  and  breasts. 

Use  of  calcium  gluconate  with  viosterol  will  aid 
in  decreasing  muscular  tension,  and  sedatives  may 
be  employed  in  the  initial  treatment  until  full 
estrogen  effect  is  maintained,  when  their  continu- 
ance is  usually  unnecessary.  Vagotonic  symptoms 
may  be  satisfactorily  treated  by  atropine  or  bella- 
donna products.  Pruritis  and  vaginitis  are  best 
treated  by  suppositories  of  estrogenic  hormone 
content,  since  little  destruction  or  inactivation  oc- 
curs from  liver  action  as  compared  with  oral  admin- 
istration. Due  to  the  increase  in  the  B.M.R.  over 
that  to  which  the  patient  is  accustomed  before 
taking  thyroid  in  hypothyroidism  cases,  a com- 
pensatory increase  in  vitamin  intake  is  also  ad- 
visable. 

The  patient’s  psychic  makeup  and  personality  are 
very  definite  factors  in  evaluation  of  the  therapy 
to  be  used  and  their  importance  must  not  be  under- 
estimated. This  psychic  factor  is  also  emphasized 
by  Heller.®  Estrogenic  therapy  has  been  uniformly 
satisfactorily  reported  in  a large  percentage  of 
cases  of  psychoses,  ranging  from  simple  meno- 
pausal depressive  psychosis  to  involutional  melan- 
cholia. We  must  remember  that  in  any  organo- 
therapy of  the  menopause  our  object  is  to  alleviate 
rather  than  to  suppress;  otherwise  our  treatment 
may  be  harmful.  These  views  were  held  by  Frankl 
of  the  Frauen  Klinik,  Vienna,  and  he  was  recog- 
nized as  one  of  the  world’s  leading  gynecologic 
endocrinologists.” 

7.  Glass,  S.  J.  and  Uo.senblum,  G. : Rational  Use  of  Oial 
Estrogens.  West.  .1.  Surg.,  51:4-7,  Jan.,  1943. 

8.  Heller,  C.  G.  :,  ('handler,  R.  E.  and  Myers,  G.  B.  : 
Effect  of  Small  and  Large  Doses  of  Diethylstilbestrol  upon 
Menopausal  Symptoms.  J.  Clin.  Endocrinoi,  4:109-116, 
Maich,  1 944. 

9.  Franki,  Oscar:  Personal  communications  and  notes 
in  iecturcs. 
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Oral  administration  of  estrogenic  substance  has 
the  advantage  of  simplicity,  but  much  more  must 
be  used,  due  to  its  inactivation  by  the  liver.  Occa- 
sional checkups  of  the  patient’s  progress  are  im- 
perative. Usually  I combine  the  natural  estrogen 
in  oil  by  intramuscular  injection  with  oral  admin- 
istration of  the  synthetic  type  (as  stilbestrol),  in 
not  to  exceed  .5  mg.  daily  for  periods  and  doses 
suited  to  the  individual  patient.  High  potencies  in 
oil  only  are  used  because  of  the  foreign  body  re- 
action being  less  in  proportion  to  its  effectiveness. 
These  are  general  rules,  for  each  case  is  a rule  unto 
itself.  The  combination  of  anterior  pituitary,  supra- 
renal cortex,  thyroid  or  parathyroid  with  appro- 
priate chemical  (as  calcium,  phosphorus,  potassium 
or  iodine)  and  needed  vitamin  elements  are  added 
as  the  patient’s  findings  and  progress  justify. 

Menopausal  cases  of  average  severity  could  uti- 
lize stilbesterol  proportional  to  their  response  in 
relief  of  flushes,  etc.,  in  doses  of  from  .1  to  .2  mg. 
t.i.d.  for  two  weeks,  followed  by  one  week  of  rest, 
and  when  in  equilibrium  continuing  from  four  to 
six  weeks  on  the  same  dosage,  then  gradually  di- 
minishing. This  is  only  a rough  rule  applicable  in 
comparatively  few  cases  because  of  inability  to 
standardize  such  treatment. 

COMPLICATIONS  OF  TREATMENT 

.Also  noted  by  Bloom,  some  of  the  most  notice- 
able ulterior  effects  of  estrogenic  therapy  are  urti- 
caria, nausea  and  vomiting,  exfoliative  dermatitis 
and  angioneurotic  edema.^®  It  is  said  that  from 
10  to  60  per  cent  of  patients  taking  stilbestrol  are 
bothered  by  headaches  and  vertigo,  abdominal  dis- 
tress, diarrhea  and  occasional  dermatitis.  However, 
since  fewer  ulterior  effects  are  noticed  when  taken 
at  bedtime,  it  is  routinely  advised  then. 

Not  all  menopausal  patients  need  endocrine  as- 
sistance, but  those  who  do  need  menopausal  man- 
agement need  accurate  evaluation  of  their  complex 
difficulties.  Each  case  must  be  individualized,  and 
no  set  rule  will  be  satisfactory  for  all. 

.As  emphasized  by  Hepp,  overstimulation  of  the 
aging  and  atrophic  endometrium  may  enhance  the 
incidence  of  carcinoma.’’^  Therefore,  large  doses  of 
stilbestrol  are  apt  to  be  dangerous.  Large  doses  of 
estrogenic  substances  experimentally  over  a sus- 
tained period  depress  productivity  of  the  gonado- 
tropic hormones,  but  small  doses  for  short  periods 
do  not  give  similar  results.  Since  malignancy  fre- 
quently  arises  from  areas  of  atrophic  change,  great 

10.  Bloom,  O.  H. : Dimethyl-Kther  Stilbestrol  in  Meno- 
•pause  and  for  .Suppression  of  Lactation.  Am.  .1.  Obst.  & 
(lynec.,  47:692-696.  May,  1944. 

11.  Hepp,  J.  A.:  Menoiiausal  Management;  Further  Re- 
port of  ilietbylstilbestrol.  Penn.  M.  J.,  47:363-364,  ,Ian., 
1944. 


caution  and  frequent  inspection  is  necessary  when 
utilizing  this  therapy  for  kraurosis  vulvae.  Restora- 
tion of  bleeding,  while  not  desirable,  is  not  danger- 
ous, but  such  limiting  factors  as  breast  engorgement 
or  increased  libido  indicate  a need  for  decreased 
dosage.  , 

In  summarizing  the  effect  of  premature  meno- 
pause precipitated  by  artificial  means,  one  is 
forced  to  urge  extreme  caution  in  the  removal  of 
any  ovarian  tissue,  since  even  atrophic  ovaries  may 
be  secreting  some  estrogen  and  its  catalytic  effect 
may  be  sufficient  to  overcome  numerous  more  or 
less  vicious  cycles  from  an  endocrlnologic  stand- 
point. Under  imperative  circumstances,  as  endo- 
metriosis or  malignancy,  such  treatment  is  un- 
avoidable but  the  patient  should  be  warned  of 
complications,  if  supervised  estrogen  treatment 
does  not  follow. 

CONCLUSIONS 

From  the  standpoint  of  the  criteria  of  efficiency, 
I might  mention,  first,  relief  of  discomfort  to  the 
patient,  maintenance  of  normal  vaginal  smears,  and 
alleviation  of  such  complicating  processes  as  hyper- 
tension, obesity  and  other  endocrine  factors.  Too 
much  emphasis  cannot  be  placed  on  the  necessity 
for  psychotherapy  in  any  degree  of  accompanying 
psychosis. 

To  obtain  the  “lift”  or  sense  of  well-being  not 
noticed  when  synthetic  measures  are  used  alone, 
intramuscular  injections  of  from  1,000  to  20,000 
international  units  of  natural  estrogen  at  from  two 
to  fourteen  day  intervals,  with  oral  stilbestrol  .1  to 
.2  mg.  t.i.d.  are  an  average  type  of  treatment  for 
effective  results  in  a large  proportion  of  cases. 

Duration  of  the  entire  treatment  varies  from 
about  six  months  to  three  years.  Neustaedter  con- 
firms the  average  time  for  the  alleviation  of  all 
symptoms  as  about  ten  days  from  the  onset  of 
treatment.i'^  I find  that  symptoms  return  in  a very 
high  percentage,  if  treatment  is  prematurely  dis- 
continued by  the  patient  without  permission.  In 
most  cases  the  dosage  is  maintained  continuously 
except  during  bleeding  and  menstruation,  or  for 
the  one  week  rest  period  previously  mentioned.  In 
the  artificial  menopausal  group  of  cases,  the  dosage 
required  to  control  their  symptoms  was  less  than 
the  natural  menopausal  series,  even  though  their 
symptoms  on  the  average  were  more  severe.  This 
has  been  verified  also  by  Murphy  in  1943.^® 

12.  Neustaedter,  Tbeodore:  Value  of  Mixed  Conjugated 
K.strogeiis  from  Pregnant  Mare’s  LTrine  in  Treatment  of 
Menopause.  Am.  J.  Obst.  & Gynec.,  46:530-533,  Oct.,  1943. 

13.  Murphy,  J.  A.;  On  Flmployment  of  Otofollin  for  Re- 
lief of  Menopausal  Symptoms.  Am.  J.  Obst.  & Gynec.,  46: 
146-149,  .luly,  1943. 
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This  and  other  findings  suggest  that  other  factors 
than  those  in  the  ovarian  and  pelvic  areas  con- 
tribute to  the  climacteric  syndrome.  I believe  that, 
as  we  have  found  many  factors  present  outside  the 
thyroid  concerned  with  the  etiology  of  hyperthy- 
roidism, so  will  we  find,  as  present  experimentation 
is  completed,  that  numerous  elements  of  other 
systems  are  involved  in  the  production  of  this 
menopause. 

One  may  wonder  what  retrogression  takes  place 
in  those  cases  in  which  treatment  is  unavoidably 
discontinued  before  satisfactory  results  have  been 
attained.  We  notice  that  the  vaginal  mucosal 
changes  frequently  retrogress  to  their  previous  state 
in  from  four  to  six  weeks  after  treatment,  but 
pruritis  does  not  usually  reappear.  Other  factors 
have  not  as  yet  been  completely  evaluated.  As  to 
the  prognosis  in  general  of  these  treated  cases,  we 
are  forced  to  come  to  the  conclusion  of  Severing- 
haus,  “under  therapy  this  period  (10  to  25  years 
of  difficulty)  can  be  abbreviated  to  not  over  three 
years,  usually  with  relief  of  all  the  symptoms  af- 
forded at  the  same  time.” 

Because  of  the  popular  limitation  of  the  term 
“menopause”  to  the  female,  I have  discussed  only 
that  phase  of  its  application.  Perhaps  at  a later 
date  I may  have  the  privilege  of  bringing  up  for 
discussion  its  equally  important  counterpart,  the 
male  climacteric,  concerning  which  a great  deal  of 
evidence  has  already  been  accumulated.’^^ 

SUMMARY 

1.  INIenopausal  difficulties  are  very  often  serious 
and  require  careful  analysis  and  treatment  of  their 
associated  endocrine  and  psychic  factors. 

2.  Basal  metabolism  determination  is  an  impor- 
tant aid  in  evaluating  the  causative  factors  of  men- 
opausal obesity  and  nervousness. 

3.  Accurate  gauging  of  the  value  of  estrogens  in 
treatment  by  vaginal  smears  and  F.  S.  H.  urine 
determination  quiets  skeptics. 

4.  The  catalytic  action  of  the  endocrine  em- 
phasizes the  vital  necessity  of  preserving  every  pos- 
sible particle  of  secreting  ovarian  tissue  at  any 
age. 

5.  The  combination  of  both  natural  and  synthetic 
estrogen  is  desirable  in  most  menopausal  cases. 

6.  Large  doses  of  stilbesterol  must  be  avoided. 

7.  The  rapidly  developing  science  of  endocrinol- 
ogy is  opening  huge  fields  for  the  alleviation  of 
suffering  and  disease. 

14.  Orr,  W.  H. : Psychological  Factors  in  Endocrine 
Dysfunctions  (in  preparation  for  publication). 


ARTHRITIS:  PLANS  OF  THERAPY* 
Charles  P.  Wilson,  M.D. 

PORTLAND,  ORE. 

Therapeutic  planning  for  any  disease  must  com- 
prehend an  understanding  of  that  disease  and  an 
acknowledgement  of  the  stages  to  which  it  has 
progressed.  Treatment  of  a nephritic  patient  is 
quite  different  when  uremia  is  present  than  when 
kidney  function  is  reasonably  good,  and  the  ex- 
pected result  is  different.  The  same  applies  to  heart 
disease  and  any  other  major  systemic  disease.  We 
have  to  treat  not  only  the  condition  but  also  the 
patient  who  has  advanced  to  a certain  stage  of  a 
disease. 

In  this  presentation  discussion  will  be  held  to  a 
bare  outline  of  some  basic  treatment  plans  for 
various  types  of  arthritis.  This  is  merely  a skeleton 
upon  which  to  build  and  is  by  no  means  an  ex- 
haustive treatise  on  therapy  of  arthritis. 

.A.  simple  classification  briefly  stated  is  as  fol- 
lows : 

1.  Rheumatoid  Arthritis,  a synovitis  with  potentialities  of 
development  to  complete  incapacity  by  virtue  of  the  patho- 
logic steps  of  pannus  formation,  cartilage  absorption  and 
joint  disruption. 

2.  Osteoarthritis  with  cartilage  degeneration  as  the  dom- 
inant feature  but  capable  of  going  through  the  stage  of 
cartilage  absorption,  erosion  of  bone  with  new  bone  forma- 
tion and  joint  disruption. 

3.  Traumatic  Arthritis,  synovitis  with  or  without  carti- 
lage damage  which  may  be  followed  by  cartilage  absorp- 
tion and  the  same  progression  as  in  osteoarthritis. 

4.  Specific  Infectious  Arthritis,  a synovitis  with  rapid 
cartilage  destruction  of  the  joint  and  adhesions  and  fixation. 

5.  Acute  Rheumatic  Fever,  an  allergic  response  in  peri- 
articular tissue. 

6.  Gouty  Arthritis,  metabolic  chondritis  with  secondary 
cartilage  destruction,  periarticular  inflammation  and  bone 
changes. 

Arthritis  by  definition  is  an  intraarticular  process 
and,  since  thi§  discussion  is  on  therapy  of  arthritis, 
a great  many  conditions  are  omitted  which  belong 
in  a complete  consideration  of  therapy  of  rheuma- 
tism. By  this  is  meant  that  all  the  extraarticular 
structures  are  omitted,  which  may  be  involved  in 
any  patient  in  any  disease  or  injury.  Therefore, 
such  conditions  as  to  painful  shoulder,  lame  back, 
bursitis  in  the  acute,  subacute  and  chronic  forms, 
tendinitis,  ligamentous  strains,  fibrosis  occurring 
around  any  joint  and  especially  in  the  foot,  mus- 
cular problems,  radicular  types  of  neuritis,  none  of 
these  are  up  for  discussion.  It  is  granted  that  these 
conditions  are  very  important  and  it  is  recognized 
that  patients  are  told  they  have  arthritis  when  one 

♦ From  the  Dei)artment  of  Medicine,  University  of  Ore- 
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of  these  conditions  is  present,  an  error  that  ac- 
counts for  so  many  bizarre  and  irrational  forms  of 
treatment  of  arthritis.  Nevertheless,  the  present 
presentation  does  not  deal  with  their  therapy.  It  is 
necessary  to  give  them  their  proper  consideration 
at  a proper  time,  but  for  now  only  a skeleton  of 
therapy  of  arthritis  is  given.  In  attacking  this  skele- 
ton, the  disease  will  appear  in  the  reverse  order 
from  that  given  in  the  outline  of  classification. 

Gouty  Arthritis  can  be  divided  into  the  acute 
and  the  interval  stages.  In  the  acute  stage,  col- 
chicum,  empirical  as  its  administrations  may  be, 
is  still  the  drug  of  choice.  It  should  be  given  in  full 
doses,  and  if  it  is,  it  will  stop  almost  any  acute 
form.  By  full  doses  is  meant  15  minims  of  the  wine 
of  colchicum,  or  gr.  1 fOO  of  colchicine,  every  two 
to  three  hours  until  diarrhea  develops.  A saline 
cathartic  at  the  onset  and  a liberal  fluid  intake  are 
desirable.  There  is  no  particular  reason  to  use 
cincophen  but  I would  not  hesitate  if  I saw  the 
necessity  for  its  use.  In  interval  treatment  a large 
daily  fluid  intake,  at  least  2500  cc.  of  water,  is 
necessary  and  has  a better  chance  of  being  carried 
out  than  a patient  has  of  eluding  the  charms  of 
Bacchus  and  Venus.  An  alkaline  water  or  prepara- 
tion dresses  up  therapy  a little,  as  do  spa  treat- 
ment and  all  the  other  elaborations.  The  skeleton 
here  is  colchicine  for  the  acute  phase,  water  for  the 
interval  stage. 

Acute  Rheumatic  Fever  has  a therapeutic  form- 
ula that  is  concise  and  probably  well  known.  Salicy- 
lates in  full  doses  will  abort  or  shorten  the  acute 
phase.^  Bed  rest  is  continued  until  leukocyte  count, 
pulse  rate,  sedimentation  rate  and  all  signs  of  car- 
diac involvement  are  stationary.  Sulfonamides  are 
contraindicated  in  the  acute  articular  or  acute 
visceral  phase  but  may  be  employed  to  good  effect 
as  a preventive  for  seasonal  recurrence.  The  pre- 
ventive dose  may  be  as  low  as  1 gram  of  sulfa- 
diazine daily.  Joint  protection  during,  and  massage 
and  reeducation  after  the  acute  phase  is  essential 
as  is  due  consideration  to  nourishment,  vitamin 
therapy,  etc. 

Specific  Infectious  Arthritis.  Chemotherapy  is  a 
sine  qua  non  today  and  is  an  amazing  advance.  We 

1.  At  the  time  this  papei’  was  given,  the  report  of  Co- 
burn in  the  Bulletin  of  The  Johns  Hopkins  Hospital  for  De- 
cember, 1943,  indicated  that  a full  dose  of  salicylates  was 
10  glams  daily,  given  intravenously  or  orally,  to  obtain  a 
blood  level  of  350  to  500  micrograms  per  cent.  Since  then 
two  reports  have  been  made  before  the  San  Francisco 
Heart  Association  in  October,  1944,  which  indicated  that 
caution  must  be  used  in  such  massive  administration.  The 
imi)rcssion  gained  by  the  writer  is  that  the  massive  dose 
of  salicylates  may  be  amazingly  effective  in  the  first  at- 
tack of  i-heumatic  fever  before  cardiac  damage  has  oc- 
cured.  For  recurrence  or  relapses  in  cases  with  rheumatic 
carditis  the  lai'ger  doses  are  to  be  used  with  caution  be- 
cause of  potential  fatality  and  also  because  the  same  bril- 
liant results  are  not  as  common  in  these  cases  as  in  the 
first  attack  cases. 


now  dare  hope  for  good  function  in  joints  infected 
by  the  various  cocci,  whereas  formerly  ankylosis 
was  the  rule.  Sulfonimide  therapy  orally  and  locally 
into  the  joint  is  proper  and  penicillin  intramuscu- 
larly, with  or  without  intraarticular  injection,  has 
accomplished  some  really  breath-taking  miracles. 

This  quickly  brings  us  to  Traumatic  Arthritis 
and  Osteoarthritis.  Heberden’s  nodes  in  seam- 
stresses and  stenographers  is  constantly  in  front  of 
all  physicians.  Estrogenic  therapy  may  help  stabi- 
lize the  nervous  symptoms  and  make  the  patient 
tractable.  Analgesics  will  give  comfort  but  we  must 
admit  that  these  are  in  no  sense  the  treatment  of 
the  cartilage  and  periosteal  changes.  A major 
therapeutic  principle  is  to  get  these  patients  to  stop 
irritating  the  injured  joints.  They  may  have  to 
give  up  the  type  of  work  they  are  doing  but  before 
this  I try  to  get  them  to  stop  massaging  the  joints 
or  working  them  “to  keep  them  limber.”  Also  I try 
to  get  them  to  stop  using  the  joints  except  at  their 
work,  prohibit  gardening,  sewing,  knitting,  and 
always  give  them  something  to  rub  on  them. 

Another  major  osteoarthritic  affection  is  in  knee 
joints  and  structures.  Here  we  so  often  see  strains 
from  occupation,  weight  bearing,  etc.,  and  at  this 
stage  we  may  only  have  a periarticular  change  or 
a synovitis.  This  is  easy  to  cure  if  the  patient  de- 
sires, but  as  soon  as  cartilage  is  damaged  we  have 
a different  factor.  At  this  stage  of  cartilage  de- 
struction we  have  an  irreversible  condition,  and  it 
is  my  custom  to  explain  carefully  and  sincerely 
just  what  the  process  is  and  what  can  be  expected. 
No  hocus-pocus  is  to  be  tolerated  in  my  estimation. 

The  same  general  problem  is  found  in  osteoar- 
thritis of  the  hips.  Reconstructive  surgery  is  not 
good  practice  when  both  hips  are  involved,  al- 
though orthopedic  assistance  may  be  of  dramatic 
help. 

Because  of  the  complexity  of  the  subject  I am 
not  going  to  attempt  to  discuss  osteoarthritis  or 
rheumatoid  arthritis  of  the  spine  in  this  brief  and 
rapid  resume. 

Now  for  the  bad  boy.  Rheumatoid  Arthritis. 
Here  is  a disease  that  will  take  the  measure  of  any 
physician,  and  the  hope  of  the  American  Rheuma- 
tism Association  is  that  more  and  more  physicians 
will  meet  this  challenge  with  ever  increasing  enthu- 
siasm. Time  is  the  secret  and,  if  that  time  is  wisely 
expended,  much  good  can  result.  Time  must  not  be 
wasted  chasing  “will  o’  the  wisps”  but  must  be  de- 
voted to  a useful  end. 

First  of  all  let  us  see  what  can  be  expected  at 
the  various  stages.  The  chances  are  that  rheuma- 
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toid  arthritis  in  the  stage  of  synovitis  can  be  cured. 
As  pannus  formation  takes  place  there  is  still  an 
excellent  chance  for  recovery.  As  soon  as  cartilage 
has  been  damaged,  chances  for  full  recovery  have 
passed  and  the  degree  of  joint  disability  will  be 
determined  by  the  degree  of  cartilage  damage.  In 
the  derelict  stage  we  are  confronted  by  dishearten- 
ing factors  but  even  here  our  orthopedic  surgeons 
may  be  able  to  work  wonders.  A bad  cripple  is 
tremendously  appreciative  of  a little  mobility,  a 
degree  of  mobility  that  is  really  insignificant  to  us 
who  are  free  to  go  as  we  wish,  so  one  should  never 
tell  an  arthritic  patient  that  there  is  nothing  that 
can  be  done  for  him.  That  would  be  an  untrue 
statement. 

Time  is  the  secret  treatment  of  rheumatoid 
arthritis.  It  will  take  at  least  six  months  to  cure 
an  early  case  and  by  cure  is  meant  clinical  arrest 
or  remission.  So  therapy  should  be  planned  in 
terms  of  months. 

Just  as  time  is  the  secret,  so  rest  is  the  back-log 
of  therapy.  Ideally  this  should  be  complete  rest  but 
individual  evaluation  of  social,  economic  and  psy- 
chic factors  may  necessitate  modification.  A patient 
can  rest  a joint  while  at  work  and  even  this  is 
worthwhile.  Since  this  is  a chronic  disease  with  so 
many  features  of  infection,  there  will  be  increased 
vitamin  utilization  and  diminished  vitamin  intake, 
so  treatment  of  this  becomes  an  adjunct. 

If  anemia  is  present,  it  may  need  consideration 
and  small  transfusions  may  be  extremely  helpful. 
Sufficient  protein  intake  is  essential  and  the  carbo- 
hydrate intake  is  not  to  be  neglected,  remembering 
that  sugar,  fruit  and  vegetables  are  to  be  preferred 
to  starches.  Calcium  administration,  with  or  with- 
out vitamin  D,  again  is  just  an  intelligent  concep- 
tion of  the  general  problem,  neglect  of  which  may 
mean  delay  or  even  failure  in  obtaining  the  best 
possible  result.  Pain  relief  is  essential  and  the 
judicious  use  of  analgesic  drugs  is  the  answer. 

While  all  realize  that  these  general  measures  are 
the  essentials  of  therapy,  every  patient  wants  to 
know  what  is  going  to  be  done  for  his  arthritis. 
My  present  plan  is  as  follows,  and  this  is  certainly 
given  in  skeleton  form. 

First  I give  typhoid  vaccine  intravenously,  using 
the  usual  T.A.B.  vaccine  and  not  the  H antigen. 
I give  10  million  organisms  the  first  dose,  25  mil- 
lion a week  later  and  50  million  the  third  week.  I 
have  never  given  more  than  three  injections  in  any 
series  and  do  not  repeat  unless  the  results  obtained 
indicate  the  desirability.  A repeated  course  can  best 
be  given  after  a rest  period  of  three  or  four  weeks. 


Be  sure  not  to  give  subcutaneous  typhoid  vaccine 
after  too  short  an  interval  because  of  the  likelihood 
of  running  into  a reaction  of  an  anaphylactic  or 
hyperergic  type  which  can  be  fatal. 

If  T..A.B.  vaccine  intravenously  has  not  helped 
sufficiently  after  three  injections,  I abandon  its  use. 
Then  I proceed  to  gold  therapy  and  outline  to  the 
patient  the  dangers  of  heavy  metal  therapy.  The 
risk  is  not  great;  as  a matter  of  fact,  it  is  almost 
nonexistant  for  the  size  dosage  I am  now  using, 
which  is  admittedly  smaller  than  the  usually  rec- 
ommended dosage.  I give  gold  sodium  thiosulfate 
intravenously  at  weekly  intervals,  giving  3 ten 
milligram  doses  and  then  increasing  to  25  milli- 
grams for  the  next  seven  doses,  200  milligrams  in 
all.  This  generally  starts  a clinical  improvement 
which  may  go  straight  through  a remission  or  may 
be  followed  by  a relapse.  It  is  wise  to  give  a second 
course  after  a rest  of  at  least  four  weeks  or  to  plan 
it,  because  relapses  are  common.  After  a second 
course  the  remission  is  very  apt  to  be  permanent, 
if  your  patient  does  not  throw  all  caution  to  the 
winds. 

In  this  schedule  I have  used  up  a block  of  time 
equivalent  to  six  months;  three  weeks  for  typhoid, 
ten  weeks  for  gold,  four  weeks  for  rest  and  ten 
weeks  for  gold,  a total  of  27  weeks.  Other  courses 
of  three  months  duration  or  six  months  duration  is 
small  trade  for  remission  of  such  a potentially  rav- 
aging disease. 

I have  said  nothing  about  so-called  arthritic  vac- 
cines. I believe  they  are  a waste  of  time  as  far  as 
specific  therapy  is  concerned  in  rheumatoid  arthri- 
tis. Vaccine  has  its  merit:  it  focuses  the  patient’s 
attention  on  a procedure  and  he  comes  back  to  the 
office  repeatedly.  During  those  visits  he  is  advised 
and  instructed,  and  it  is  a rare  patient  who  will 
not  react  favorably  to  kindly  attention  given  him. 
It  also  keeps  him  from  doing  the.  unpredictable 
things  uncontrolled  patients  do  and  it  also  utilizes 
time. 

I have  condemned  thoughtless  removal  of  hypo- 
thetical foci  of  infections  by  not  mentioning  the 
subject  before  this  and  failure  to  elaborate  on  its 
merits  or  demerits  tells  you  what  I think  of  whole- 
sale slaughter  of  teeth,  etc.  The  same  statement 
applies  to  the  “alphabet  of  treatment” — venoms, 
sulfur,  iodine  and  so  on  ad  infinitum. 

Lastly,  I have  one  more  plan  of  therapy  for 
rheumatoid  arthritis.  Heat  by  any  means  may  be 
wise  or  unwise.  Massage,  passive  and  active  exer- 
cise and  hydrotherapy  have  their  proper  places. 
Joint  positioning  to  prevent  subluxations,  detlec- 
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tions  and  hyperextensions  of  damaged  joints  is 
vital.  Home  made  splints,  metal  splints  or  plaster 
shells  are  to  be  used  with  thoughtful  consideration 
of  the  desired  and  often  predictable  end  in  mind. 
Spa  treatment  has  its  usefulness  at  the  proper  time, 
chiefly  during  the  rehabilitation  stage. 

This  has  been  a rapid  fire  skeleton  approach  to 
the  medical  management  of  the  early  stages  of 
rheumatoid  arthritis.  The  advanced  forms  require 
a similar  general  approach.  They  may  require  a 
similar  approach  as  far  as  vaccine  and  gold  are 
concerned  and  they  certainly  require  an  orthopedic 
approach.  Orthopedic  surgery  has  so  much  to  offer 
the  arthritic  cripple  that  it  is  extremely  neglectful 
to  omit  its  consideration  in  any  well  conceived  plan 
of  treatment  fpr  any  type  of  arthritis. 

As  was  stated  in  the  beginning,  this  is  only  a 
skeleton  presentation  of  plans  of  therapy  for  the 
common  types  of  arthritis.  From  such  an  outline 
anyone  can  elaborate  or  modify  to  meet  individual 
needs  and  tastes,  but  always  are  these  basic  fea- 
tures the  foremost  consideration.  Attention  is  again 
called  to  the  fact  that  many  conditions  have  not 
been  mentioned  because  this  discussion  has  dealt 
with  intraarticular  forms  of  rheumatism  and  not 
with  the  extraarticular  conditions  which  make  up 
such  a large  percentage  of  the  systemic  diseeise, 
rheumatism.  Likewise,  therapy  of  the  various  forms 
of  rheumatism  of  the  spine  has  been  omitted  be- 
cause of  the  specificity  of  that  treatment,  consid- 
eration of  which  would  carry  us  far  afield. 


RESULTS  OF  EARLY  ARISING  FOLLOWING 
APPENDECTOMIES 
Liberino  Patricelli,  M.D. 

SEATTLE,  WASH. 

For  quite  a few  years  many  surgeons,  chiefly 
European,  have  advocated  early  arising  following 
appendectomies.  Codman  of  Boston  long  ago 
prophesied  the  day  when  appendectomies  would 
be  done  in  the  office  under  novocaine  anesthesia 
and  the  patient  allowed  to  go  home  under  his  own 
power.  In  Europe  this  prophecy  has  been  complete- 
ly fulfilled.  A recent  editorial  in  The  New  England 
Journal  of  Medicine^  not  only  encouraged  the  ex- 
periments to  be  reported  in  this  paper,  but  also 
reported  a long  series  of  cases  permitted  to  leave 
the  hospital  after  an  average  hospitalization  of  only 
one  and  one-half  days.  It  also  pictured  the  case  of 
a surgical  assistant  who,  after  having  his  own  ap- 
pendix removed,  arose  from  the  operating  table  to 

1.  Early  rising  after  operation:  Editorial,  New  Eng- 
land J.  Med.,  226:576-577,  April  2,  1942. 


aid  his  chief  in  removing  another  one.  The  most 
favorable  reports  on  these  experiments  have  thus 
far  come  from  Hungary  and  Rumania. 

This  editorial,  prompted  by  the  hope  that  a series 
of  such  reports  would  give  us  a rational  basis  for 
postoperative  treatment  of  appendectomies,  then 
made  the  plea  that  quasiambulatory  treatment  be 
given  a serious  trial  in  the  United  States. 

As  a result  of  the  work  of  Howes  and  Harvey,^’® 
the  certain  facts  of  wound  healing  and  suture  dis- 
integration are  well  known  to  us;  that  the  wound  is 
the  strongest  immediately  following  its  closure, 
when  using  chromic  catgut;  that  catgut  begins  to 
soften  and  disintegrate  immediately  after  its  place- 
ment; that  the  wound  after  a latent  period  of  four 
to  six  days  begins  to  heal;  that  the  first  five  or  six 


Pig.  1.  The  above  graf  is  taken  from  the  works  of 
Howes  and  Harvey.  The  upper  broken  line  shows  the 
rate  of  disintegration  and  tension  of  the  chromic  O suture. 
The  solid  curved  black  line  indicates  the  rate  of  wound 
healing  and  tensile  strength  of  the  wound.  The  two  lines 
cross  about  the  seven  day  period.  The  combination  of  the 
two — the  suture  strength  and  wound  strength — is  no  bet- 
ter than  70  per  cent  and  though  this  is  the  period  of 
weakest  wound  strength,  it  is,  however,  the  time  when 
most  patients  are  allowed  to  get  up. 

days  of  wound  repair  are  the  most  critical  days 
because  during  this  time  the  tensile  strength  of  the 
wound  depends  entirely  upon  the  suture  (fig.  1). 

About  the  sixth  to  the  eighth  day,  when  conven- 
tion decrees  that  the  patient  be  allowed  to  swing 
his  feet  over  the  edge  of  the  bed,  the  sutures  are 
quite  soft  and  are  adding  no  strength  to  the  wound 
whatsoever.  The  tissues  themselves  have  progressed 
less  than  the  half-way  point  in  their  healing  proc- 
esses, which  have  been  proven  to  be  complete 
about  the  fourteenth  day. 

We  conclude,  therefore,  that  there  is  more  dan- 
ger of  evisceration  (and  tabulations  of  eviscera- 
tions  prove  this)  at  about  the  sixth  to  the  eighth 
days  following  surgery,  or,  in  other  words,  the 
usual  conventional  time  for  arising.  For  this  rea- 
son we  are  subjected  to  less  risk  of  evisceration  by 
allowing  almost  immediate  elevation  and  freedom 

2.  Howes,  E.  L.,  Sooy,  J.  W.  and  Harvey,  S.  C. : Heal- 
ing of  Wounds  as  Determined  by  Their  Tensile  Strength. 
J.  A.  M.  A.,  92:42-45,  Jan.  5,  1929. 

3.  Howes,  E.  E.  and  Harvey,  S.  C. : Strength  of  Healing 
Wound  in  Relation  to  Holding  Strength  of  Catgut  Suture. 
New  England  J.  Med.,  200:1285-1291,  June  20,  1929. 
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of  movement  immediately  after  surgery  than  we 
would  be  if  w'e  waited  until  the  sixth  day.  There- 
fore, if  we  are  going  to  depend  on  tissue  healing, 
we  should  keep  the  patient  in  the  hospital  for 
fourteen  to  eighteen  days,  not  six.  Imagine  the 
approximate  increase  in  the  chaotic  hospital  con- 
gestion that  w'ould  occur  if  this  were  done. 

I began  two  years  ago  to  prime  psychologically 
the  patients  and  their  families  of  all  potential  ap- 
pendectomies for  early  arising  after  surgery.  Of 
course,  some  of  the  patients  refused.  The  motives 
for  their  refusal  varied.  To  some  it  simply  was  the 
conventional  thing  to  do.  Others  suggested  that 
cousin  i\Iary  had  her  appendix  out  and  her  doctor 
kept  her  in  the  hospital  for  eight  days.  To  others, 
the  period  in  the  hospital  was  obviously  a social 
event,  crowned  by  an  accumulation  of  family  sym- 
pathy. Lastly,  others  were  motivated  by  considera- 
tions of  physical  pain  and  the  fear  of  adhesions, 
eviscerations  and  possible  hernias.  Patients  who 
showed  the  slightest  hesitancy  were  not  unduly 
urged  to  submit  to  what  appeared  to  them  un- 
usual treatment. 

During  the  last  two  years  all  those  patients  who 
would  cooperate  were  subjected  to  the  following 
regime : 

The  patient  was  mentalh^  and  psychologically 
primed  that  no  harm  would  result;  that  early  aris- 
ing was  the  logical  procedure;  that  normal  excre- 
tory function  would  be  more  quickly  resumed ; that 
there  would  be  less  gas  pain  (which  patients  fear) ; 
that  there  would  be  less  catheterizations  required 
and  that  less  pulmonary  complications,  such  as  ate- 
lectasis, pneumonia  and  embolism  would  occur. 
The  patient  was  asked  to  move  very  freely  in  bed 
with  no  fear  of  any  untoward  consequences. 

Between  twelve  and  twenty-four  hours  the  pa- 
tient, with  help,  was  asked  to  swing  his  feet  over 
the  edge  of  the  bed,  using  the  buttocks  as  the  pivot- 
ing point  and  then  tip  himself  over  the  edge  of  the 
bed  and  stand.  Deep  breathing  during  this  latter 
act  helps  markedly.  Once  the  patient  has  stood 
up,  the  rest  is  easy  because  his  confidence  is  now 
reaffirmed,  not  only  in  his  ability  but  in  yours. 
All  cases  of  chronic,  recurrent  and  acute  appendi- 
citis were  treated  in  a similar  manner,  except  those 
complicated  by  acute  generalized  peritonitis  or 
appendiceal  abscess. 

Many  of  the  patients  did  very  well  and  were  in- 
deed quite  proud  of  their  achievement.  In  one  case, 
the  patient  was  very  disturbed  that  her  friends 
refused  to  believe  that  her  appendix  had  been  re- 


movd  but  suspected  that  she  really  had  a curretting 
for  an  unwanted  pregnancy. 

All  previous  reports  indicated  a marked  lower- 
ing in  the  incidence  of  postoperative  atelectasis, 
pneumonia,  ileus,  enema  and  catheterizations.  Spe- 
cial attention  was  given  to  these  sometimes  annoy- 
ing postoperative  problems  as  to  tabulating  their 
incidence  in  this  series  of  cases.  I must  say  that 
there  was  none.  The  sutures  were  removed  in  the 
office  on  the  sixth  or  seventh  postoperative  day. 
The  wound  was  then  dressed  and  retaped  and  the 
patient  sent  home. 

The  number  of  complications  were  as  follows: 


House  calls  0 

Telephone  calls  20 

Atelectasis  0 

Pneumonia  0 

Catherizations  at  home 0 

Hernias  0 

Enemas  at  home IS 

Subcutaneous  collections  of  Serum 4 

Patients  afterwards  criticizing  this  regime 0 

Total  number  of  cases 75 

Tabulation  of  days  spent  in  the  hospital  is  as 
follows : 

Leaving  in  one  day 30 

Leaving  in  two  days 3S 

Leaving  in  three-four  days 8 

Leaving  over  four  days 6 


The  average  days  in  the  hospital  according  to 
the  Leithauser  and  Berg^  treatment  were  as  fol- 


lows : 

Appendectomy  370 

Other  cases  66 

Average  confinement  to  bed l.S  days 

Up  on  the  first  day 75  per  cent 

Up  on  the  second  day 12  per  cent 

Average  stay  in  hospital 2.3  days 

Left  hospital  on  first  day 3 7 per  cent 

Left  hospital  on  second  day 32  per  cent 

Left  hospital  on  third  day 14  per  cent 

Left  hospital  on  fourth  day 10  per  cent 


For  purposes  of  comparison  the  above  mentioned 
editorial  gave  the  following  figures  in  charity  and 
private  cases: 

During  the  months  of  March  and  September,  1941,  of 
thirty-nine  ward  patients  and  two  hundred  sixty-seven 
semiprivate  patients  who  held  policies  issued  by  the  Massa- 
chusetts Hospital  Service  (Blue  Cross)  and  who  were  oper- 
ated on  for  appendicitis  of  all  types,  the  average  was  10.6 
and  12.5  days  respectively  in  hospital. 

From  reports  of  prominent  Boston  surgeons  is 
the  following: 

■■\\'erage  time  of  arising  from  bed 

5.7  days  for  appendectomies 
.\verage  time  of  arising  from  bed 

6.7  days  for  other  cases 

.\verage  time  of  discharge 8.3  days  for  other  cases 

Average  time  of  discharge. ...8.3  days  for  appendectomies 
•\verage  time  of  discharge higher  for  other  cases 

4.  Leithauser,  D.  J.  and  Berpro,  H.  Tv.;  Early  Ri.sing-  and 
Ambulatoiy  Activity  After  Operation.  Arch.  Surer.  42- 
1086-1093,  June,  1941. 
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The  above  figures  are  undoubtedly  a counterpart 
of  similar  statistics  that  could  be  taken  in  other 
parts  of  the  country.  Therefore,  it  can  easily  be 
seen,  about  four  to  five  hospital  days  can  be  saved 
in  an  average  appendectomy.  In  a four  hundred 
bed  hospital  there  are  about  one  hundred  cases  of 
appendicitis  a month.  Imagine  what  it  would  mean 
to  us  now  to  have  about  five  hundred  extra  days  a 
month.  How  many  of  us  have  worried  about  an 
acute  appendicitis,  waiting  at  home  for  a bed  in 
the  hospital.  Undoubtedly  a few  have  been  con- 
verted from  a relatively  simple  case,  facing  an 
average  mortality  of  three  to  four  per  cent,  to  one 
much  greater. 

One  may  ask  what  is  the  method  of  closure  in 
these  cases?  In  all  of  them  the  peritoneum  was 
closed  by  a continuous  chromic  0 suture,  leaving 
the  short  end  free  and  the  long  end  proceeding 
through  the  muscles  (transverse  and  internal 
oblique)  with  a continuous  suture,  then  tying  the 
suture  to  the  short  end.  This  method  serves  the  dual 
purpose  of  closing  the  muscle  layers  and  approxi- 
mating them  to  the  closed  peritoneum.  This  super- 
imposition of  muscle  layers  thoroughly  eliminates  a 
potential  dead  space.  The  external  oblique  fascia  is 
then  closed  with  an  interrupted  mattress  suture.  The 
subcutaneous  tissue  is  now  approximated  to  the 
fascia  by  an  interrupted  plain  triple  000  catgut. 
This  also  has  the  double  purpose  of  approximating 
the  subcutaneous  tissue  and  also  closing  the  dead 
space.  The  skin  is  approximated  with  a vertical 
mattress  dermol  suture. 

Catgut  chromic  0 is  used  because  it  has  been 


proven  experimentally  that  anything  larger  in  size 
than  chromic  0 is  of  no  value  in  usual  closures. 
Harvey  has  shown  that  no  more  than  five  pounds 
tension  is  necessary  to  approximate  tendons  or 
even  the  largest  blood  vessels.  Indeed,  chromic  0 
is  considered  by  many  to  be  too  large. 

The  incisions  used  were  the  transverse  and  Mc- 
Burney  in  the  male  and  female,  when  no  other 
diagnosis  was  seriously  considered,  but  the  McBur- 
ney  was  used  in  the  female  when  the  diagnosis  was 
not  clear,  with  the  intention  that  the  muscle  and 
fascia  could  then  be  closed  and  the  incision  con- 
verted into  a Phanenstheil,  if  a pelvic  condition 
was  found.  During  this  time,  two  cases  of  ruptured 
follicular  cysts  of  the  ovary  were  found,  and  being 
on  the  right  side,  were  removed  from  the  original 
incision.  There  were  two  ruptured  endometrial 
cysts  on  the  left  side  that  necessitated  extension  of 
the  incision  into  a Phanensteil. 

RESULTS 

Results  of  this  series  lead  to  the  following  con- 
clusions: 

In  most  cases  we  leave  an  appendectomy  patient 
in  the  hospital  far  too  long  for  his  own  good. 

The  patient  does  much  bitter  if  urged  to  arise 
early  and  regains  his  strength  more  quickly. 

His  appetite  returns  very  soon,  he  returns  to 
work  much  sooner  and  his  hospital  expenses  and 
economic  losses  are  much  less. 

In  addition  to  these  general  conclusions  it  ought 
to  be  stressed  that  the  method  is  safe  and  sane, 
the  economic  loss  is  less,  and  it  would  be  quite  an 
aid  in  relieving  the  congested  hospital  situation. 


POSTW.\R  CONTROL  OF  VENERE.AL  DISE.4SEE 
The  postwar  period  will  present  far  greater  assets  for  the 
control  of  the  venereal  diseases  than  have  been  available 
at  any  previous  time.  Lieutenant  Colonel  Thomas  H.  Stern- 
berg and  Captain  Granville  W.  Larimore,  Medical  Corps, 
•\rmy  of  the  United  States,  predict  in  The  Journal  of  the 
American  Medical  Association  for  January  27. 

tremendous  number  of  physicians  and  lay  personnel, 
trained  and  experienced  by  the  Army  in  the  principles  of 
venereal  disease  control,”  they  say,  “will  be  available.  The 
dilution  of  the  postwar  population  by  9,000,000  soldiers 
will  raise  the  general  veneretal  disease  educational  level  to 
a new  high,  and  it  seems  certain  that  future  venereal  dis- 
ease control  programs  will  be  accorded  increased  public 
support.  In  this  connection,  efforts  to  reimpose  a blackout 
on  the  venereal  diseases  are  doomed  to  failure.  The  re- 
markable advances  in  treatment  climaxed  by  the  introduc- 
tion of  penicillin  will  add  great  impetus  toward  achieving 
the  goal  of  universal  case  finding  and  case  holding.  Mass 
wartime  experiences  will  add  considerably  to  the  venereal 
disease  control  armamentarium, 

“These  factors,  added  to  the  stabilization  of  community 
life  and  the  return  of  opportunity  to  follow  the  natural 
instincts  of  monogamous  relationships,  all  lead  to  the 
conclusion  that  we  shall  be  presented  with  an  unprece- 
dented opportunity  to  reduce  the  incidence  of  the  venereal 
diseases  to  a manageable  minimum.” 


NEW  METHOD  MEASURES  CONCENTRATION  OF 
PENICILLIN  IN  BODY  ELUIDS 

The  results  of  observations  made  on  penicillin  levels  in 
the  blood  and  other  body  fluids  by  the  use  of  a relatively 
simple  method  which  has  yielded  apparently  consistent  re- 
sults and  some  useful  information,  are  reported  by  Jean  V. 
Cooke,  M.D.,  and  David  Goldring,  M.D.,  St.  Louis,  in  The 
Journal  of  the  American  Medical  Association  for  Janu- 
ary 13. 

The  absorption  and  distribution  of  penicillin  in  the  vari- 
ous body  fluids  after  parenteral  injection  (beneath  the  skin 
or  into  a vein)  and  the  duration  of  its  survival  in  body 
fluids  or  cavities  under  normal  or  disease  conditions  are 
questions  of  considerable  interest  in  penicillin  treatment, 
the  two  authors  point  out.  .Although  some  studies  have  been 
made  in  certain  cases,  there  has  apparently  been  no  method 
for  such  measurements  that  was  easily  applicable  to  routine 
observations  in  patients. 

The  method  they  describe  consists  in  determining  the 
smallest  amount  of  the  fluid  from  a patient  which  will  pro- 
duce complete  inhibition  of  a standard  strain  of  Staphylo- 
coccus aureus. 

They  found  that  after  injections  into  a muscle  the  con- 
centration of  penicillin  in  the  blood  reached  its  highest  level 
within  thirty  minutes,  was  still  moderately  high  at  one  hour 
and  fell  rapidly  during  the  second  hour  but  often  persisted 
at  lower  levels  for  three  to  four  hours. 
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PROGRESS  IN  PROGRAM  FOR  MEDICAL  HISTORY 

According  to  a report  from  Colonel  Albert  G.  Love,  his- 
torian of  the  Army  Medical  Department,  plans  have  been 
made  to  complete  the  medical  history  of  World  War  II 
six  months  after  victory  in  the  Pacific.  Several  officers  are 
now  assigned  to  the  historical  program,  approximately  half 
of  them  serving  in  overseas  theaters.  Most  of  these  officers 
hold  graduate  degrees  in  history  from  leading  universities 
throughout  the  country.  They  were  commissioned  in  the 
Medical  .Administrative  Corps  following  completion  of 
training  in  Officer  Candidate  Schools.  These  officers  are 
working  on  the  administrative  aspects  of  the  medical  serv- 
ice, including  supply,  personnel,  training  and  hospital  con- 
struction. The  professional  medical  experience  of  the  .Army 
will  be  recorded  by  medical  officers  especially  qualified  in 
various  specialties. 

By  means  of  this  well-manned  staff,  the  history  of  the 
Medical  Department  in  the  current  conflict  should  be  com- 
pleted within  the  time  limit  set  by  Colonel  Love.  Previous 
histories  published  by  the  Medical  Department  appeared 
several  years  after  the  cessation  of  hostilities.  Twenty-three 
years  were  required  to  complete  the  medical  history  of  the 
Civil  War;  ten  years  to  complete  that  of  the  first  W’orld 
War.  Early  publication  of  the  current  history  will  be  ad- 
vantageous in  that  many  of  the  administrative  and  scien- 
tific advances  in  military  medicines  will  be  applicable  in 
planning  for  national  defense  and  civilian  practice.  Thus 
the  things  which  the  .Army  is  learning  today  on  the  World’s 
battlefronts — improved  methods  of  collection  and  evacua- 
tion of  the  wounded  with  prompt  treatment,  better  medi- 
cal and  surgical  care,  the  use  of  new  drugs  and  appliances, 
control  of  communicable  diseases,  advances  in  recondition- 
ing— are  destined  to  reach  the  public  domain  while  the 
knowledge  acquired  by  the  .Army  is  still  fresh. 

.At  a meeting  of  historical  officers  held  in  the  Office  of 
The  Surgeon  General  on  December  6,  announcement  was 
made  that  sufficient  volumes  would  be  published  to  cover 
the  entire  scope  of  the  Medical  Department’s  professional 
and  administrative  work.  Material  for  the  series  of  vol- 
umes is  rapidly  accumulating  from  installations  in  this 
country  and  ov?rseas.  Colonel  George  R.  Callender,  Director 
of  the  .Army  Medical  School,  stated  that  excellent  reports 
on  missile  casualties  have  been  received  for  the  volume  on 
wound  ballistics  covering  several  campaigns. 

The  series  of  volumes  gives  promise  of  being  the  most 
complete  and  revealing  chronicle  of  military  medical  ad- 
vances ever  compiled.  The  Surgeon  General  and  other 
authorities  in  the  War  Department  are  lending  full  sup- 
port to  the  historical  project. 


GENERAL  KIRK  TALKS  TO  INDUSTRIES 

Speaking  before  the  recent  (Dec.  1)  meeting  of  the  -As- 
sociated Industries  of  Massachusetts  at  Boston,  Major  Gen- 
eral Norman  T.  Kirk,  The  Surgeon  General,  commented 
upon  the  fine  job  industry  is  doing  in  taking  care  of  the 
returning  veteran.  “The  record  of  industry,”  he  said,  “in 
turning  from  peace-time  production  to  furnishing  the 
sinews  of  war  will  be  a chapter  in  the  history  of  our  coun- 
try that  will  never  be  forgotten.  That  chapter  will  un- 
doubtedly be  repeated  in  reconversion  from  war  to  peace. 
.An  important  part  of  that  chapter  will  be  restoring  jobs  to 
returning  veterans.” 

Emphasizing  the  fact  that  taking  care  of  the  returning 
veteran  will  be  increasingly  difficult  as  time  goes  on.  Gen- 
eral Kirk  said  “.Approximately  one  and  one-half  million 
men  have  been  discharged  since  the  war  started.  Half  of 
these  have  been  discharged  for  medical  reasons.  When  the 
war  is  over,  and  that  won’t  be  tomorrow,  there  will  be 
twelve  million  more  men  returned  to  civilian  life.  That  is 
the  over-all  problem. 

“.All  of  the  veterans  who  are  being  released  to  return  to 
civilian  life  today,”  General  Kirk  continued,  “are  being 
reconditioned  by  the  .Army  to  take  their  places  in  indus- 
try and  society.  They  are  not  soft  invalids,  they  are  physi- 
cally hardened  men,  men  trained  to  overcome  their  handi- 
cap and  to  become  useful,  productive  workers.  We  should 
r''memb?r  that  whatever  their  handicap,  it  was  suffered  in 
the  cause  of  protecting  this  great  country  of  ours  from 
foreign  aggression.” 


THE  MEDICS 

The  “medic”  is  a must  in  any  fighting  force.  He  is  likely 
to  combine  the  functions  of  Kipling’s  Gunga  Din,  F'lorence 
Nightingale,  the  Good  Samaritan  and  the  most  skillful  sur- 
geon science  has  produced.  He  frequently  does  so  at  the  cost 
of  his  own  life.  Unarmed  stretcher-bearers  seek  out  the 
wounded  where  the  shells  are  still  striking.  Because  they 
know  that  time  is  of  the  essence,  they  are  always  in  a hurry. 
Sometimes  a complicated  operation  has  to  be  performed  in 
a foxhole.  During  the  Metz  offensive  a 19-year-old  medical 
aide  saved  a doughboy’s  life  by  cutting  a fountain-pen  tube 
into  his  throat  with  a pocket  knife.  But  they  try  hard  to  get 
the  victim  to  the  nearest  hospital.  Maybe  it  is  a blasted 
barn  or  an  open  cellar.  It  may  be  a tent  over  the  brow  of 
the  next  hill,  with  the  surgeons  operating  under  enemy  fire. 
.At  Bastogne  two  or  three  surgeons  had  to  handle  800  pa- 
tients with  nothing  to  dull  their  pain  but  cognac.  Every- 
body cheered  when  five  more  surgeons  got  through  by  plane 
and  glider. 

There  is  little  glory  in  the  Medical  Corps.  It  is  just  hard, 
dirty  work  and  mighty  dangerous.  The  Red  Cross  seems  to 
mean  little  to  the  enemy.  He  has  bombed  hospital  tents 
from  .Anzio  to  .Aachen.  These  medics  are  tough,  but  among 
the  torn  and  dying  men  learn  to  be  tender,  too.  They  shun 
glory,  but  they  have  their  pride.  They  are  proud  to  have 
saved  97  out  of  every  hundred  wounded.  They  are  proud 
that  their  miracle  drugs,  and  blood  banks  send  from  SO  to 
80  back  to  fight  again.  They  are  proud  because  nobody  in 
our  whole  vast  .Army,  not  even  the  foremost  combat  crew 
or  the  deadliest  flying  wing,  has  done  a finer  job  than  the 
Medical  Corps. — N.  Y.  Times,  January  5,  1945. 


RETURNING  VETERAN  WILL  BE  DIFFERENT 
Soldiers  who  have  been  in  combat  two  years  will  have 
aged  ten  years  and  their  families  and  friends  must  be  pre- 
pared to  accept  a difference  in  these  returning  veterans. 
Colonel  William  C.  Menninger,  head  of  the  Neuropsy- 
chiatric Division  of  the  .Army  Medical  Department,  said  last 
week  (Jan.  11)  in  the  Laity  Lecture  of  the  New  A’ork 
.Academy  of  Medicine.  There  is  little  time  to  spare  for  com- 
munities to  start  making  preparations  for  receiving  the 
thousands  of  soldiers  who  will  have  to  make  readjustments, 
and  serious  ones,  in  adapting  themselves  to  civilian  life.  Col. 
Menninger  declared. 

He  emphasized  that  in  discussing  this  subject  of  the 
return  of  the  nation’s  .Armed  Forces  he  did  not  mean  to 
imply  that  the  war  will  soon  be  over.  But  in  the  mean- 
time, he  stressed,  the  problem  must  be  faced  of  getting  the 
soldiers  back  into  a harmonious  relationship  with  family 
and  community. 

“In  addition  to  medical  help,”  he  said,  “many  veterans, 
perhaps  most,  will  need  other  counsel.  They  will  need 
‘reorientation’  to  civilian  life,  to  the  apparent  business-as- 
usual  status  in  the  community,  and  to  the  family.  This  same 
counsel  might  well  provide  advice  to  wives  and  parents  to 
help  them  understand  his  problems,  to  aid  them  in  catching 
up  with  his  premature  aging,  and  be  prepared  to  advise  and 
cooperate  with  him  in  his  plans.” 

“We  know  that  many  of  these  men  will  have  difficulty  in 
obtaining  a job.  No  doubt  the  government  can  and  will 
help,  but  fundamentally,  men  belong  to  a community — your 
town,  my  town.  They  belong  to  it  and  it  should  be  the 
community’s  responsibility  to  organize  a plan  of  survey,  a 
counseling  system,  and  an  employee  placement  bureau.” 
Colonel  Menninger  related  how  Major  General  Norman 
T.  Kirk,  Surgeon  General  of  the  .Army,  gave  the  psychiatric 
program  of  the  .Army  marked  impetus  by  increasing  the 
staff  tremendously  and  making  neuropsychiatry  an  integral 
part  of  the  entire  medical  and  surgical  services  in  combat 
and  in  this  country. 
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BROTHER,  CAN  YOU  SPARE  A DIME? 

The  extent  of  the  financial  imposition,  to  which  gullible  members  of  the  medical  profession  have  submitted 
through  contract  practice,  may  be  aptly  gauged  by  recent  happenings  in  a populous  Oregon  community,  where  rail- 
road contract  practice  was  a prominent  feature. 

One  of  the  city’s  long  suffering  physicians,  eventually  becoming  suspicious  he  was  being  “taken,”  checked  over 
the  records  of  his  railroad  work.  For  his  investigative  pains  he  found,  considerably  to  his  chagrin,  that  he  had  aver- 
aged for  each  office,  hospital  or  home  visit  under  the  obligation  of  his  “lucrative”  contract  the  magnificent  sum  of 
exactly  seventeen  cents!  That  this  unhappy  state  of  affairs  existed  as  a result  of  his  ow'n  consent  to  the  arrangement 
did  not  make  the  discovery  any  more  palatable. 

News  of  this  kind  travels  fast,  and  this  Oregon  city  proved  no  exception.  It  developed  no  other  doctors  in  the 
community  w'ere  willing  to  succeed  the  chagrined  practitioner  when  he  forthwith  relinquished  the  contract  with  the 
railroad,  although  all  were  willing  to  deliver  the  necessary  services  on  a fee  for  service  basis  so  that  the  community  did 
not  suffer  for  lack  of  medical  care. 

While  the  exact  figures,  of  course,  are  not  available,  the  order  of  things  has  been  confirmed  from  both  medical 
and  railroad  circles.  Whereas  formerly  a yearly  salary  on  the  contract  was  on  the  order  of  $400,  the  bill  paid  by 
the  contractor  for  medical  services  at  the  going  community  rate  for  one  month  totaled  well  over  $2,000. 

All  of  which  makes  the  conclusion  fairly  obvious  that  doctors  have  been  holding  the  well  known  bag.  It  also  in- 
dicates, however,  what  may  prevent  this  and  kindred  impositions  before  development,  or  what  may  be  required  as 
curative  afterward,  if  necessary.  Both  prevention  and  cure  rest  with  each  individual  doctor,  if  he  has  the  wit  and 
backbone  to  apply  what  it  takes. 


STATE  COUNCIL  MEETING 


APPROVES  BUDGET  AND  VETERINARIAN 
MEMBER  FOR  REORGANIZED  STATE 
BOARD  OF  HEALTH 

•A  well  attended  meeting  of  the  Council  of  the  Oregon 
State  Medical  Society  was  held  in  Portland  on  January  6 
with  President  E.  H.  McLean  directing  activities. 

The  budget  for  1945  was  submitted  and  approved  with- 
out change.  It  was  estimated  total  revenues  will  be  in  the 
neighborhood  of  $25,000,  an  amount  slightly  higher  than 
in  1944. 

A most  interesting  presentation  of  the  veterinarian  side 
of  the  story  of  brucellosis  in  Oregon  was  given  by  Dr. 
Chas.  H.  Seagraves,  Clackamas  county  veterinarian.  He 
favored  the  proper  pasteurization  of  milk  products,  but 
pointed  out  also  the  degree  of  safety  which  is  being  at- 
tained by  other  preventive  measures.  He  stated  veterinar- 
ians were  handicapped  in  many  instances  by  lack  of  co- 
operation between  their  inspection  efforts  and  the  proced- 
ures advocated  by  the  State  Board  of  Health.  He  also  re- 
quested the  approval  of  the  State  Medical  Society  so  that 
in  any  reorganization  of  the  State  Board  of  Health,  as 
contemplated  by  the  interim  report  of  the  legislature,  pro- 
vision would  be  made  for  one  veterinary  member.  Approval 
of  this  request  was  given,  it  being  felt  that  a member  with 
knowledge  of  animal  medicine  would  likely  be  more  val- 
uable than  the  lay  members  mentioned  in  the  report. 

Henry  Garnjobst  reported  in  detail  on  the  conference 


of  editors  and  secretaries  held  under  the  auspices  of  the 
A.M..A.  which  he  attended  recently  in  Chicago,  the  ob- 
jective of  which  is  to  coordinate  the  thinking  and  writing 
of  the  various  medical  bodies  in  the  long  range  interest  of 
medical  practice. 

Gordon  Leitch  reported  on  the  meeting  of  the  Joint 
Committee  of  the  State  Agencies  concerned  in  Health  Edu- 
cation recently  held  in  Salem,  which  gave  endorsement  to  a 
bill  seeking  certain  legislative  changes  in  the  teaching  of 
health  matters  in  the  Oregon  school  system. 

Warren  C.  Hunter  addressed  the  Council  on  recent  de- 
velopments connected  with  the  control  of  cancer  in  Ore- 
gon, and  outlined  the  procedures  now  in  effect  in  collabora- 
tion with  the  local  units  of  the  American  Society  for  the 
Control  of  Cancer. 

Some  of  the  recent  steps  leading  to  the  formation  of  the 
Telephone  Employees  Hospital  Association  were  discussed. 
It  was  pointed  out  that  this  plan  did  not  meet  require- 
ments for  approval,  and  was  not  approved  by  the  Decem- 
ber meeting  of  the  Council. 

In  view  of  developments  arising  since  the  annual  meet- 
ing of  the  House  of  Delegates,  particularly  the  rendering 
of  an  adverse  report  by  a special  committee  of  the  Wash- 
ington State  Medical  Society  on  the  so-called  University 
Hospital  contemplated  in  connection  with  the  establish- 
ment of  a medical  School  at  the  University  of  Washing- 
ton, it  was  decided  to  reexamine  this  question.  Request  was 
made  to  the  Washington  committee  for  details  which  led  to 
this  adverse  decision.  It  is  hoped  to  have  this  for  submis- 
sion to  the  Council  at  its  February  meeting. 
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DOCTORS  RELIED  UPON  TO  SELL 
THEMSELVES  OUT 


At  last  report  aO  seemed  quiet  on  the  telephone  em- 
ployees hospital  association  front.  Whether  this  frontal 
attack  on  the  medical  profession’s  own  machinery  for 
making  prepaid  medical  care  widely  available  will  remain 
quiet  indefinitely,  or  is  but  an  ominous  lull  before  the 
flare-up,  remains  to  be  determined.  Meanwhile  the  threat 
continues  unabated. 

The  second  fact  studying  conference,  slated  to  be  held 
between  promoters  of  the  actuarial  unsound  telephone  em- 
ployees plan  and  officials  of  the  O.P.S.,  had  not  been  held 
at  time  of  going  to  press.  The  impression  persists  it  will 
not  be  held,  despite  the  expressed  willingness  of  Oregon 
Physicians  Service  to  look  into  the  mater  at  any  time. 
The  telephone  promoters  seem  determined  to  proceed  with 
their  baited  unsound  scheme  regardless.  Undoubtedly  they 
intend  to  rely  on  the  generally  accepted  belief  that  in  finan- 
cial matters  doctors  are  suckers,  will  readily  fall  for  any 
scheme  which  promises  to  dangle  an  extra  dollar  before 
their  eyes,  will  entirely  overlook  that  by  accepting  it  they 
sell  themselves  down  the  river. 

Herewith  is  published  one  doctor’s  reply  to  the  tele- 
phone employees’  invitation  to  doctors  to  sell  their  own 
organization  out.  It  is  selected  from  several  such  letters 
furnished  the  Oregon  section  of  Northwest  Medicine 
because  it  is  typical  and  because  this  doctor,  having  gone 
through  the  actuarial  growing  pains  of  prepaid  medicine, 
well  knows  whereof  he  speaks. 

Telephone  Employees  Hospital  Association, 

Portland,  Oregon. 

Gentlemen : 

Today  I have  in  hand  your  Telephone  Employees  Asso- 
ciation fee  schedule  and  the  statement  that  you  had  worked 
out  this  list  of  fees  with  a group  of  doctors.  I also  gather 
from  your  statement  that  you  are  inviting  me  to  reply  to 
the  same. 

-\s  an  individual  and  a member  of  the  Oregon  Physi- 
cians Service,  the  recognized  organization  of  the  Medical 
Society  to  take  care  of  such  service  as  you  propose  to  fur- 
nish your  group,  I fail  to  see  the  necessity  for  your  attempt 
at  competition  with  the  Medical  Society’s  agency. 

The  service  to  the  members  of  your  group  has  to  be 
furnished  by  the  same  men  who  are  servicing  their  own 
group,  viz.,  O.P.S.,  and  I see  no  reason  why  the  Telephone 
employees  should  attempt  to  disrupt  the  organization  of 
the  Medical  Society  any  more  than  I should  attempt  to 
establish  an  independent  union  among  your  workers  for 
one  reason  or  another. 

Suppose  you  could  be  successful  in  saving  two-bits 
monthly  to  each  of  your  people,  it  would  only  be  at  the 
expense  of  the  Medical  Society  plan  and  other  employee 
groups  not  as  fortunate  as  yours.  If  you  have  in  mind  that 
the  cost  to  your  employees  will  be  low'er  than  that  of  the 
O.P.S.,  I am  sure  you  are  working  under  a misapprehen- 
sion that  time  will  undoubtedly  prove.  If  you  are  attempt- 
ing to  hinder  or  disrupt  the  efforts  of  the  Medical  Society, 
you  are  on  the  right  track. 


NEW  OPS  DIRECTOR  NAMED 


Trustees  of  the  Oregon  Physicians  Service,  meeting  in 
Portland  on  January  6,  accepted  with  deep  regret  the  res- 
ignation of  Thompson  Coberth  of  The  Dalles  as  director, 
vice-president  and  chairman  of  the  committee  on  Public 
relations.  Dr.  Coberth  will  continue  as  one  of  the  trustees. 


Elected  a director  to  fill  the  unexpired  term  of  Dr.  Co- 
berth was  J.  P.  Brennan,  of  Pendleton,  who  as  one  of  the 
Trustees  has  long  been  interested  in  O.P.S.  affairs,  and 
previously  served  a term  as  director  of  the  organization. 


DIRECTORS  OF  OREGON  PHYSICIANS 
SERVICE  WEIGH  PROBLEMS 


Following  the  special  meeting  of  the  trustees  of  Oregon 
Physicians  Service,  recorded  elsewhere  in  this  issue,  a meet- 
ing of  the  directors  was  held.  J.  P.  Brennan,  of  Pendleton, 
was  seated  to  fill  the  unexpired  term  of  Thompson  Coberth, 
and  was  also  elected  vice-president  of  the  organization  and 
chairman  of  the  committee  on  public  relations. 

A proposal  received  from  management  officials  of  the 
Blue  Cross  plan  was  read.  It  was  felt  by  the  directors  that 
the  suggested  proposals  differed  in  no  fundamental  respect 
from  previous  studies  of  the  matter  now  on  file,  hence  no 
action  of  the  board  was  required  at  this  time.  For  compara- 
tive purposes  a memorandum  dealing  with  similar  affairs 
in  the  state  of  Washington  was  read  and  the  differences 
noted. 

It  was  voted  to  send  D.  R.  Ross,  president,  L.  M.  Spald- 
ing, secretarj'  and  president-elect  of  the  Oregon  State  Medi- 
cal Society,  and  Mr.  Willard  Marshall,  general  manager,  to 
represent  Oregon  Physicians  Service  at  the  national  confer- 
ence on  medical  economics  and  extension  of  medical  care, 
scheduled  for  Chicago  early  in  February,  at  which  time 
representatives  of  all  approved  plans  will  meet  to  con- 
sider their  problems. 

The  directors  voted  to  invest  in  short  term  U.  S.  gov- 
ernment bonds  the  funds  recently  received  from  sale  of 
class  capital  stock.  They  also  endorsed  the  proposed 

legislation  which  will  require  organizations  such  as  O.P.S. 
to  set  aside  a portion  of  their  revenues  as  reserves,  a de- 
sirable state  of  affairs  not  now  permitted  or  economically 
possible  under  existing  tax  laws. 

A request  was  received  from  the  Jackson  county  stock- 
holders that  O.P.S.  devise  a plan  for  extending  hospitaliza- 
tion cov’erage  to  families  residing  in  Jackson  county,  it 
being  contemplated  that  this  plan  will  be  confined  to 
Jackson  county  to  meet  a local  need,  at  least  for  the  pres- 
ent. Since  to  grant  this  request  would  run  counter  to  the 
last  expression  of  the  Oregon  State  Medical  Society,  the 
proposal  was  referred  to  the  latter  body  and  will  probably 
be  submitted  to  the  spring  meeting  of  the  House  of  Dele- 
gates for  reconsideration  of  the  former  policy  in  light 
of  latest  developments. 


STATE  BOARD  OF  HEALTH 


Frederick  J.  Stricker,  state  health  officer  for  almost 
twenty-five  years,  recently  submitted  his  resignation  to  the 
state  board  of  health,  and  Harold  M.  Erickson  has  been 
named  to  the  position  in  his  stead.  Dr.  Erickson  is  a grad- 
uate of  University  of  Oregon  Medical  School,  and  Johns 
Hopkins  Public  Health  School.  He  was  formerly  assistant 
state  health  officer. 

Tiios.  D.  Robertson  of  The  Dalles  was  named  president 
of  the  State  Board  of  Health  for  the  ensuing  year.  D.  C. 
Burkes  of  Portland  is  first  vice-president;  L.  D.  Inskeep  of 
Medford  is  second  vice-president.  Dr.  Stricker  will  continue 
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as  secretary  until  such  time  as  Dr.  Erickson  assumes  the 
duties  of  this  office. 


MEDICAL  NOTES 


J.  F.  Hosch  is  expected  to  take  up  permanent  residence 
at  his  ranch  at  Scio  and  has  intimated  he  will  devote  his 
full  time  to  medical  practice  at  this  location,  according  to 
the  Scio  Tribune.  Dr.  Hosch  has  practiced  in  Bend  for 
many  years,  but  followed  the  custom  of  spending  many 
week-ends  at  his  Scio  ranch,  returning  regularly  to  Bend. 

Frank  J,  Walter,  Superintendent  of  St.  Luke’s  hospi- 
tal, Denver,  Colo.,  has  been  appointed  superintendent  of 
Good  Samaritan  Hospital,  Portland,  according  to  a recent 
announcement  by  Rt.  Rev.  Benjamin  D.  Dagwell,  Episco- 
pal bishop  of  Oregon.  Dr.  Walter  is  expected  to  assume  his 
duties  forthwith.  C.  H.  Manlove,  present  superintendent, 
now  on  active  duty  as  a major  in  the  armed  forces,  will  on 
his  return  from  service  resume  his  former  post  of  chief 
pathologist.  Miss  .\lta  Hollenbeck,  R.N.,  acting  superin- 
tendent in  Dr.  Manlove’s  absence,  will  continue  as  assistant 
superintendent  to  Dr.  Walters. 

George  L,  Hurley  has  been  elected  a member  of  the 
Eugene  city  council.  Dr.  Hurley  is  a trustee  and  director  of 
Oregon  Physicians  Service,  as  well  as  treasurer  of  the  or- 
ganization. 

Linn  County  Elects:  R.  Bruce  Miller  of  Lebanon  was 
elected  president  of  the  Linn  County  Medical  Society  at 
its  final  meeting  of  the  year.  Ralph  E.  Herron  of  Lebanon 
was  named  secretary-treasurer.  Irvin  R.  Fox  of  Eugene 
read  a paper  on  Undulant  Fever  at  the  scientific  section 
of  the  meeting. 

Clatsop  County  Officers:  Officers  for  1945  of  Clatsop 
county  Medical  Society  named  at  the  December  meeting 
were  Frank  W.  Rafferty,  president;  J.  V.  Straumfjord, 
vice-president,  and  \’ernon  Fowler,  secretary. 

Yamhill  County:  Murch  Russel,  of  Sheridan,  was 

elected  president  of  Yamhill  County  Medical  Society  at 
the  annual  meeting,  and  H.  M.  Stolte  was  reelected  to  the 
position  of  county  health  officer. 

Jackson  County  Officials:  Ralph  E.  Posten  of  .Ash- 
land has  been  named  president  of  Jackson  County  Medical 
Society  for  1945.  C.  M.  Young,  Medford,  is  vice-president, 
and  Chas.  Lemery,  Medford,  is  again  serving  as  secretary. 


OBITUARIES 


Dr.  Kenneth  G.  Smith,  43,  died  in  Portland,  January  19. 
Son  of  the  late  Dr.  Frank  E.  Smith,  Dr.  Smith  was  born 
in  New  York  city  .April  13,  1901,  and  came  to  Oregon  with 
his  parents  in  the  same  year.  Following  graduation  from  the 
University  of  Oregon,  he  took  his  medical  work  at  Uni- 
versity of  Oregon  Medical  School,  graduating  in  1926. 
■After  interneships  at  Letterman  General  hospital,  San  Fran- 
cisco, and  Walter  Reed  hospital,  Bethesda,  Md.,  he  located 
in  Portland,  where  he  engaged  in  private  practice  until 
just  a short  time  before  his  death.  He  was  a member  of 
Multnomah  County  Medical  Society  and  .American  Medical 
•Association. 

Dr.  George  P.  Edwards,  pioneer  physician  of  Lane 
county,  died  at  his  home  in  Myrtle  Point,  where  he  lived 
following  his  retirement  in  1938.  Born  in  1868  at  Lansing, 
Mich.,  Dr.  Edwards  attended  the  University  of  Michigan 
Medical  School,  spent  some  time  in  India  as  a medical 
missionary,  and  later  studied  at  the  University  of  Georgia. 
He  practiced  in  Colorado  and  North  Carolina  and  in  1906 
came  to  Florence,  Oregon,  where  he  practiced  continually 
until  his  retirement.  He  was  a member  of  Lane  County 
Medical  Society  and  .American  Medical  .Association. 

Dr.  j.  R.  Wetherbee,  73,  died  recently  in  Eugene,  where 
he  had  practiced  for  many  years.  -A  graduate  of  the  Uni- 
versity of  Oregon,  Dr.  Wetherbee  took  his  medical  work  at 
Jefferson  Medical  College,  Philadelphia,  completing  this  in 
1900.  .After  service  as  a major  in  the  medical  corps  in  the 
first  world  war,  he  practiced  for  a time  in  Portland,  but 
soon  limited  his  practice  and  transferred  to  Eugene.  He 
was  prominent  in  many  civic  and  other  organizations,  was 
a member  of  Oregon  State  Medical  Society  and  .American 
Medical  .Association. 

Dr.  j.  E.  Shearer,  formerly  a physician  of  Roseburg, 
died  recently  at  Phoenix,  .Arizona,  where  he  practiced  as  a 
member  of  the  Veterans  .Administration  for  several  years 
since  leaving  Oregon. 

Dr.  Gail  S.  Newson  of  Philomath  died  recently  in  a 
Corvallis  hospital. 


1945  MEETING  OF  A.M..A.  IS  CANCELLED 
“The  Board  of  Trustees  of  the  .American  Medical  .Asso- 
ciation, after  consideration  of  all  factors  involved,”  The 
Journal  of  the  .Association  says  in  its  January  20  issue, 
“has  officially  announced  the  cancellation  of  the  Ninety- 
Fifth  .Annual  Session  of  the  .Association  scheduled  for  Phila- 
delphia, June  18-22.  This  is  the  fourth  time  in  the  .Associa- 
tion’s history  and  the  second  time  during  the  present  war 
that  an  annual  session  has  not  been  held.  In  1861  the  an- 
nual session  was  postponed  for  a year  because  of  the  out- 
break of  the  war  between  the  states.  In  1862  it  was  again 
postponed  for  a year.  The  1943  annual  session  scheduled  to 
have  been  held  in  San  Francisco  was  cancelled.  Last  year 
the  session  was  held  in  Chicago.  It  is  expected  that  a meet- 
ing of  the  House  of  Delegates  will  probably  be  held  in  1945 
in  Chicago  at  a time  to  be  announced  later  in  The  Journal. 
The  action  this  year  is  taken  voluntarily  in  order  to  cooper- 
ate to  the  fullest  extent  with  the  request  of  the  Office  of 
Defense  Transportation  and  in  the  interest  of  the  nation’s 
war  effort.” 


MORE  SPECIAL  SCHOOLS  FOR  CHILDREN 
WITH  HEART  DISEASE 

The  experience  of  the  Jesse  Spalding  School  in  Chicago, 
which  is  designed  to  furnish  normal  school  and  environ- 
mental education  for  physically  handicapped  children,  “con- 
firms the  advantages  of  the  special  school  for  children  with 
heart  disease  and  suggests  the  extension  of  this  type  of  en- 
deavor to  other  communities  where  it  may  be  practicable,” 
The  Journal  of  the  American  Medical  Association  for  Janu- 
ary 27  says  in  commenting  on  the  findings  of  a survey  of  a 
group  of  children  who  had  attended  the  Spalding  school. 

The  survey  covered  a period  of  approximately  ten  years. 
Of  the  130  examined  and  interviewed,  104  had  either  im- 
proved or  remained  in  the  same  cardiac  (heart)  classifica- 
tion since  leaving  the  school.  Thirty-two  of  the  women 
were  married;  14  had  borne  1 child,  3 had  2 children,  1 had 
3 children,  2 had  had  four  pregnancies  and  2 were  pregnant 
at  the  time  rechecked.  None  of  them  reported  that  the  heart 
condition  had  adversely  influenced  the  pregnancy  or  labor 
to  any  extent. 
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MEDICAL  BILLS  BEFORE  THE 
LEGISLATURE 


By  the  time  the  State  Legislature  had  reached  the  third 
week  of  its  194S  session,  a number  of  bills  directly  concern- 
ing public  health  and  the  medical  profession  were  in  the 
process  of  going  through  the  mill  which  eventually  makes 
laws  of  them  or  relegates  them  to  the  discard. 

Rating  high  in  interest  at  this  time  is  Senate  bill  No.  6, 
which  would  establish  a Medical-Dental  School  at  the  Uni- 
versity of  Washington.  After  receiving  the  unanimous  en- 
dorsement of  the  Senate  Committee  on  Medicine  and  Den- 
tistry, the  bill  was  reported  to  the  Senate  floor  and  then 
was  rereferred  to  th;  .Appropriations  Committee,  where 
further  action  awaits  a report  to  the  Governor  by  his  bud- 
get committee. 

Another  bill,  introduced  by  Senator  Binyon  of  Seattle, 
would  establish  a school  of  Optometry  at  the  University. 

House  measure  No.  60  provides  that  applicants  for  a 
Chiropractors’  license  shall  not  be  required  to  take  any 
other  examination  than  that  given  by  the  Chiropractors’ 
board. 

Other  measures  introduced  would: 

Prohibit  sale  of  certain  drugs  and  exclude  from  prescrip- 
tion requirements  certain  sulfa  drugs  intended  for  external 
application  only. 

Provide  that  the  State  Board  of  Pharmacy  may  suspend 
a dispenser’s  license,  if  he  is  found  guilty  of  certain  crimes. 

Give  preference  to  patients  in  county  hospitals  who  are 
unable  to  pay,  and  establish  procedure  for  collection  of 
fees  for  the  care  of  those  able  to  pay. 

Require  teachers  and  other  school  employees  to  be  ex- 
amined for  tuberculosis,  cost  of  the  examination  to  be  paid 
by  the  school  district. 

Require  that  courses  in  first  aid  be  taught  in  the  public 
schools. 

•Appropriate  $20,000  for  employment  of  an  otologist  in 
the  State  Department  of  Health,  who  would  work  with  the 
Department  of  Education  in  the  state  schools  in  aiding  the 
“hard  of  hearing.” 

Regulate  the  practice  of  massotherapy  and  establish  a 
board  df  examiners. 

Make  birth  certificate  of  illegitimate  child  confidential, 
to  be  disclosed  only  on  court  order  or  in  the  case  of  adop- 
tion. 

Provide  for  the  registering  of  all  deaths  and  cases  of 
still  birth ; require  filing  of  such  certificate  prior  to  the 
burial. 


STATE  DEPARTMENT  OF  HEALTH 


STATE  HEALTH  DIRECTOR 

.Arthur  L.  Ringle,  M.D.,  has  been  appointed  State  Health 
Director  by  Gov.  Mon  C.  Wallgren,  succeeding  L.  E.  Pow- 
ers. Dr.  Ringle  comes  from  Walla  Walla  where  he  was 
health  officer  for  Walla  Walla,  Benton  and  Franklin  Health 
District.  He  has  been  a resident  of  Washington  state  since 
1937. 

Dr.  Ringle  received  his  premedical  education  at  Stanford 
University  and  his  medical  degree  at  the  University  of  Colo- 
rado. He  was  health  officer  for  Cowlitz  and  Wahkiakum 
Counties  1937-1941,  and  with  the  regional  Farm  Security 
•Administration  which  includes  Oregon,  Washington  and 
Idaho  from  1941  to  1943,  and  district  health  officer  of 
Walla  Walla,  Benton  and  Franklin  counties  since  February 
23,  1943.  He  was  president  of  the  State  Public  Health  asso- 
ciation in  1941  and  1942  and  is  secretary  of  the  Walla  Walla 
Valley  Medical  Society. 

URGENT  NEED  FOR  NURSES 

Washington  State  needs  more  Nursing  Service — Public 
Health  nurses,  graduate  nurses,  practical  nurses  and  greater 
public  participation  in  nursing  aid  study  to  meet  essential 
needs.  .Arthur  L.  Ringle,  State  Health  Director,  in  a mes- 
sage observing  Public  Health  Nursing  Day,  has  expressed 
his  views. 

He  called  attention  to  recent  studies  made  by  the  Pro-- 
curement  and  .Assignment  Committee  of  the  State  Nursing 
Council  for  War  Service,  showing  a startling  lack  of  gradu- 
ate nurses  in  this  state  as  compared  to  national  standards. 

Dr.  Ringle  urged  graduate  nurses,,  who  are  not  now' 
working,  to  contact  the  State  Nurses  Association,  514  Medi- 
cal .Arts  Building,  Seattle,  any  public  health  officer  or  hos- 
pital so  that  their  service  may  be  utilized.  .All  interested 
in  nurses  aid  work  were  urged  to  contact  their  Red  Cross 
branch  or  any  hospital  to  see  if  assistance  can  be  rendered. 

He  emphasized  the  great  lack  of  graduate  nurses  existing 
in  the  sanatoria  of  this  state.  He  said  that  every  nurse 
graduating  from  classes  in  Washington  this  year  could  be 
utilized  within  the  state,  but  that  army  demands  have  been 
increased  to  the  extent  that  more  than  half  probably  w'ill  go 
into  the  services.  Those  interested  in  taking  nurse  training 
may  obtain  full  information  from  the  State  Nursing  Council 
for  War  Service,  514  Medical  .Arts  Building,  Seattle  1. 

ACTIVITIES  OF  STATE  DEPARTMENT  OF 
HEALTH  DURING  1944 

.At  the  beginning  of  the  third  year  of  war,  the  Washing- 
ton State  Health  Department  found  itself  greatly  expanded 
in  program,  with  a simplified  and  unified  administrative 
system,  accomplished  late  in  the  year  effective  November 
1,  1944. 

.As  now  operating,  there  are  four  divisions  responsible  for 
carrying  on  the  major,  basic  functions  of  the  Health  De- 
partment. Under  each  division  are  grouped  the  various  serv- 
ices and  programs  which  operate  directly  as  part  of  the 
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division’s  activities.  These  programs  and  services  are,  for 
administrative  purposes,  grouped  in  subdivisions  known  as 
“sections.” 

.■\t  the  close  of  1944  the  State  Department  of  Health  Staff 
numbered  153,  including  professional  and  office  personnel. 
Various  activities  include  the  personnel  and  accounts  sec- 
tion which  offers  assistance  to  the  state  personnel  board  in 
recruitment  of  qualified  trained  public  health  personnel  for 
employment  by  state  and  local  health  departments.  A large 
portion  of  the  work  carried  by  the  personnel  and  accounts 
section  pertains  to  preparation  of  budgets,  expending  state 
and  Federal  funds  for  both  State  and  local  health  depart- 
ments, and  is  responsible  for  accounting  of  such  expendi- 
tures. 

To  meet  its  new  responsibilities  as  a Public  Health  Sta- 
tistics Section,  the  former  Division  of  Vital  Statistics,  under- 
went reorganization  and  streamlining  of  activities  during 
1944.  The  services  of  this  section  were  made  available  to 
both  state  and  local  departments.  In  addition  to  the  regular 
analyses  of  births,  deaths  and  other  vital  statistics,  machine 
analyses  of  venereal  diseases,  communicable  disease,  emer- 
gency maternal  and  infant  care,  and  other  statistical  data 
are  also  furnished  now. 

During  the  year  the  Public  Health  Education  Section 
carried  on  a wide  program,  assisting  in  arrangements  for 
participation  of  public  health  personnel  in  state  conferences 
or  educational  institutes  held  by  various  associations  and 
societies.  With  approval  of  the  State  Health  Director,  a 
health  education  consultant  from  the  staff  was  assigned  to 
the  State  Department  of  Public  Instruction  to  assist  in  de- 
velopment and  conduct  of  a Community-School  Health 
Education  Project  to  be  carried  on  in  forty-nine  secondary 
schools  of  the  state.  The  section  also  aided  State  officers  of 
the  Junior  Federated  Women’s  Clubs  in  promoting  a study 
of  the  health  services  and  resources  throughout  the  state. 

In  the  twelve  month  period  all  books  owned  by  the  State 
Health  Department  have  been  classified  under  the  Dewey 
Decimal  System  by  a professional  cataloger.  Sixty  silent  and 
sound  films  were  made  available  to  official  and  lay  groups. 
State-wide  newspaper  publicity  was  maintained  by  weekly 
news  releases  being  issued  in  daily  papers,  and  county  health 
officers  also  receiving. 

Division  of  Public  Health  Engineering,  although  ham- 
pered by  a shortage  of  engineering  personnel,  due  to  many 
entering  the  armed  forces,  increased  population  and  needs 
for  the  services  of  the  division  in  connection  with  military 
and  naval  installations  and  war  industry,  found  difficulty 
in  maintaining  services  at  the  desired  level. 

Effective  operation  of  the  Sanitary  Engineering  Section 
functions  was  maintained  by  concentrating  on  the  most 
critical  phases  of  the  work,  especially  those  related  to  pro- 
viding safer  water  supplies  and  sewage  treatment  facilities 
for  municipal,  military  and  naval  establishments.  The  sec- 
tion was  responsible  for  construction  of  twenty-eight  sew- 
age treatment  plants  during  the  year. 

During  the  year  engineers  of  the  division  conducted  235 
investigations  of  public  water  supplies  and  held  174  con- 
ferences with  public  officials.  Thirty-nine  sets  of  plans  and 
sjjecifications  were  reviewed  and  approved. 

The  section  reviewed  and  approved  plans  for  46  sewerage 
systems  and  treatment  or  disposal  plants  to  serve  150,500 
persons.  At  the  opening  of  1944,  the  Division  of  Public 
Health  Engineering  inaugurated  a program  for  promotion 
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of  sewage  treatment  and  disposal  facilities  to  be  construct- 
ed as  post-war  projects. 

Advisory  assistance  to  local  health  departments  in  milk 
sanitation  was  continued  throughout  the  year,  the  Advisory 
Milk  Sanitation  holding  219  conferences  and  making  531 
field  trips  with  local  health  personnel.  There  were  7,770 
inspections  of  dairy  farms,  2,809  inspections  of  milk  plants 
made  by  personnel  of  local  health  departments. 

The  Advisory  Restaurant  Sanitarian  of  the  Public  Health 
Engineering  Division  completed  14  surveys  and  ratings 
throughout  the  state  and  made  a total  of  732  inspections. 
A manual  of  food  handling  procedures  was  published  during 
the  year  and  distributed  to  sanitarians  throughout  the  state. 
There  were  29,258  inspections  of  food  handling  establish- 
ments made  by  personnel  of  local  health  departments. 

The  Shellfish  Sanitarian  made  1017  inspections,  involving 
growing  areas,  loading  docks,  shucking  plants,  culling 
houses  and  floats,  shorelines  and  markets.  Rodent  control 
and  mosquito  control  were  other  programs  given  study. 

OTOLOGIST  FOR  STATE  DEPARTMENT 
OF  HEALTH 

Of  late  special  attention  has  been  centered  upon  defective 
hearing  and  its  bearing  upon  development  of  youth,  and 
the  prospect  of  recognizing  and  relieving  it  in  early  stages. 
The  proponents  of  this  movement  have  introduced  a bill 
before  the  legislature  for  appointment  of  an  otologist  in 
the  State  Board  of  Health  for  the  purpose  of  studying  this 
problem  in  school  children,  with  the  hope  of  relieving  it 
and  thus  promoting  the  welfare  of  these  youthful  citizens. 
Following  is  a copy  of  the  act: 

AN  ACT 

Providing  for  the  employment  of  an  otologist  by  the 
State  Department  of  Health  and  appropriating  money 
therefor. 

1 Section  1.  The  State  Director  of  Health  shall  appoint 

2 and  employ  an  otologist  skilled  in  diagnosis  of  diseases 

3 of  the  ear  and  defects  in  hearing,  especially  for  school 

4 children  with  an  impaired  sense  of  hearing,  and  shall  fix 

5 the  salary  of  such  otologist  in  a sum  not  exceeding  the 

6 salary  of  the  director. 

7 Sec.  2.  The  otologist  shall  cooperate  with  the  State 

8 Department  of  Public  Instruction,  and  with  the  state, 

9 county  and  city  health  officers,  seeking  for  the  children 

10  in  the  public  schools  who  are  hard  of  hearing,  or  have 

11  an  impaired  sense  of  hearing,  and  making  otological  in- 

12  spections  and  examinations  of  children  referred  to  him 

13  by  such  departments  and  officers.  Where  necessary  or 

14  proper  he  shall  make  recommendations  to  parents  or 

15  guardians  of  such  children,  and  urge  them  to  submit 

16  such  recommendations  to  physicians  to  be  selected  by 

17  such  parents  or  guardians. 

18  Sec.  3.  The  sum  of  twenty  thousand  dollars  ($20,000), 

19  or  so  much  thereof  as  may  be  necessary,  is  hereby  ap- 

20  propriated  from  the  State  General  Fund  for  special 

21  equipment,  supplies,  traveling  expenses,  and  the  salary  of 

22  such  otologist. 


TUBERCULOSIS  RESEARCH 

Research  in  clinical  tuberculosis  has  never  been  more 
sorely  needed  than  now  if  the  new  drugs  are  to  be  of  benefit 
in  combating  the  anticipated  plague  of  tuberculosis  which  is 
now  beginning  in  Europe.  Such  research  may  be  truly 
classified  as  “war  medicine”  since  tuberculosis  may  be  re- 
garded as  a sjiecific  pestilence  of  war  along  with  malaria, 
typhus  and  dysentery.  When  the  final  summation  of  the  toll 
of  this  war  is  made,  it  may  be  revealed  that  tuberculosis 
ranks  with  bombs  and  bullets  in  the  destruction  and  crip- 
pling of  civilian  populations.  (H.  C.  Hinshaw,  M.D.  and 
W.  H.  Feldman,  M.D.,  .4mer.  Rev.  Tbc.,  Sept.,  1944.) 
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SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Cowlitz  County  Medical  Society  met  at  its  regular  month- 
ly meeting  at  Hotel  Monticello,  Longview,  Wednesday  eve- 
ning, January  17,  194S.  W.  A.  Johnson  of  Longview,  new 
President,  presided  at  the  meeting. 

Oliver  Nisbet,  Assistant  Clinical  Professor  of  Surgery, 
University  of  Oregon,  gave  a most  interesting  illustrated 
lecture  on  “Surgical  Aspects  of  Gall  Bladder  Disease.”  He 
stressed  the  importance  of  careful  surgical  technic  in  gall- 
bladder resection  to  visualize  the  common  duct  before  sever- 
ing cystic  duct.  He  also  stressed  the  necessity  for  drainage 
in  all  cholecystectomies  and  a system  of  postoperative  ex- 
ercises to  prevent  thrombotic  complications. 

The  Ladies  Auxiliary  met  at  the  home  of  Mrs.  Justin 
McCarthy,  with  Mrs.  M.  A.  Kenney  of  Rainier  as  Assisting 
Hostess.  A round  table  discussion  was  held  on  the  Nurse 
Recruiting  program. 


KING  COUNTY  MEDICAL  SOCIETY 

The  annual  meeting  of  King  County  Medical  Society  was 
held  Januarx'  8,  Seattle,  in  auditorium  of  Medical  and  Den- 
tal Building,  at  8 p.m..  President  J.  E.  Hunter  presiding. 

The  following  were  elected  to  membership:  E.  C.  Brier, 
H.  W.  Edmonds,  L.  R.  Foxworthy,  F.  C.  Gibson,  Dorothy 
Gill,  F.  M.  Hardy-Smith,  P.  K.  Lund,  J.  F.  McDermott, 
J.  W.  Meigs,  K.  B.  Olson,  J.  Y.  Phillips  and  W.  W.  Whitla. 
•Applications  were  read  for  the  first  time  of  R.  L.  Gregg, 
N.  P.  Murphy  and  G.  B.  O’Neil.  .Application  of  M.  H. 
Evoy  was  read  for  the  second  time. 

It  was  voted  that  reports  of  commitees  should  not  be 
read  at  this  time  but  they  should  be  published  in  the  next 
issue  of  The  Bulletin. 

The  proposed  amendment  to  the  by-laws  relative  to  ad- 
mission of  members  was  defeated. 

The  following  officers  were  elected  for  1945:  president, 
H.  E.  Nichols;  president-elect,  J.  H.  Mathews;  secretary- 
treasurer,  B.  Zimmerman;  trustees,  J.  E.  Hunter,  R.  H. 
Somers  and  B.  T.  King;  delegates  to  Washington  State 
Medical  Association,  H.  E.  Nichols,  J.  H.  Mathews,  J.  E. 
Hunter,  .A.  H.  Peacock,  G.  N.  Rotton,  B.  T.  King,  D.  V. 
Trueblood,  R.  H.  Somers,  E.  W.  Rawson,  B.  P.  Mullen, 
B.  Zimmerman,  J.  W.  Baker  and  W.  M.  O’Shea;  alternates, 
F.  E.  Flaherty,  E.  B.  Potter,  F.  B.  Exner  and  E.  .A.  Nixon. 

.An  interesting  address  was  delivered  by  Commander  F. 
Shapiro,  M.C.,  U.  S.  Navy,  who  is  stationed  at  the  United 
States  Naval  Hospital  in  Seattle.  His  subject  was  “Experi- 
ences in  the  South  Pacific  Theater  of  War.” 

Retiring  president,  J.  E.  Hunter,  delivered  his  president’s 
address  after  which  he  presented  the  gavel  to  newly-elected 
president  Harold  E.  Nichols. 


PENICILLIN  FOR  TETANUS 
“In  view  of  the  high  mortality  of  tetanus,  even  when 
treated  with  large  doses  of  tetanus  antitoxin,  the  addition 
of  penicillin  is  apparently  a life  saving  measure,”  Russell 
Buxton,  M.D.,  and  Rachelle  Kurman,  M.D.,  Newport  News, 
Va.,  report  in  The  Journal  of  the  American  Medical  Asso- 
ciation for  January  6.  They  tell  of  2 patients  in  whom  the 
disease  was  well  advanced  when  the  combination  treatment 
was  started.  Both  recovered. 


MEDICAL  NOTES 

Physicians  in  the  Legislature.  In  previous  legislative 
sessions  there  have  been  several  physicians  elected  to  both 
Senate  and  House.  Owing  to  war  demands  at  the  present 
time,  there  is  only  one  doctor  in  each  branch  of  the  legisla- 
ture. These  are  Donald  Black  of  Port  .Angeles  in  the  Senate, 
and  Ulric  S.  Ford  of  Forks  in  the  House,  each  of  whom  is 
chairman  of  its  respective  medical  committee.  Both  of 
these  men  are  experienced  in  legislative  procedures,  having 
served  in  several  previous  legislative  sessions.  -Accordingly, 
measures  bearing  upon  the  health  of  the  state  will  be  in 
the  hands  of  members  of  the  medical  profession  who  are 
familiar  with  legislative  technic. 

Decrease  of  Communicable  Diseases.  The  State  De- 
partment of  Health  has  announced  a striking  decline  in 
many  classes  of  communicable  diseases  during  the  past  year. 
Only  5,893  cases  of  measles  were  reported  compared  with 
16,705  the  previous  year.  Whooping  cough  figures  were  re- 
spectively 1,401  against  2,307;  mumps  dropped  from  6,858 
to  5,081.  Scarlet  fever  cases  totaled  7,324  compared  with 
2,135  for  the  previous  year.  There  were  also  declines  in  Ger- 
man measles,  poliomyelitis,  meningitis  and  diphtheria. 

Venereal  Center  Proposed  for  State.  It  has  been  an- 
nounced that  the  Rapid  Treatment  Center  for  venereally 
diseased  women  which  has  been  operated  at  Florence  Crit- 
tenton  Home,  Seattle,  will  be  closed  on  account  of  the  re- 
duction of  patients,  owing  to  early  curative  results  follow- 
ing this  modern  treatment.  It  has  been  proposed  that  the 
Center  be  transferred  to  the  State  Department  for  its  main- 
tenance. 

-A  Tacoma  Blood  Bank  has  been  established  with  plasma, 
whole  blood  and  other  blood  products  available  for  armed 
services  and  civilians.  A committee  representing  the  medical 
profession,  hospitals  and  civilians  voted  to  incorporate  to 
operate  a nonprofit  corporation  to  promote  the  establish- 
ment of  this  bank.  The  blood  bank  will  be  located  at  the 
County  Hospital,  with  a bleeding  center  at  a convenient 
downtown  location. 

Health  Center  for  Everett.  Officials  of  Snohomish 
County  and  the  city  of  Ev'erett  are  planning  the  erection 
of  a proposed  health  center  in  that  city.  The  structure  will 
cost  $80,000,  and  will  take  over  the  city  and  county  medi- 
cal and  health  departments.  The  center  will  be  financed  by 
county,  city  and  federal  funds. 

Nurses’  Homes  to  Be  Constructed.  Plans  have  been 
completed  for  construction  of  a $375,000  nurses’  home  for 
Tacoma  General  Hospital.  Federal  Works  .Agency  has  allot- 
ted $187,000  for  this  purpose.  It  will  be  a four  story  edifice, 
T-shaped,  with  basement.  The  main  building,  among  other 
provisions,  will  contain  a chapel,  recreation  and  assembly 
rooms. 

SuNNYSiDE  Hospital.  The  Valley  Memorial  Hospital  .As- 
sociation has  selected  a site  for  hospital  construction  which 
is  270  by  373  feet.  Progress  is  being  made  in  raising  a 
$60,000  building  fund,  but  construction  wilt  depend  upon 
first  raising  this  sum. 

Bremerton  Blood  Bank.  Through  coofieration  of  Kitsap 
County  Medical  Society,  Kitsap  County  Public  Health 
Service  and  two  hospitals,  a blood  bank  for  civilian  cases 
is  being  built  at  Bremerton.  For  the  present  a limited 
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amount  of  blood  will  be  available,  with  expectation  of  ac- 
cumulating a greater  supply  in  the  near  future.  Volunteers 
have  been  solicited  for  starting  the  bank  which  will  be  sup- 
plied by  future  contributions  from  the  friends  of  patients. 

Xav.\l  Hospital  Expansion.  Construction  of  $790,000 
worth  of  additions  to  United  States  Naval  Hospital  at  Se- 
attle has  been  announced.  This  will  provide  a 120-bed  hos- 
pital unit  with  nurses’  quarters  and  barracks  for  Waves. 

.Addition  to  Hospital.  It  is  proposed  to  raise  $5,000  for 
an  addition  to  Ritzville  General  Hospital  and  purchase  of 
new  equipment.  This  will  increase  the  hospital  capacity  to 
23  beds.  It  will  provide  wards  of  nine  beds  and  a nursery. 

Hospital  for  Ephrata.  Service  clubs  and  other  organiza- 
tions in  Grant  County  have  united  to  raise  $30,000  to  reno- 
vate and  equip  as  a hospital  at  Ephrata,  the  former  Grant 
County  old  folks  home.  It  is  proposed  to  model  the  build- 
ing for  wards  and  private  rooms.  The  second  floor  would 
be  finished  as  nurses’  quarters  and  an  additional  ward. 

Plans  for  Research  Work.  It  has  been  announced  that 
$25,000  has  been  set  aside  for  establishing  research  work  at 
King  County  Hospital  in  Seattle.  It  is  said  the  fund  is  open 
for  the  receipt  of  further  gifts  for  this  purpose. 


OBITUARIES 


Dr.  Frederick  L.  Ball  of  Bremerton,  died  December 
17  of  coronary  thrombosis  while  en  route  to  a hospital.  He 
was  born  at  Watertown,  South  Dakota,  in  1901.  He  grad- 
uated from  George  Washington  University  School  of  Medi- 
cine in  Washington,  D.  C.,  in  1938,  and  interned  at  Swed- 
ish Hospital  and  Children’s  Orthopedic  Hospital  in  Seattle. 
He  had  practiced  in  Bremerton  since  1941,  previously  be- 
ing located  on  Bainbridge  Lsland.  He  was  the  newly  elected 
president  of  Kitsap  County  Medical  Society. 

Dr.  James  Franckum  of  Blaine,  68  years,  died  Dec.  12 
following  a heart  attack  resulting  from  a fall,  while  visiting 
at  Vancouver,  B.  C.  He  was  born  in  Halifax,  Nova  Scotia. 
He  obtained  his  medical  degree  from  the  University  of 
Bishop  College  Faculty  of  Medicine  at  Montreal  in  1908, 
-After  several  years  as  medical  officer  on  Cunard  liners,  he 
settled  in  .Alberta  in  1911.  He  practiced  for  twenty  years  in 
Blaine,  where  he  was  well  known,  being  described  as  its 
foremost  and  best  beloved  citizen. 

Dr.  Chauncey  B.  Jones  of  Everett,  79  years,  died  De- 
cember 28  during  sleep.  He  graduated  from  Chicago  College 
of  Medicine  and  Surgery  in  1905.  He  had  practiced  in 
Everett  for  thirty-five  years.  He  was  prominent  in  the 
city,  both  professionally  and  otherwise. 


IDAHO  STATE 
MEDICAL  ASSOCIATION 


MEDICAL  NOTES 


State  Senator  Resigns.  C.  .A.  Robins  of  St.  Maries, 
well  known  as  state  senator,  has  resigned  because  he  is  the 
only  physician  and  surgeon  in  the  county.  No  replacement 
could  be  found  for  him  during  the  sixty  day  legislative 
session.  Gov.  Bottolfsen  appointed  another  Republican  as 
his  successor,  leaving  the  makeup  of  the  senate  unchanged 
at  24  Republicans  and  20  Democrats. 

State  Board  of  Health.  The  following  physicians  were 
named  on  the  State  Board  of  Medical  Examiners  for  Idaho 
by  Governor  Charles  C.  Gossett.  The  appointments  are  ef- 
fective January  10  and  are  good  for  two  years.  H.  B.  Wool- 
ley  of  Idaho  Falls,  R.  L.  Rodwell  of  Nampa,  and  Glenn 
McCaffery  of  Kellogg.  Those  reappointed  were:  G.  O. 
Halley  of  Twin  Falls,  S.  M.  Poindexter  of  Boise  and  C.  O. 
.Armstrong  of  Moscow. 

Hospital  Officials.  Staff  officers  for  St.  .Alphonsus  Hos- 
pital, Boise,  for  the  year  1945  were  elected  in  January. 
President,  George  Wahle;  Vice-President,  R.  L.  Peterson; 
Secretary-Treasurer,  Leo  Jewell. 

Staff  officers  for  St.  Lukes  Hospital,  Boise,  for  the  year 
1945  were  elected  in  January.  President,  O.  F.  Swindell; 
Vice-President,  T.  N.  Braxton;  Secretary-Treasurer,  A.  M. 
Popma. 

Report  of  EMIC  Operations.  Since  its  inauguration  in 
Idaho  in  .August  of  1942,  it  is  stated  that  the  EMIC  pro- 
gram has  cared  for  2,739  expectant  mothers.  It  included 


payment  of  maternity  medical  and  hospital  fees  for  the 
wives  of  men  in  the  lower  paid  grades  in  military  service. 
Forty-four  hospitals  and  nine  maternity  homes  in  the  state 
have  participated  in  this  program. 

Establishment  of  Health  Center.  A center  for  the 
rapid  treatment  of  venereal  disease  has  been  opened  at 
Boise,  located  at  the  Soldiers’  Home.  Dr.  L.  J.  Lull,  director 
of  the  Idaho  Department  of  Public  Health,  has  cooperated 
with  the  officials  in  management  of  the  center.  Satisfac- 
tory results  in  rapid  cure  of  patients  have  been  announced. 

County  Leases  Hospital.  The  commissioners  of  Bound- 
ary County  have  leased  the  Bonners  Ferry  hospital  for  a 
term  of  five  years.  The  present  management  of  the  hospital 
will  be  continued.  The  name  of  the  hospital  will  be  changed 
to  Fry  Memorial  Hospital,  honoring  the  late  Dr.  E.  E.  Fry. 

Naturopaths  Seek  License.  .A  bill  has  been  introduced 
in  the  Senate  of  the  present  legislative  session  to  license 
the  practice  of  naturopathy  and  set  up  a separate  board  of 
examiners  for  naturopaths.  The  outcome  of  this  measure 
will  be  awaited  with  interest. 

Hospital  Under  Construction.  .A  new  wing  to  cost 
$55,000  is  being  constructed  at  Gritman  Memorial  Hospital. 
It  is  to  be  a three  story  concrete  building,  progress  hav- 
ing been  delayed  by  cold  weather. 

Ward  Peterson,  who  formerly  practiced  pediatrics  in 
Boise,  has  been  discharged  from  the  .Army  .Air  Forces.  He 
will  resume  the  practice  of  pediatrics  in  Boise  February  1. 


February,  1945 


STATE  SECTION ALASKA 


65 


ALASKA  TERRITORIAL 
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ANNUAL  MEETING 

MEDICAL  ASSOCIATION 

JUNEAU,  1945 

BASIC  SCIENCE  LAW 


An  indication  of  the  progressive  and  uptodate  purposes 
of  the  Alaska  medical  profession  is  demonstrated  by  the 
proposed  enactment  of  a basic  science  law  to  assure  compe- 
tent and  trained  medical  practitioners  for  coming  years  in 
this  territory.  Such  a law  will  be  in  accordance  with  those 
established  in  most  of  the  states.  There  can  be  no  apparent 
objection  to  the  enactment  of  such  a law  intended  solely  for 
the  protection  of  the  health  of  the  citizens.  Its  passage  by 
the  sitting  territorial  legislature  is  anticipated.  Here  fol- 
lows a copy  of  this  Act: 

DRAFT  OF  PROPOSED  BASIC  SCIENCE  ACT 

•An  -Act  to  establish  a Territorial  Board  of  E.xaminers  in 
the  basic  sciences  underlying  the  practice  of  the  healing  art, 
to  provide  for  its  organization  and  powers,  to  provide  that 
certification  by  that  Board  be  a prerequisite  to  eligibility  for 
examination  for  license  to  practice  the  healing  art,  and  to 
define  the  healing  art. 

Be  it  enacted  by  the  Legislature  of  the  Territory  of 
•Alaska: 

Section  1.  Basic  Science  Certificate  Required.  No  per- 
son shall  be  permitted  to  take  an  examination  for  a license 
to  practice  the  healing  art  or  any  branch  thereof,  or  be 
granted  any  such  license,  unless  he  has  presented  to  the 
Board  or  officer  empowered  to  issue  such  a license  as  the 
applicant  seeks,  a certificate  of  ability  in  anatomy,  physi- 
ology, chemistry,  bacteriology,  and  pathology  (hereinafter 
referred  to  as  the  basic  sciences)  issued  by  the  Territorial 
Board  of  Examiners  in  the  basic  sciences. 

Section  2.  Healing  .Art  Defined.  For  the  purposes  of 
this  .Act,  the  healing  art  includes  any  system,  treatment,  op- 
eration, diagnosis,  prescription,  or  practice  for  the  ascer- 
tainment, cure,  relief,  palliation,  adjustment,  or  correction 
of  any  human  disease,  ailment,  deformity,  injury,  or  un- 
healthy or  abnormal  physical  or  mental  condition. 

Section  3.  Board  of  Examiners  in  the  Basic  Sciences 
■Authorized.  The  Governor,  within  thirty  days  after  this 
.Act  takes  effect,  shall  appoint  a Territorial  Board  of  Exami- 
ners in  the  basic  sciences  (hereinafter  referred  to  as  the 
Board),  consisting  of  five  members.  The  members  of  said 
Board  shall  be  appointed  one  for  one  year,  one  for  two 
years,  one  for  three  years,  one  for  four  years,  and  one  for 
five  years,  from  the  dates  of  their  respective  appointments. 
On  the  expiration  of  the  term  of  any  member,  the  Governor 
shall  fill  the  vacancy  by  appointment  for  a term  of  five 
years.  On  the  death,  resignation  or  removal  of  any  member, 
the  Governor  shall  fill  the  vacancy  by  appointment  for  the 
unexpired  portion  of  the  term.  Every  member  shall  serve 
until  his  successor  is  appointed  and  qualified.  The  members 
of  the  Board  shall  be  selected  because  of  their  knowledge 
of  the  basic  sciences  aforesaid.  Each  member  shall  have 
resided  in  .Alaska  not  less  than  one  year  next  preceding  his 
appointment.  No  member  of  the  Board  shall  be  actively 
engaged  in  the  practice  of  the  healing  art  or  of  any  branch 
thereof. 

Section  4.  Organization  of  Board.  The  Board  shall  or- 
ganize as  soon  as  practicable  after  its  appointment.  It  .shall 
have  authority  to  elect  officers,  to  adopt  a seal,  and  to  make 
such  rules  as  it  deems  expedient  to  carry  this  act  into  effect. 
The  Board  shall  keep  a record  of  its  proceedings,  which 
shall  be  prima  facie  evidence  of  all  matters  contained 
therein.  Every  member  shall  receive  $10  per  diem  and  actual 
expenses,  when  actively  engaged  in  the  discharge  of  his 
duties.  The  compensation  of  the  members  and  the  other 
expenses  of  the  Board  shall  be  paid  out  of  the  fees  received 


from  applicants,  but  this  is  not  to  be  construed  as  prevent- 
ing appropriations  to  cover  deficits.  The  Treasurer  of  the 
Board  shall  give  such  bond  running  in  favor  of  the  Terri- 
tory, as  the  Territorial  Treasurer  may  determine.  The  office 
of  the  Board  shall  be  at  Juneau,  and  quarters  for  that  office 
shall  be  assigned  in  the  Territorial  building  or  in  some  other 
building  occupied  by  the  Territorial  government. 

Section  S.  Fees  Payable  by  Applicants.  The  fee  for 
examination  by  the  Board  shall  be  $50.  The  fee  for  re- 
examination within  any  12  month  period  shall  be  $25  but 
the  fee  for  re-examination  after  the  expiration  of  12  months 
shall  be  the  same  as  the  original  fee.  The  fee  for  the  issue 
of  a certificate  by  authority  of  reciprocity,  on  the  basis  of 
qualifications  as  determined  by  the  proper  agency  of  some 
other  State,  Territory  or  the  District  of  Columbia,  shall  be 
$25.  .All  fees  shall  be  paid  to  the  Board  by  the  applicant 
when  he  files  his  application.  The  Board  shall  pay  all  money 
received  as  fees  into  the  Territorial  treasury  to  be  placed 
in  a special  fund  to  the  credit  of  the  Board.  The  Terri- 
torial treasurer  shall  pay  out  of  such  fund  all  expenses  in- 
curred by  the  Board,  on  vouchers  signed  by  the  President 
and  the  Secretary  of  the  Board. 

Section  6.  Examinations.  The  Board  shall  conduct  ex- 
aminations at  such  times  and  places  as  it  deems  best.  Every 
applicant  except  as  hereinafter  provided,  shall  be  examined 
to  determine  his  knowledge,  ability,  and  skill  in  the  basic 
sciences.  The  examinations  shall  be  conducted  in  writing, 
but  may  be  supplemented  by  examinations  in  the  labora- 
tory, dissecting  room  and  dispensary  and  at  the  bedside. 
If  the  applicant  receives  a credit  of  75%  or  more  in  each 
of  the  basic  sciences,  he  shall  be  considered  as  having 
passed  the  examination.  If  the  applicant  receives  less  than 
75%  in  one  subject  and  receives  75%  or  more  in  each  of 
the  remaining  subjects,  he  shall  be  allowed  a re-examination 
at  the  examination  next  ensuing,  on  application  and  the 
payment  of  the  prescribed  fee,  and  he  shall  be  required  to 
be  re-examined  only  in  the  subject  in  which  he  received  a 
rating  less  than  75%.  If  the  applicant  receives  less  than 
75%  in  more  than  one  subject,  he  shall  not  be  re-examined 
unless  he  presents  proof,  satisfactory  to  the  Board,  of  addi- 
tional study  in  the  basic  sciences  sufficient  to  justify  re- 
examination. 

Section  7.  Requirements  for  Certificate.  No  certificate 
shall  be  issued  by  the  Board  unless  the  person  applying  for 
it  submits  evidence,  satisfactory  to  the  Board  (1)  that  he  is 
not  less  than  21  years  old;  (2)  that  he  is  a person  of  good 
moral  character;  (3)  that  before  he  began  the  study  of  the 
healing  art  he  was  graduated  by  a high  school  accredited 
by  the  University  of  Alaska,  or  a school  of  similar  grade, 
or  that  he  possesses  educational  qualifications  equivalent  to 
those  required  for  graduation  by  such  an  accredited  high 
school;  and  (4)  that  he  has  a comprehensive  knowledge  of 
the  basic  sciences  as  shown  by  his  passing  the  examination 
given  by  the  Board,  as  by  this  act  required.  This  shall  not 
be  construed  to  prevent  the  issue  of  certificates  under  the 
provisions  of  Section  8 of  this  .Act. 

Section  8.  Reciprocity.  The  Board  may  in  its  discretion 
waive  the  examination  required  by  Section  7,  when  proof 
satisfactory  to  the  Board  is  submitted,  showing  (1)  that  the 
applicant  has  passed  in  any  State  or  Territory  an  examina- 
tion in  the  basic  sciences  either  before  a Board  of  Exami- 
ners in  the  basic  sciences  or  before  a State  Board  authorized 
to  issue  licenses  to  practice  the  healing  art;  (2)  that  the 
requirements  of  that  State  or  Territory  are  not  less  than 
those  required  by  this  .Act  as  a condition  precedent  to  the 
issue  of  a certificate;  and  (3)  that  the  Board  of  Examiners 
in  the  basic  sciences  in  that  State  or  Territory  grants  like 
exemption  from  examination  in  the  ba.sic  sciences  to  per- 
sons holding  certificates  from  the  Territorial  Board  of 
Examiners  in  the  Basic  Sciences  of  .Alaska,  or  holding 
licenses  to  practice  the  healing  art  according  to  the  method 
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or  school  that  the  applicant  proposes  to  follow,  issued  after 
examination  by  the  proper  Licensing  Board  of  Alaska. 

Section  9.  .Appeals.  .\ny  person  aggrieved  by  any  action 
of  the  Board  may  appeal  to  the  District  Court  of  the  judi- 
cial division  in  which  the  appellant  has  his  residence.  Such 
appeal  shall  be  taken  by  serving  on  the  Secretary  of  the 
Board  a notice  of  appeal,  stating  the  action  from  which  the 
appeal  is  taken,  and  if  the  appeal  is  from  an  order  of  the 
Board,  stating  such  order  or  the  part  thereof  from  which  the 
appeal  is  taken  and  filing  with  the  Secretary  of  the  Board 
a bond  in  the  sum  of  $500  conditioned  for  the  payment  of 
all  costs  of  the  appeal  and  all  damages  sustained  by  any 
person  because  of  the  appellant’s  failure  to  comply  with  the 
terms  of  the  action  or  order  of  the  Board,  if  such  action  or 
order  be  held  to  be  legal  and  valid.  On  the  filing  and  appro- 
val of  such  Bond  the  action  or  order,  or  the  part  thereof 
appealed  from,  shall  be  stayed  pending  the  final  determina- 
tion of  the  controversy.  Immediately  on  the  perfecting  of 
such  appeal  the  Secretay  of  the  Board  shall  transmit  to  the 
Clerk  of  the  Court  of  such  division  the  notice  of  the  appeal 
and  the  bond  and  a certified  copy  of  all  proceedings  of  the 
Board  relating  to  the  action  or  order  from  which  the  ap- 
peal is  taken ; and  such  cause  shall  thereupon  stand  for 
trial  at  the  first  regular  term  of  the  Court  thereafter. 

Section  10.  Certificates  and  Licenses  Void.  .Any  basic 
science  certificate  and  any  license  to  practice  the  healing 
art  or  any  branch  thereof,  issued  contrary  to  this  .Act,  is 
void.  The  certificate  issued  to  any  person  by  the  Territorial 
Board  of  Examiners  in  the  basic  sciences  shall  be  revoked 
automatically  by  the  revocation  of  his  license  to  practice 
the  healing  art  or  any  branch  thereof. 

Section  11.  Practice  Without  Basic  Science  Certifi- 
cate Forbidden.  .Any  person  who  practices  the  healing  art 
or  any  branch  thereof  without  having  obtained  a valid 
certificate  from  the  Territorial  Board  of  Examiners  in  the 
basic  sciences,  except  as  otherwise  authorized  by  this  .Act, 
shall  be  fined  not  more  than  $500  or  imprisoned  for  not 
more  than  6 months,  or  both,  in  the  discretion  of  the  Court. 

Section  12.  Fraudulent  Certificates  Forbidden.  .Any 
person  who  obtains  or  attempts  to  obtain  a basic  science 
certificate  by  dishonest  or  fraudulent  means,  or  who  forges, 
counterfeits,  or  fraudulently  alters  any  such  certificate,  shall 
be  fined  not  more  than  $500  or  imprisoned  not  more  than 
6 months,  or  both,  in  the  discretion  of  the  Court. 

Section  13.  Fraudulent  Licenses  Forbidden.  .Any  person 
who  obtains  or  attempts  to  obtain  a license  to  practice  the 
healing  art  or  any  branch  thereof  from  any  Board  or  officer 
authorized  to  issue  any  such  license,  without  presenting  to 
said  Board  or  officer  a valid  certificate  issued  to  the  appli- 
cant by  the  Territorial  Board  of  Examiners  in  the  basic 
sciences,  as  in  this  .Act  required,  shall  be  fined  not  more 
than  $500  or  imprisoned  not  more  than  6 months,  or  both, 
in  the  discretion  of  the  Court. 

Section  14.  Issue  of  Fraudulent  Licenses  Forbidden. 
.Any  person  who  knowingly  issues  or  participates  in  the 
issue  of  a license  to  practice  the  healing  art  or  any  branch 
thereof  (1)  to  any  person  who  has  not  presented  to  the 
Licensing  Board  a valid  certificate  from  the  Territorial 
Board  of  Examiners  in  the  basic  sciences  or  (2)  to  any 
person  who  has  presented  to  such  Licensing  Board  a cer- 
tificate obtained  from  the  Territorial  Board  of  Examiners 
in  the  basic  sciences  by  dishonesty  or  fraud,  or  any  forged 
or  counterfeit  certificate,  shall  be  fined  not  more  than  $500 
or  imprisoned  not  more  than  6 months,  or  both,  in  the  dis- 
cretion of  the  Court. 

Section  15.  Fees  Paid  Unauthorized  Practitioners  Re- 
coverable. A person  who  has  paid  money  or  anything  of 
value  to  a person  not  authorized  to  practice  the  healing  art 
or  any  branch  thereof,  as  compensation  for  services  ren- 
dered in  the  practice  of  the  healing  art  or  any  branch 
thereof,  when  the  payer  did  not  know  at  the  time  of 
payment  that  the  payee  was  neither  the  holder  of  a cer- 
tificate issued  by  the  Territorial  Board  of  Examiners  in 
the  basic  sciences  nor  authorized  to  practice  without  such 
a certificate,  may  recover  such  money  or  the  value  of  the 
thing  paid,  by  an  action  at  law  instituted  within  two  years 
from  the  date  of  payment. 

Section  16.  Enforcement.  The  Territorial  Board  of  Ex- 
aminers in  the  basic  sciences  and  the  several  Boards  author- 


ized to  issue  licenses  to  practice  the  healing  art  and  branches 
thereof,  shall  investigate  every  supposed  violation  of  this 
.Act  coming  within  the  scope  of  the  authority  of  such 
Boards,  respectively,  and  report  to  the  .Attorney  General  of 
.Alaska  all  cases  that  in  the  judgment  of  the  Board  warrant 
prosecution.  Every  police  officer,  marshal  and  peace  officer 
shall  investigate  every  supposed  violation  of  this  -Act  that 
comes  to  his  notice  or  of  which  he  has  received  complaint, 
and  apprehend  and  arrest  all  violators.  It  shall  be  the  duty 
of  the  .Attorney  General  to  prosecute  violations  of  this  .Act. 

Section  17.  Exceptions.  This  .Act  shall  not  be  construed 
as  applying  to  dentists,  pharmacists,  nurses  and  optometrists 
practicing  within  the  limits  of  their  respective  callings ; nor 
to  persons  licensed  to  practice  the  healing  art  or  any  branch 
thereof  in  .Alaska  when  this  Act  takes  effect ; nor  to  persons 
specifically  permitted  by  law  to  practice  without  licenses, 
who  practice  each  within  the  limits  of  the  privilege  thus 
granted  to  him. 

Section  18.  Saving  Clause.  Nothing  in  this  Act  shall  be 
construed  as  repealing  any  statutory  provision  in  force  at 
the  time  of  its  passage  with  reference  to  the  requirements 
governing  the  issue  of  licenses  to  practice  the  healing  art 
or  any  branch  thereof,  or  as  in  any  way  lessening  such  re- 
quirements. The  unconstitutionality  of  any  part  of  this  .Act 
shall  not  be  construed  as  invalidating  any  other  separable 
part  of  it. 

Section  19.  Short  Title.  This  Act  may  be  cited  as  Basic 
Science  .Act  1945. 

Section  20.  Repeal.  .All  .Acts  and  parts  of  .Acts  contrary 
to  the  provisions  of  this  Act  or  inconsistent  therewith  are 
hereby  repealed. 


MEDICAL  NOTES 


■American  College  of  Surgeons.  Word  was  received  last 
month  of  the  acceptance  into  the  .American  College  of  Sur- 
geons of  two  Alaska  men,  Aubrey  R.  Carter  of  Fairbanks 
and  Powis  Lee  Heitmeyer  of  .Anchorage. 

St.  .Ann’s  Hospital,  Juneau,  has  recently  completed  the 
installation  of  a new  $8,000  General  Electric  X-ray. 

Do  You  Know  that  Vincent’s  .Angina  can  be  diagnosed 
earlier  and  more  easily  by  using  gentian  violet  as  the  stain  ? 


GRANDMA  COULD  POUND  OUT  HER 
FRUSTR.ATIOxNS 

Mrs.  Duvall  says,  “The  escapes  open  to  past  generations 
are  no  longer  possible.  Grandmother  may  have  been  un- 
happy in  her  marriage,  as  indeed  she  often  was.  But  she 
could  play  her  housekeeper  role  with  a sense  of  adequacy. 
She  could  pound  out  her  frustrations  as  she  churned  the 
butter  or  beat  the  carpets ; exactly  as  her  husband  did  as 
he  chopped  the  wood  and  tore  into  the  haying.  Such  re- 
leases are  rare  today.  So  it  is  no  wonder  that  the  damming 
up  of  unexpressed  emotion  breaks  forth  in  the  floods  of 
hostility  that  inundate  so  much  of  our  common  life.” 

Education  for  marriage  with  an  understanding  of  what 
the  coming  of  babies  means  in  family  life  is  a vital  essen- 
tial in  the  education  of  every  growing  young  person. 
Prudery  still  stands  guard  in  many  communities  where 
the  schools,  churches  and  other  means  of  reaching  young 
people  still  bar  frank  and  constructive  discussion  of  this 
subject.  The  opening  of  new  channels  for  reaching  young 
people  with  these  facts  must  be  the  concern  of  those  who 
are  working  for  the  safe  and  satisfying  coming  of  babies. 
.As  maternal  and  infant  deaths  grow  fewer,  more  emphasis 
must  be  placed  upon  the  constructive  side  of  getting  the 
most  out  of  the  coming  of  a baby,  from  the  emotional  as 
well  as  the  physical  point  of  view. 


February,  1945 
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Endocrinology  of  Woman.  By  E.  C.  Hamblen,  B.X., 
M.D.,  F.A.C.S.,  Clinical  Professor  of  Endocrinology  and 
Associate  Professor  of  Obstetrics  and  Gynecology,  Duke 
University  School  of  Medicine,  etc.  S71  pp.,  $8.  Charles  C. 
Thomas,  Springfield,  Illinois,  1945. 

In  this  volume  the  author  epitomizes  the  progress  that 
has  been  made  in  endocrinology.  The  presentation  includes 
not  only  the  subject  as  applied  to  woman,  but  the  whole 
field  of  hormones  and  their  influences  on  physiologic  proc- 
ess^. In  this  field,  in  which  the  horizon  has  been  so  active- 
ly widening  during  the  past  few  years,  progress  has  brought 
to  view  many  new  facts  and  revealed  new  correlations. 
Such  information  has  justified  the  development  of  new 
theories  and  the  initiation  of  new  clinical  concepts.  .A  sum- 
mary of  present  beliefs  and  practices  is  very  timely. 

The  subject  matter  is  well  organized  and  interestingly 
presented  under  five  headings:  Endocrine  Glands,  .Applied 
Endocrine  Physiology,  Endocrine  Diagnostic  Methods, 
Functional  Disorders  of  the  Endocrine  Glands,  Endocrinol- 
ogy -Applied  to  Gynecologic  Disease. 

Numerous  references  in  the  form  of  footnotes  for  docu- 
mentation and  lists  of  texts,  monographs,  articles  and  re- 
views of  articles,  all  in  English,  add  to  the  value  of  the 
volume.  The  information  contained  in  this  book  should  be 
a part  of  the  armamentarium  of  every  doctor  of  medicine. 

C.  F.  Davidson 


-Atlas  of  the  Blood  in  Children.  By  Kenneth  D.  Black- 
man, M.D.,  Professor  of  Pediatrics,  Harvard  Medical  School, 
etc.;  Louis  K.  Diamond,  M.D.,  Assistant  Professor  of  Pedi- 
atrics, Harvard  Medical  School,  etc.  Illustrations  by  C. 
Merrill  Leister,  M.D.,  Pediatrician,  St.  Luke’s  Hospital, 
Bethlehem,  Pa.,  etc.  320  pp.,  $12.  The  Commonwealth  Fund, 
New  York,  1944. 

The  keynote  of  this  volume  is  struck  in  the  first  sentence 
of  the  Foreword,  when  it  states  that  “Illustration  is  essen- 
tial in  hematology.”  Study  of  the  blood  is  a visual  process, 
and  no  recent  publication  better  exemplifies  the  forceful- 
ness, brevity  and  clarity  with  which  a subject  can  be  vis- 
ually presented  than  this  volume  with  its  seventy  color 
plates  of  the  blood  in  various  conditions  as  found  in  chil- 
dren. 

The  material  represents  the  accumulative  efforts  of  its 
authors  to  clarify  and  present  in  a relatively  simple  and 
orderly  form  the  blood  conditions  as  observed  by  them 
since  the  inception  of  their  hematology  laboratory  in  1927. 
The  result  is  a concise,  ready  reference,  in  which  the  prac- 
titioner of  adult  medicine  as  well  as  the  pediatrician  can 
find  necessary  information  regarding  the  minor  deviations  of 
the  blood  in  children  and  the  pertinent  facts  about  specific 
blood  dyscrasies.  A chart  of  normal  blood  values  at  ages 
0-12  years  is  presented  in  table  form. 

Classification  of  blood  cells  and  their  derivation  is  briefly 
outlined  and  then  the  authors  go  directly  to  the  specific 
conditions,  giving  for  each  the  symptoms  and  signs,  lab- 
oratory data,  diagnosis,  course,  prognosis  and  treatment. 
To  supplement  this  there  are  illustrative  cases  for  each 
condition  and  references  to  the  color  plates.  These  com- 
prise the  second  half  of  the  volume.  A unique  feature  of 
these  plates  is  that,  for  the  most  part,  they  are  representa- 
tive fields  and  not  compilations  of  cells  placed  in  a field 
by  an  artist  to  emphasize  a point.  Lastly,  there  is  a com- 
plete bibliography  for  those  interested  in  further  informa- 


tion. This  is  truly  an  atlas  of  blood  in  children  and  a pub- 
lication to  which  every  doctor  should  have  access. 

W.  B.  Chesley 


The  Avitaminoses.  The  Chemical,  Clinical  and  Patho- 
logical Aspects  of  the  Vitamin  Deficiency  Diseases.  By 
Walter  H.  Eddy,  Ph.D.,  Emeritus  Professor  of  Physiologi- 
cal Chemistry,  Teachers  College,  Columbia  University;  and 
Gilbert  Dalldorf,  M.D.,  Pathologist  of  the  Grasslands  and 
Northern  Westchester  Hospitals,  Westchester  County,  New 
York.  Third  Edition.  438  pp.,  $4.50.  The  Williams  & Wil- 
kins Company,  Baltimore,  1944. 

Of  late  years  no  medical  subject  has  received  more  pub- 
licity in  the  daily  press  and  medical  journals  than  that  of 
vitamins.  The  people  have  been  assured  that  most  of  them 
need  these  preparations  for  their  wellbeing,  but  few  indi- 
viduals are  familiar  with  their  production  and  physical 
actions. 

It  is  stated  that  this  book  has  been  planned  to  present 
current  views  concerning  the  nature  and  functions  of  vita- 
mins, discussing  what  is  known  of  the  pathologic  anatomy 
and  clinical  aspects  of  diseases  due  to  their  insufficiency. 
Its  purpose  is  particularly  to  deal  with  development  of 
anatomic  criteria  in  order  to  evaluate  results  of  dietary 
experiments  and  application  of  this  knowledge  to  the  prac- 
tice of  medicine.  It  includes  discussion  of  the  nature  of  the 
various  vitamins  and  their  functions,  as  well  as  other  in- 
formation of  practical  nature. 

Part  One  discusses  chemical  nature  of  vitamins,  their 
behavior  and  requirements.  Chapters  are  devoted  to  the 
nature  and  function  of  different  vitamins,  each  of  ten  chap- 
ters being  devoted  to  consideration  of  one  particular 
vitamin. 

Part  Two  considers  the  avitaminoses.  Ten  chapters  deal 
with  deficiencies  of  distinct  vitamins,  followed  by  chapters 
on  the  vitamins  and  infectious  diseases  and  the  medical  care 
of  nutritional  failure. 

Part  Three  presents  technical  methods  of  vitamin  assay 
and  vitamin  values.  A suggestive  chapter  presents  labora- 
tory tests  useful  in  diagnosis  and  study  of  the  vitamin 
deficiency  diseases.  This  volume  should  be  of  use  to  any- 
one seeking  the  secrets  of  the  vitamins  and  their  activities. 

Symptoms  of  Visceral  Disease.  -A  study  of  the  Vegeta- 
tive Nervous  System  in  Its  Relationship  to  Clinical  Medi- 
cine. By  Francis  Marion  Pottenger,  A.M.,  M.D.,  LL.D., 
F..A.C.P.,  Medical  Director,  Pottenger  Sanatorium  and 
Clinic  for  Diseases  of  the  Chest,  Monrovia,  California,  etc. 
Sixth  Edition.  With  Eighty-seven  Text  Illustrations  and 
Ten  Color  Plates.  442  pp.,  $5.  The  C.  V.  Mosby  Company, 
St.  Louis,  1944. 

The  author  states  that  this  book  attempts  to  bring  an 
important  phase  of  physiology  to  the  physician.  It  discusses 
man  as  a segmented  organism,  describing  visceral  and  so- 
matic relationships  to  neurons,  and  describes  the  reflexes 
which  result  from  this  association.  While  the  importance  of 
reflexes  is  emphasized,  it  is  shown  that  man  is  a unit, 
acted  upon  by  many  forces  which  determine  and  alter  nerve 
reaction.  Diseases  cannot  be  divided  into  those  of  one 
organ,  for  the  human  body  is  a unit.  One  part  cannot  be 
diseased  without  affecting  other  parts. 

Part  1 deals  with  the  vegetativ^e  nervous  system,  with 
chapters  on  general  considerations  of  vegetative  centers  in 
the  central  nervous  system,  differentiation  between  neurons 
of  the  thoracicolumbar  and  craniosacral  outflow.  Part  II 
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considers  relationship  between  the  vegetative  nervous  sys- 
tem and  the  symptoms  of  visceral  disease,  with  chapters 
describing  viscerogenic  reflexes,  visceral  pain,  sympathetic 
and  parasympathetic  syndromes. 

Part  III  describes  innervation  of  important  viscera  with 
the  clinical  study  of  the  important  viscerogenic  reflexes. 
Separate  chapters  are  devoted  to  applications  of  these 
principles  to  different  organs  of  the  body.  A reader  can 
obtain  much  information  on  this  complicated  subject  by 
careful  reading  of  this  volume. 


The  1944  Ye.4r  Book  of  Physical  Medicine.  Edited  by- 
Richard  Kovacs,  M.D.,  Professor  of  Physical  Therapy,  New 
York  Polyclinic  Medical  School  and  Hospital,  etc.  416  pp, 
$3.  The  Year  Book  Publishers,  Chicago,  1944. 

“The  year  1944  will  go  down  in  the  history  of  physical 
medicine  as  one  of  great  strides  toward  its  long  delayed 
expansion.”  This  result  has  been  attained  largely  by  the 
organization  of  the  Baruch  Committee  on  Physical  Medi- 
cine. Publicity  of  the  establishment  of  this  committee  and 
the  purposes  which  it  expected  to  accomplish  gained  na- 
tionwide circulation.  The  House  of  Delegates  of  .American 
Medical  .Association  in  1944  established  the  Council  on 
Physical  Medicine,  replacing  the  previous  Council  of  Ther- 
apy of  the  .Association.  It  was  officially  stated  that  the 
designation  physical  medicine  is  a more  inclusive  term, 
since  physical  agents  are  used  not  only  for  therapy  but  also 
for  diagnosis. 

New  methods  of  therapy  and  their  numerous  applications 
are  being  introduced  each  year.  This  volume  is  devoted  to 
a discussion  of  old  as  well  as  new  methods.  It  is  divided 
into  two  parts,  the  first  dealing  with  physical  therapeutic 
methods,  the  second  with  applied  physical  therapy.  Under 
the  latter,  attention  is  paid  to  physical  therapy  in  war  and 


rehabilitation.  Many  conditions,  both  in  civil  practice  as 
well  as  in  war,  are  benefited  by  physical  therapy  measures. 
These  are  too  numerous  to  be  reviewed  at  this  time,  but 
the  reader  is  advised  to  consult  this  volume  for  informa- 
tion on  all  latest  developments  in  this  line  of  practice. 

Medical  Uses  of  Soap,  .A  Symposium.  By  seven  physi- 
cians and  three  scientists.  41  illustrations.  182  pp,  $3.  J.  B. 
Lippincott  Company,  Philadelphia,  1945. 

Everyone  is  familiar  with  soap  as  a household  necessity 
for  cleanliness,  without  which  no  one  can  exist.  Probably 
many  are  not  aware  that  it  also  has  medical  uses.  This 
book  answers  many  questions  which  have  been  received 
as  to  the  effects  of  soap  on  skin  and  hair,  especially  on  the 
abnormal  skin,  and  its  effects  in  shaving,  shampooing  and 
other  applications.  Under  technology  are  included  chem- 
istry of  soap,  its  manufacture,  three  groups  of  new  deter- 
gents and  the  detergency  of  cleansing  action.  Effects  are 
presented  with  which  the  public  are  not  familiar  and  on 
which  they  should  be  informed.  There  are  discussions  of 
the  normal  and  the  abnormal  effects  of  soap  on  the  normal 
skin,  followed  by  effects  on  the  abnormal  or  diseased  skin. 
It  is  shown  that  dermatoses  may  be  produced  by  soap 
under  certain  conditions  which  are  herein  specified. 

Particular  attention  is  given  to  the  use  of  soaps  in  in- 
dustry and  by  the  industrial  worker.  It  is  often  considered 
that  the  hard  hand  of  toil  has  a skin  untouchable  by  wind, 
weather,  acid  or  solvents.  This  book  proves  the  error  of 
this  belief,  showing  various  skin  diseases  that  may  baffle 
the  worker,  methods  of  relief  and  preventing  such  condi- 
tions. There  is  a chapter  on  medical  uses  of  soap,  as  in  fifst 
aid,  venereal  disease,  scabies  and  othef  conditions.  This  is 
an  enlightening  volume  dealing  with  one  of  the  most  fa- 
miliar household  necessities. 


CLINICAL  FORUM 


PEDIATRIC  PROBLEM  FOR  FEBRUARA" 

There  are  certain  conditions,  affecting  the  morbidity  as 
well  as  mortality  of  infants,  which  one  encounters  during 
the  cold  season.  Examples  of  these  are  depicted  below.  What 
would  be  your  diagnosis  in  a high  percentage  of  cases  with 
no  more  history  or  examination  than  that  recorded? 

There  came  into  a doctor’s  office  in  one  day  the  three 
following  instances  of  ailments  fairly  common  to  infants: 

The  first,  J.  W.,  age  ten  months.  Mother  states  that  he 
slept  very  little  the  night  before,  in  fact,  kept  the  whole 
household  up.  Whining,  no  vomiting,  would  not  eat,  would 
take  but  little  water,  and  constantly  restless.  -A  meager  ex- 
amination reveals  the  child  to  have  a temp  of  105°,  throat 
is  red,  has  had  a cold  for  two  or  three  days,  heart  beats 
are  rapid,  respirations  40,  general  appearance  is  that  he  is 
not  very  sick. 

Later  in  the  afternoon  the  second  child,  11  months  old, 
was  seen.  Mother  states  he  has  had  a fever  for  three  to  four 
days,  wants  to  sleep  almost  constantly,  will  not  eat,  refuses 
fluids.  Examination:  Temp  104.5°,  respirations  60,  pulse 
very  rapid.  Awakens  when  disturbed,  but  lapses  into  sleep 
shortly.  His  throat  is  red  and  he  has  a few  cervical  glands. 
.Abdomen  mildly  distended.  Has  appearance  of  being  very 
sick. 

The  third  child  is  13-14  months  old.  Mother  states  that 
for  several  nights  the  child  has  slept  very  poorly,  wakens 
easily,  sits  up  and  cries  until  changed.  Urinates  more  fre- 
quently during  the  day  time.  Examination:  .A  well  nour- 
ished child,  no  temp,  heart  action  and  respiration  normal. 


Throat,  lungs  and  abdomen  normal.  Diaper  area  is  red  and 
ulcers  in  some  places.  Reflexes  normal. 


COMMENTS  ON  OBSTETRIC  PROBLEM  IN 
J.ANUARY  ISSUE 

First  commentator  states'.  .A  great  deal  of  interest  is  being 
exhibited  in  current  medical  literature  reltaive  to  erythro- 
blastosis and  the  Rh  factor.  The  obstetric  problem  presented 
in  last  month’s  issue  shows  sufficient  evidence  to  warrant 
one’s  making  the  Rh  determination  at  once.  A woman  who 
has  experienced  such  a history  with  nothing  but  grief  and 
one  child  suggests,  at  least,  that  she  is  possessed  with  some 
very  definite  pathologic  dyscrasia.  .Almost  certainly  she  will 
be  an  Rh  minus  and  her  husband  an  Rh  plus.  The  more 
studies  that  are  made  on  this  factor  and  its  ramifications 
indicate  that  the  medical  profession  has  much  to  learn  about 
what  appear  to  be  minor  details  at  present,  but  in  instances 
may  be  a serious  condition  that  threatens  the  life  of  the  girl. 

This  girl  apparently  was  cared  for  adequately  and,  aside 
from  her  history,  there  was  little  indication  that  trouble  was 
impending.  Then,  according  to  the  article,  her  blood  pres- 
sure rose  very  suddenly  and  serious  consequences  seemed 
near.  When  the  viability  of  the  child  is  not  far  off,  one  is 
greatly  tempted  to  stretch  a point  of  danger  in  an  attempt 
to  carry  the  mother  through  a few  weeks  more  and  produce 
a live  child,  even  though  there  is  a possibility  of  its  not 
being  perfectly  normal. 

The  best  assurance  of  having  the  mother  terminate  this 
pregnancy  and  live  would  be  to  start  labor  at  once,  though 
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I doubt  if  many  of  us  would  do  it.  The  treatment  is  to  put 
the  patient  to  bed,  push  fluids  as  far  as  is  compatable  with 
daily  out-put.  Very  few  medicines,  if  any,  have  direct  in- 
fluence on  such  a condition,  but  thorough  evacuation  of  the 
bowels  each  day,  attention  to  careful  diet  and  hospitaliza- 
tion would  do  as  much  as  is  known  for  continuing  this 
case.  The  baby  should  be  delivered  in  a hospital  where  ade- 
quate premature  infant  care  is  available,  incubators,  etc. 

Second  commentator’s  views:  Mrs.  J.  L.  D.,  as  described 
in  the  January  issue,  presents  a very  difficult  situation.  Her 
history  is  not  one  of  encouragement.  However,  there  is 
nothing  to  be  done  except  to  do  all  possible  to  continue  the 
pregnancy  until  the  child  is  viable.  Just  teasing  the  mother 
along  until  the  baby  has  a gestation  of  seven  months  is 
not  sufficient.  A fetus  is  in  a closed  box,  so  to  speak, 
wherein  he  receives  his  nourishment  and  gets  rid  of  his 
waste  through  his  mother’s  circulation.  However,  he  also 
is  presented  with  the  same  toxic  substances  to  which  his 
mother  was  exposed  and,  therefore,  makes  his  premature 
birth  that  much  more  precarious. 

I would  give  her  bed  rest.  For  medication  she  should  re- 
ceive some  form  of  veratrum  viride  which  years  ago  was 
used  with  a certain  degree  of  success  in  relieving  blood 
pressure.  Fifty  per  cent  glucose  i.v.  has  been  recommended 
and  again  the  use  of  epsom  salts  i.v.  In  the  meantime,  her 
bowels  should  be  kept  open,  a soft  diet,  and  considerable 
fluids  unless  edema  appears  and  becomes  excessive.  As  soon 
as  the  child  has  reached  seven  and  a half  months  gestation, 
induction  of  labor  should  be  used,  the  best  being  rupturing 
the  bag  of  membranes  and  allowing  labor  to  ensue  spon- 
taneously. If,  in  the  meantime,  she  suddenly  is  seized  with 
a blinding  headache  and  goes  into  convulsions,  a cesarean 
should  not  be  done,  at  least  not  at  once.  A number  of  years 
ago  Dr.  B.  C.  Hearst  stated  that  a cesarean  done  under 
those  circumstances  will  be  followed  by  “a  frightful  mor- 


tality.” Instead,  a phlebotomy  should  be  used,  followed  by 
normal  saline  and  glucose,  probably  more  mag.  sulph.  They 
will  give  the  patient  an  opportunity  to  pick  up  after  the 
convulsion;  then  whether  cesarean  or  induction  should  be 
the  procedure  would  be  determined  by  the  condition  of  the 
cervix. 

Conclusion  oj  case.  This  girl  presented  a pretty  serious 
problem.  The  history  was  not  very  encouraging,  although 
her  physical  examination  revealed  nothing  except  two  plus 
tonsils  and  cervicals  on  each  side. 

To  continue  this  pregnancy  long  enough  to  reasonably 
insure  a live  baby  was  facing  her  doctor.  Recently,  at  the 
meeting  of  the  Washington  State  Obstetrical  Society,  con- 
siderable emphasis  had  been  laid  on  the  use  of  veratrone, 
also  mag.  sulph.  Accordingly,  she  was  given  large  doses  of 
the  former.  After  the  first  dose  her  blood  pressure  suddenly 
dropped  to  120  and  she  went  into  a collapse  temporarily. 
For  the  next  few  days  her  blood  pressure  did  not  rise  higher 
than  160/100.  Her  headaches  persisted.  Fifty  per  cent  glu- 
cose i.v.,  with  or  without  insulin,  did  not  influence  the 
blood  pressure,  and  the  veratrone,  when  pushed  beyond  a 
certain  degree,  caused  much  discomfort.  It  did  not  have 
the  desired  effect  in  controlling  the  blood  pressure. 

.4s  time  went  on  the  patient  became  more  comfortable 
and  she  expressed  herself  as  feeling  very  much  better.  About 
two  weeks  later,  when  it  seemed  apparent  that  some  definite 
plans  to  induce  labor  should  be  considered  with  a fair 
probability  of  a live  baby,  she  announced  that  she  could 
not  feel  life  and  no  fetal  heart  sounds  were  discernible. 
However,  she  seemed  to  be  very  much  better. 

While  her  attendant  was  out  of  town  for  twenty-four 
hours,  she  suddenly  went  into  convulsion3.  Consultants  de- 
cided on  doing  a cerarean,  relieved  her  of  a dead  fetus,  and 
a few  hours  later  the  patient  expired. 


A.  M.  A.  BURE.4U  OF  INFORMATION  NOW 
IS  FUNCTIONING 

.4  Bureau  of  Information  of  the  American  Medical  .4sso- 
ciation  to  assist  returning  medical  officers  of  the  armed 
forces  in  their  educational,  licensure  and  placement  prob- 
lems has  been  created  and  is  now  actively  functioning  in 
the  headquarters  of  the  .Association  in  Chicago,  it  is  an- 
nounced in  the  January  6 issue  of  The  Journal  of  the 
•Association. 

Outlining  the  functions  and  operations  of  the  new  Bu- 
reau, Lieut.  Colonel  Harold  C.  Lueth,  Medical  Corps, 
.4.  U.  S.,  Liaison  Officer,  from  the  Office  of  the  Surgeon 
General  to  the  headquarters  of  the  .American  Medical  .Asso- 
ciation, points  out  that  the  specific  aims  of  the  Bureau 
fall  into  three  categories: 

“I.  To  provide  veteran  medical  officers  with  information 
concerning  educational  opportunities  immediately  after 
their  term  of  military  service. 

“2.  To  provide  veteran  medcial  officers  with  informa- 
tion concerning  state  licensure  and  facilitate  their  procure- 
ment of  licensure  in  states  other  than  the  state  of  former 
practice  and/or  licensure. 

“3.  To  provide  the  medical  officer  with  information  con- 
cerning medical,  social,  economic,  financial  and  other 
phases  of  community  life  that  wall  enable  him  to  make  a 
wise  selection  of  a permanent  location  in  which  to  practice 
medicine.” 

Regarding  the  information  on  medical  education.  Col- 
onel Lueth  explains  that  through  the  efforts  of  the  Asso- 
ciation’s Committee  on  Postwar  Medical  Service  a ques- 
tionnaire was  prepared  to  gather  as  much  information  as 
possible  from  medical  officers  now  on  duty  concerning  their 
future  plans.  On  the  basis  of  the  tabulation  of  the  first 
11,019  returned  questionnaires,  steps  already  have  been 
taken  to  assist  in  providing  the  educational  facilities  in 
approved  hospital  internships  and  re.sidencies  that  will  be 


required  to  meet  the  needs  expressed  by  the  physician  vet- 
erans in  the  questionnaires. 

Information  has  been  assembled  regarding  state  laws  in 
regard  to  medical  licensure  and  efforts  are  being  made  with 
a view  toward  facilitating  the  licensure  of  medical  officers, 
many  of  whom  already  have  made  injuiries  concerning  elig- 
ibility for  licensure  in  states  other  than  those  in  which  they 
were  originally  licensed  to  practice  medicine. 

In  regard  to  information  on  medical  practice,  it  is  point- 
ed out  that  the  Bureau  is  not  a placement  agency  or  an 
employment  agency.  It  is,  however,  collecting  data  that 
will  enable  the  Bureau  to  provide  inquiring  physician  vet- 
erans a broad  outline  of  pertinent  facts  concerning  the 
community  in  which  the  physician  is  considering  locating. 
.At  the  same  time  the  inquiring  medical  officer  will  be  ad- 
vised that  more  definite  information  can  be  obtained  from 
the  secretary  or  executive  secretary  of  the  state  medical 
association. 

“The  Bureau  of  Information,”  Colonel  Lueth  says, 
“hopes  to  work  in  closest  harmony  with  the  various  state 
and  county  medical  societies  in  their  activities  relating  to 
the  returning  medical  officers.  The  success  of  the  Bureau 
of  Information  is  directly  dependent  on  the  support  and 
cooperation  of  the  state  and  county  medical  societies.  . . . 
Repeatedly  it  is  said  that  medicine  ‘can  keep  its  own  houset 
and  manage  its  own  affairs.’  The  successful  operation  of 
the  Bureau  of  Information  presents  a real  challenge  to  all 
of  us  to  prove  our  ability  to  provide  for  our  own.” 
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EDITORIALS 

FAIR  MEDICAL  TREATMENT  FOR  ALL 
CITIZENS 

The  unprecedented  expansion  of  industries  in  the 
Pacific  Northwest  owing  to  war  demands  has  pro- 
duced certain  dislocations  of  the  population.  In 
order  to  man  these  industries  it  was  necessary  to 
recruit  employees  from  other  parts  of  the  country. 
A government  requirement  was  that  ten  per  cent 
of  employees  in  war  industries  should  be  Negroes. 
In  order  to  obtain  these  workmen  it  was  necessary 
to  recruit  colored  personnel  from  southern  states. 

This  has  resulted  in  an  unprecedented  alteration 
in  the  personnel  of  population  in  our  cities.  The 
situation  in  Seattle  is  probably  typical  of  that  in 
other  cities.  Before  the  war  its  colored  population 
numbered  about  3500.  It  is  estimated  at  the  pres- 
ent time  to  approximate  20,000.  Formerly  there 
were  several  colored  physicians  practicing  in  the 
city.  On  account  of  war  enlistments  there  is  at 
present  only  one.  Consequently,  medical  services 
for  these  colored  citizens  must  be  obtained  from 
white  physicians. 

Recently  a colored  veteran  of  eighteen  months 
service  complained  to  Gov.  Wallgren  that  his  wife 
was  about  to  be  confined  and  he  was  unable  to  en- 
gage necessary  medical  services.  The  matter  was 
referred  to  the  State  Director  of  Health  who,  after 
suitable  inquiry,  gave  the  veteran  a list  of  hospitals 
which  would  receive  his  wife  as  a private  patient 
and  the  names  of  doctors  upon  whom  he  might  call 
for  medical  service.  The  reason  for  citing  this  case 
is  to  call  attention  to  members  of  the  medical  pro- 
fession the  responsibility  which  devolves  upon  them 
to  extend  medical  services  to  the  Negro  population 
who  require  such  attention  as  well  as  all  other  citi- 
zens. It  is  well  known  that  colored  troops  in  all 
branches  of  war  requirements  have  rendered  valiant 
service  for  their  country.  They  are  deserving  of  the 
care  and  consideration  to  which  they  are  entitled 
as  citizens  of  the  United  States  It  also  seems  indi- 
cated that  a field  is  open  for  cultivation  by  colored 
physicians  in  the  cities  of  the  Pacific  Northwest. 
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LOW  DEATH  RATES  FOR  1944 

It  has  been  very  gratifying  during  recent  years 
to  note  the  low  mortality  rates  in  the  United  States 
which  have  been  more  favorable  than  at  any  time 
in  our  history.  Although  the  accumulated  death 
rate  for  1944  is  a little  higher  than  the  previous 
minimum  record,  it  is  remarkable,  considering  the 
circumstances  of  this  period.  These  records  are 
based  on  the  annual  report  of  Metropolitan  Life 
Insurance  Company,'  obtained  from  their  mortality 
records  which  are  probably  a fair  average  for  all 
the  country. 

The  death  rate,  exclusive  of  enemy  action,  was 
almost  identical  with  that  of  1943,  although  4 per 
cent  above  that  of  1942,  the  lowest  on  record.  It  is 
said  this  increase  was  largely  due  to  the  mounting 
toll  of  military  deaths,  which  was  6.2  per  cent 
above  that  of  the  previous  year.  Interesting  facts 
are  disclosed  in  tables  grouping  deaths  in  certain 
ages.  Thus,  among  white  males  there  was  an  in- 
crease of  105  per  cent  in  ages  15  to  19,  these  being 
marked  military  ages,  and  150  per  cent  for  the  ages 
20  to  24,  dropping  to  an  increase  of  88  per  cent 
from  25  to  34.  In  contrast,  each  group  change 
from  35  to  74  registered  a lower  mortality  than  in 

1943.  Among  white  females  the  death  rate  dropped 
for  all  ages  except  the  highest  and  in  the  15  to  19 
years  group,  where  there  was  a moderate  increase. 

This  satisfactory  mortality  experience  for  civil- 
ians was  observed  in  spite  of  the  widespread  epi- 
demic of  respiratory  diseases  during  the  previous 
winter,  which  reached  its  peak  at  the  beginning  of 

1944.  During  January  the  death  rate  from  influ- 
enza and  pneumonia  was  122.9  per  100,000,  the 
lowest  since  1937,  while  in  September  the  death 
rates  for  these  diseases  were  the  lowest  ever  record- 
ed for  that  month. 

1.  Statistical  Bulletin,  Metropolitan  Insurance  Co.,  Vol. 
26,  No.  1,  Jan.,  1945. 


ARMY  TRAINING  RECONDITIONING 
INSTRUCTORS 

The  .\rmy  now  has  680  officers  and  1,486  enlisted  men 
who  are  graduates  of  training  courses  in  physical  and  edu- 
cational reconditioning.  More  are  constantly  being  trained — 
not  only  to  take  care  of  the  increasing  number  of  conva- 
lescents in  Army  hospitals,  but  to  replace  those  instructors 
called  to  general  duty. 

Because  able-bodied  instructors  in  educational  recondi- 
tioning are  subject  to  reassignment  at  any  time,  every  effort 
is  being  made  to  fill  these  posts  from  the  .Army  rolls  of 
physically  disabled.  According  to  the  Office  of  the  Surgeon 
General,  these  handicapped  instructors — many  of  whom 
have  suffered  amputations — are  particularly  inspiring  to  the 
convalescent  soldiers  they  instruct. 

WOMEN  MEDICAL  OFFICERS 

There  are  currently  74  women  medical  officers  serving  in 
the  .Army,  according  to  the  Office  of  the  Surgeon  General. 


It  is  interesting  to  note  that  the  tuberculosis 
death  rate  of  39.3  per  100,000  established  a new 
minimum,  although  there  was  a tendency  to  an  in- 
crease at  childhood  and  adolescence  ages.  For  the 
communicable  diseases  of  childhood  there  was  a 
decline  of  20  per  cent  in  the  aggregate  death  rate 
from  them.  There  was  a slight  increase  above  the 
normal  for  scarlet  fever  deaths,  and  a small  in- 
crease for  measles. 

There  was  a continued  high  wartime  level  of 
meningitis  cases,  but  the  mortality  rate  was  sat- 
isfactorily low  from  the  use  of  sulfa  drugs.  The 
death  rate  from  cerebral  spinal  meningitis  was 
the  same  as  for  the  previous  year,  being  2.2  per 
100,000.  There  was  a continued  decline  in  appen- 
dicitis mortality,  reaching  a new  level  in  1944, 
which  was  equally  true  of  deaths  from  puerperal 
diseases. 

Attention  was  called  to  the  decrease  in  diseases 
of  middle  and  later  life,  special  mention  being  made 
of  the  cardiovascular-renal  group  which  accounts 
for  almost  half  of  the  total  deaths  from  disease, 
these  having  declined  2.4  per  cent.  An  increase  was 
observed  only  in  diseases  of  the  coronary  arteries 
and  angina  pectoris,  while  deaths  from  cerebral 
hemorrhage,  chronic  nephritis  and  “other  chronic 
heart  diseases”  recorded  a lower  mortality  than  in 
the  previous  year. 

Loss  of  life  from  accidents  increased  to  53.6  per 
100,000  against  51.4  for  the  previous  year.  Al- 
though there  was  a decrease  in  home  and  occupa- 
tional accidents,  these  were  more  than  counter- 
balanced by  the  rise  in  motor  vehicle  fatalities  and 
other  accidents.  In  spite  of  a rise  of  4.5  per  cent 
from  motor  vehicle  accidents,  the  death  rate  from 
this  cause  was  lower  than  in  any  year  since  1922. 
Publication  of  figures  of  this  nature  is  always  of 
interest  to  any  observer  of  mortality  reports  among 
our  citizens. 


Of  this  number  four  are  majors,  36  are  captains  and  34  are 
first  lieutenants.  They  have  been  certified  as  internists, 
neuropyschiatrists,  obstetricians,  gynecologists,  pathologists, 
radiologists  and  anesthetists,  and  the  .Army  has  given  them 
assignments  in  line  with  their  specialties  at  general,  regional 
and  staion  hospitals  as  well  as  at  the  two  W.AC  training 
centers.  Seventeen  of  these  women  medical  officers  are  now 
serving  overseas.  

CORRECTION  OF  ERROR 
In  the  February  issue  of  this  journal  a paper  was  pub- 
lished by  Dr.  Warren  C.  Hunter  of  Portland,  entitled, 
“Medical  Education  in  Portland,  1919-1944.”  The  correct 
printing  should  have  read  : 1919-1924.  It  is  regretted  that 
a typographical  error  changed  the  latter  date  to  1944. 
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NITROUS  OXIDE  PENTOTHAL 
ANESTHESIA* 

Major  C.  P.  Wangeman 

MEDICAL  CORPS,  ARMY  OF  THE  UNITED  STATES 

Nitrous  oxide  is  one  of  our  oldest  and  most  use- 
ful anesthetic  agents.  Medical  experience  with  this 
agent  goes  back  one  hundred  years  to  1844,  when 
the  dentist,  Horace  Wells,  had  a tooth  extracted 
in  Hartford,  Conn.  With  adequate  oxygen  and  the 
usual  premeditation,  nitrous  oxide  is  only  capable 
of  producing  first  plane  surgical  anesthesia.  Some 
have  listed  it  as  of  only  a 15  per  cent  anesthetic 
effect.  Because  it  is  such  a weak  agent  the  common 
tendency  is  to  attempt  to  make  it  produce  deeper 
anesthesia  by  reducing  the  oxygen  content  of  the 
respired  gases.  This  leads  to  serious  accidents  in  the 
operating  room  for  certain  patients,  and  to  the 
sequellae  of  hypoxia  so  well  described  by  Courville.^ 

Nitrous  oxide  is  a useful  anesthetic  agent  and 
analgesic  with  normal  concentrations  of  oxygen  for 
certain  operative  procedures;  for  others  it  is  inade- 
quate. By  normal  oxygen  concentrations  I refer  to 
the  amount  in  the  atmosphere  ordinarily  breathed 
by  an  individual  at  a given  elevation.  This  is  ap- 
proximately 20  per  cent  for  most  locations  on  the 
earth’s  surface.  Whether  or  not  an  anesthetist  is 
ever  justified  in  reducing  the  oxygen  content  below 
this  point  is  a debatable  question,  but  there  is  no 
doubt  that  such  a practice  does  greatly  diminish 
the  margin  of  safety  and  may  become  a threat  to 
life,  if  minute  volume  exchange  is  impaired  for  any 
cause. 

By  the  term  minute  volume  exchange  I refer  to 
ventilation  of  the  alveoli  by  the  respired  atmos- 
phere. Actually  it  is  depth  of  respiration  multiplied 
by  the  rate  of  breathing  per  minute.  Causes  of  im- 
paired minute  volume  exchange  are  depth  of  anes- 
thesia, obstruction,  laryngospasm  and  excessive  pre- 
medication. An  open  and  free  airway  is  an  essential 
for  all  types  of  satisfactory  general  anesthesia. 
However,  there  are  times  when  it  is  not  readily  and 
immediately  obtainable.  Lmder  such  circumstances 
adequate  oxygen  will  give  a wide  margin  of  safety, 
and  may  prevent  serious  consequences  for  the  pa- 
tient. 

Pentothal,  one  of  our  more  recently  acquired  an- 
esthetic agents,  is  probably  the  one  used  most  fre- 
quently by  the  intravenous  route.  In  the  ten  years 

*Read  before  the  Seventieth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Portland,  Ore.,  Sept.  2-.S,  1944. 

1.  Courville,  C.  B. : Untoward  Effects  of  Nitrous  Oxide 
Anesthesia.  Mt.  View,  Cal.,  Pacific  Press,  1939. 


since  1934,  when  Lundy  of  The  Mayo  Clinic  first 
used  pentothal,  certain  facts  have  become  well  es- 
tablished. 

It  is  a good,  convenient  anesthetic  agent  for  cer- 
tain operative  procedures.  It  is  preferred  by  many 
patients  because  of  the  rapid  loss  of  consciousness 
and  low  frequency  of  postoperative  nausea  and 
emesis.  Like  all  other  anesthetic  agents  which 
produce  complete  loss  of  consciousness,  the  airway 
must  remain  unobstructed  and  oxygen  intake  and 
carbon  dioxide  elimination  must  be  maintained  at 
normal  physiologic  limits.  This  means  that  all  of 
the  factors  which  go  to  make  up  normal  respiration 
must  be  under  constant  close  supervision. 

The  disadvantages  of  pentothal  are  based  upon 
its  depressant  effect  on  respiration  which  in  turn 
means  the  assimilation  of  oxygen  and  elimination 
of  carbon  dioxide,  and  the  fact  that  the  drug  is 
cumulative  in  its  action  and  thus  each  subsequent 
dose  increases  the  depth  of  depression.  Because  of 
these  disadvantages  large  doses  for  a given  patient 
are  undesirable.  Pentothal  also  constricts  bronchi- 
oles and  does  not  obtund  laryngeal  reflexes.  This 
latter  fact  leads  to  the  likelihood  of  laryngospasm. 
I quote  from  The  Bulletin  of  the  U.  S.  Army  Medi- 
cal Department  for  May  1944:-  “Recent  observa- 
tions in  an  overseas  report  on  sodium  pentothal  are 
considered  of  special  significance  in  view  of  the 
widespread  use  of  this  anesthetic  agent  throughout 
the  Army.  In  an  analysis  of  7,500  case  samples  of 
anesthesia,  it  was  found  that  the  death  rate  attrib- 
utable to  pentothal  was  six  times  higher  than  that 
from  all  other  agents  combined.” 

Like  all  barbiturates,  pentothal  is  depressant  to 
the  central  nervous  system.  In  man,  the  first  drive 
to  respiration  is  dependent  on  the  sensitivity  of 
the  respiratory  center  to  its  normal  stimulus,  car- 
bon dioxide.  Under  pentothal  anesthesia  this  sensi- 
tivity is  gradually  impaired  and  the  respiratory 
center  may  become  so  depressed  that  carbon  diox- 
ide will  not  produce  stimulation  and  in  large  doses 
may  actually  add  to  the  depression. 

Under  full  pentothal  anesthesia  the  body  utilizes 
a secondary  drive  to  respiration  which  is  the  anoxic 
stimulus  acting  through  the  sinoaortic  mechanism. 
This  is  a peripheral  reflex  mechanism  and  in  this 
respect  it  is  important  to  remember  that  Schmit 

2.  News  and  Comment:  Pentothal  Anesthesia.  Bull.  U. 
S.  Army  M.  Dept.,  76:1,  May,  1944. 
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has  pointed  out  that  anoxia  is  not  stimulant  but 
depressant  to  the  central  nervous  system.® 

Thus  comes  the  shift  from  a driving  action  of 
carbon  dioxide  on  the  respiratory  center  to  anoxia 
stimulus  of  the  sinoaortic  mechanism.  Usually  this 
results  in  respiratory  stimulation  during  pentothal 
anesthesia  which  may  be  interpreted  by  the  anes- 
thetist as  an  indication  that  the  patient  is  waking 
up,  rather  than  that  he  is  not  getting  enough  oxy- 
gen. If  from  this  event  the  wrong  interpretation  is 
made  and  more  pentothal  is  administered,  a severe 
overdosage  occurs,  and  thus  becomes  the  cause  of 
the  patient’s  death. 

.\s  implied  above,  the  difficulty  of  determining 
the  true  depth  of  pentothal  anesthesia  is  greater 
when  there  is  low  oxygen  content  in  the  blood ; thus 
the  administration  of  oxygen  with  pentothal  is  al- 
ways desirable. 

A number  of  authors  have  suggested  the  com- 
bined use  of  nitrous  oxide  and  pentothal.'*'®  I wish 
further  to  popularize  this  suggestion  and  describe 
the  technic  used  to  employ  the  two  drugs.  It  is 
argued  that  the  analgesic  effects  of  nitrous  oxide  can 
be  employed  with  more  than  ample  oxygen  in  the 
breathing  mixture  at  all  times,  and  that  pentothal 
can  be  used  as  a basal  anesthetic  over  a longer 
period  of  time  without  the  total  dosage  becoming 
excessive.  Thus  the  pain-relieving  effects  of  nitrous 
oxide  are  coupled  with  the  hypnotic  effects  of  a bar- 
biturate, which  in  effect  modify  and  make  less 
serious  the  disadvantages  of  either  drug  used  alone. 

The  technic  of  administration  consists  in  the 
slow,  intermittent  intravenous  injection  of  a 2.5 
per  cent  aqueous  solution  of  sodium  pentothal.  This 
injection  may  be  given  by  a relatively  untrained 
assistant  or  as  part  of  a continuous  intravenous  drip 
of  physiologic  saline  or  by  anyone  of  a number  of 
mechanical  devices  which  hold  the  syringe  and 
make  easy  the  regulation  of  the  injection.  The  only 
essential  is  an  open  needle  placed  into  a vein  in 
order  that  pentothal  may  be  injected  by  the  anes- 
thetist himself  or  on  his  direct  order.  There  are 
many  good  arrangements  to  accomplish  this  part  of 
the  technic. 

At  this  point  I wish  to  digress  long  enough  to 
point  out  in  detail  a few  of  the  technical  points 
which  may  be  of  practical  use.  Pentothal  is  usually 
marketed  in  one  gram  ampoules  along  with  approx- 

3.  Schmidt,  C.  P. ; Revolution  in  Respiratory  Physiology. 
Anesthesiology,  5:77,  Jan.,  1944. 

4.  Mousel.  L.  H.  and  Lundy,  J.  S. : Role  of  Liver  and 
Kidneys  from  Standpoint  of  Anesthetist.  Anesthesiology, 
1:40-55,  July,  1940. 

5.  Lundy.  J,  S..  Tuohy,  F.  B.,  Adams,  R.  C.  and  Mousel, 
L.  H. : ciinical  Use  of  Local  and  Intravenous  Anesthetic 
Agents.  Proc.  Staff  Meet.,  Mayo  Clin.,  16:78-80,  Jan.  29, 
1941. 


imately  50  cc.  of  water  for  intravenous  adminis- 
tration. The  choice  of  a 2.5  per  cent  solution  is 
based  on  the  fact  that  a dilute  solution  is  easier  to 
control,  is  less  likely  to  give  venous  thrombosis,  and 
if  injected  outside  of  a vein,  is  less  likely  to  pro- 
duce a slough. 

If  forty  cc.  of  water  are  drawn  up  into  a syringe, 
and  part  of  it  is  used  to  get  the  one  gram  of  pento- 
thal into  solution,  when  the  total  volume  is  again 
placed  in  the  syringe  a 2.5  per  cent  solution  results. 
Each  cc.  now  contains  twenty-five  milligrams  of 
drug  and  the  simplicity  of  multiplying  twenty-five 
by  the  number  of  cc.  used  is  an  easy  method  of 
calculating  the  total  dose  of  pentothal. 

The  choice  of  a needle  is  of  some  importance. 
It  is  desirable  to  use  a needle  with  a large  enough 
lumen  to  administer  the  drug  rapidly  at  will  and  to 
Inhibit  its  plugging  by  blood  clots.  The  needle 
should  be  small  enough  to  accommodate  easily  the 
vein.  In  general  we  use  a one  and  one  half  inch 
twenty  gauge  needle. 

It  is  not  always  easy  to  do  a venipuncture.  If  the 
patient’s  veins  are  large,  the  bevel  of  the  needle  is 
of  little  importance.  If,  on  the  other  hand,  the 
veins  are  small,  the  bevel  of  the  needle  should  be 
down  in  order  that  the  beveled  portion  is  parallel 
to  the  stream  of  blood  flow.  Otherwise,  a long  bevel 
in  a small  vein  may  be  partially  in  and  partially 
out  of  the  vein.  It  is  easier  in  many  cases  to  punc- 
ture the  skin  at  one  side  or  the  other  of  a vein,  and 
penetrate  the  vein  with  a rolling  over  motion,  than 
to  complete  a direct  over-the-vein  puncture.  When 
veins  are  hard  to  locate,  the  complete  wrapping 
of  the  distal  portion  of  the  extremity  in  hot  towels 
for  five  or  ten  minutes  may  be  useful.  The  utiliza- 
tion of  the  dependent  position  and  gently  slapping 
over  the  area  may  be  of  value. 

If  one  has  accidentally  injected  pentothal  out- 
side of  a vein,  the  local  infiltration  of  one  per  cent 
procaine  in  isotonic  solution  of  sodium  chloride  into 
the  area  will  relieve  pain,  and  prevent  the  likeli- 
hood of  a slough.  As  Elder  and  Harrison  have  point- 
ed out,  the  mechanism  of  action  is  probably  on  a 
vasodilatation  basis  and  thus  the  absorption  of  the 
irritant  material  is  hastened.®  A moderate  degree  of 
heat  should  be  applied  to  the  entire  extremity  in- 
volved in  order  to  prolong  vasodilatation  for  at 
least  the  first  twenty-four  hours. 

When,  by  what  ever  method,  a needle  is  in  con- 
tact with  the  blood  stream,  a 2.5  per  cent  solution 
of  pentothal  is  injected  slowly  until  the  patient 
loses  consciousness.  At  this  point  a mask  from  any 

6.  Elder,  C.  K.  and  Harrison,  E.  M. : Pentothal  Sodium 
Slough.  J.  A.  M.  A.,  125:116,  May  13,  1944. 
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of  the  modern  gas  machines  is  placed  over  the  pa- 
tient’s face.  The  breathing  bag  is  filled  with  a mix- 
ture of  oxygen  and  nitrous  oxide.  The  oxygen  con- 
tent of  this  mixture  should  never  be  less  than  20 
per  cent  and  may  be  as  high  as  50  per  cent.  The 
higher  the  oxygen  content,  the  greater  the  margin 
of  safety  from  hypoxia,  but  the  larger  the  total  dose 
of  pentothal  in  order  to  maintain  surgical  anes- 
thesia. 

The  object  should  be  to  produce  as  much  nitrous 
oxide  anesthesia  as  possible  without  running  any 
danger  of  low  oxygen  content.  This  depends  on  the 
skill  of  the  anesthetist,  the  state  of  respiratory  de- 
pression and  the  oxygen  requirements  of  the  pa- 
tient. The  anesthetist  must  evaluate  these  factors 
and  act  accordingly.  After  anesthesia  is  established 
the  plane  is  determined  by  the  surgical  requirements 
and  variation  is  obtained  by  the  amount  of  pen- 
tothal injected.  The  more  stimulating  the  operative 
procedure,  the  more  pentothal  required.  Usually  a 
dose  of  200  mg.  (or  8 cc.)  produces  loss  of  con- 
sciousness. Then,  after  the  nitrous  oxide  oxygen  in- 
halation is  started,  pentothal  is  administered  in 
slow  intermittent  injections  of  25  to  50  mg.  or  1 
to  2 cc.  amounts  whenever  necessary  to  maintain 
the  desired  depth. 

Premedication  with  morphine  and  atropine  is  de- 
sirable. The  sedative  effect  of  morphine  is  useful 
in  transporting  the  patient  from  the  ward  to  the 
operating  room,  and  in  addition  it  may  lessen  the 
total  quantity  of  pentothal  needed.  The  effect  of 
atropine  in  modifying  by  dilatation  the  bronchial 
constriction  produced  by  pentothal,''  the  effect  on 
the  larynx  in  the  control  of  laryngospasm  and  the 
drying  effect  of  this  drug  on  mucous  membranes 
make  it  a ’’must”  before  every  pentothal  adminis- 
tration. Fairly  large  doses  of  atropine  sulphate 
1/100  to  1/75  gr.  (.65  to  .86  mg.)  may  be  neces- 
sary to  control  the  above  in  some  patients. 

The  variation  of  individual  patients  to  drug  ef- 
fect must  be  kept  in  mind  and  a second  or  third 
dose  may  be  necessary  to  obtain  the  desired  effect. 
Usually  1/8  gr.  (8.1  mg.)  of  morphine  sulphate 
along  with  1 150  gr.  (.43  mg.)  of  atropine  sulphate 
are  given  one  and  one-half  hours  before  anesthesia 
for  the  average  patient.  If  this  does  not  produce  the 
desired  “atropine  effect,”  a second  dose,  1/150  gr. 
(.43  mg.)  atropine  sulphate  in  5 cc.  of  water  is  given 
slowly  intravenously  fifteen  minutes  before  the  an- 
esthesia. If  no  premedication  has  been  given  and 
the  operative  procedure  cannot  be  deferred  an  hour 

7.  Adriani,  J.  and  Rovenstine,  E.  A. ; Effect  of  Anes- 
thetic Drugs  Upon  Bronchi  and  Bronchioles  of  Excised 
Lung  Tissue.  Anesthesiology,  4:253-262,  May,  1943. 


and  a half,  then  one  should  administer  slowly 
1/100  gr.  (.65  mg.)  of  atropine  sulphate  intra- 
venously in  5 cc.  of  sterile  water.  Wait  fifteen  min- 
utes and  begin  the  administration  of  pentothal. 

The  complications  which  are  most  likely  to  occur 
are  diminished  minute  volume  exchange  (either 
depth  or  rate  or  both)  from  too  rapid  injection  of 
pentothal,  or  accumulated  drug  effect.  Occasionally 
respiratory  arrest  may  be  encountered.  This  must 
be  treated  by  efficient  artificial  ventilation.  This  is 
easily  accomplished  by  manual  pressure  on  the 
breathing  bag  of  the  gas  machine. 

Clotting  of  blood  in  the  needle  or  dislodgement 
of  the  needle  from  the  vein  is  bothersome  but  can 
be  remedied  by  perfection  of  technic  or  the  use  of  a 
continuous  saline  drip. 

Obstruction  of  the  airway  may  be  eliminated  by 
placement  of  a metal  or  rubber  breathing  tube. 
Mucus  should  be  treated  with  suction  and  possibly 
another  dose  of  atropine. 

Laryngospasm  may  be  controlled  by  more  atro- 
pine and  the  establishment  of  the  proper  plane  of 
anesthesia  for  the  surgical  job  at  hand.  The  plane 
of  anesthesia  must  be  sufficient  to  prevent  the  re- 
flex stimulation  of  an  inadequately  obtunded 
larynx. 

The  above  technic  is  not  recommended  for  op- 
erative procedures  within  the  peritoneum  because 
it  does  not  give  the  relaxation  so  desirable  from 
the  viewpoint  of  the  surgeon.  It  can  be  success- 
fully used,  however,  to  supplement  field-block  or 
spinal  analgesia  for  abdominal  procedures. 

In  the  presence  of  certain  types  of  injury  or 
physical  conditions  pentothal  is  contraindicated; 
for  example,  shock,  morphine  overdosage,  liver 
damage  and  infections  of  the  neck.  When  pento- 
thal is  the  agent  of  choice,  the  anesthetist  must 
have  available  the  means  of  establishing  an  open 
airway  and  the  equipment  necessary  to  perform 
adequate  artificial  respiration. 

Under  ordinary  circumstances  pentothal  is  not 
a wise  choice  for  intubation  of  the  larynx.  The 
laryngospasm  encountered  during  attempted  in- 
tubation under  pentothal  anesthesia  is  sometimes 
explained  by  the  fact  that  pentothal  does  not 
depress  the  laryngeal  reflexes  to  the  degree  one 
might  expect  from  evaluation  of  depth  of  anesthesia 
by  the  usual  criteria  of  Guedel.®  If  one  must  use 
this  agent  for  intubation,  it  is  wise  to  spray  the 
posterior  portion  of  the  tongue,  oropharynx  and 
larynx  with  10  per  cent  cocaine  before  the  patient 
loses  consciousness.  This  obtunds  the  laryngeal 

8.  Guedel,  A.  E. : Inhalation  Anesthesia,  p.  25.  The  Mac- 
millan Company,  New  York,  1938. 
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reflex  to  the  point  where  ordinary  stimulation  does 
not  result  in  severe  spasm  and  closure  of  the  glottis. 

SUMMARY 

Nitrous  oxide  and  pentothal  are  useful  anes- 
thetic agents  when  used  separately,  but  each  may 
become  a hazardous  agent  when  used  to  its  physio- 
logic limit.  When  the  two  drugs  are  combined  to 
produce  anesthesia,  the  disadvantages  are  almost 
eliminated,  and  their  field  of  usefulness  is  greatly 
increased. 

Some  of  the  practical  points  concerning  premedi- 
cation, technic  and  possible  emergencies  have  been 
considered. 

THE  CLINICAL  i\I.\N.\GEMENT 
OF  JAUNDICE* 

Kyran  E.  Hynes,  IM.D. 

SEATTLE,  WASH. 

This  paper  will  briefly  review  the  physiology  of 
bile  pigments  with  a classification  of  jaundice 
based  on  altered  physiology,  the  clinical  and  lab- 
oratory investigations  most  useful  in  differentiating 
the  exact  types,  and,  in  some  detail,  the  general 
plan  of  management. 

Jaundice  is  only  an  objective  symptom  as  is 
edema.  The  primary  problem  is  to  determine  the 
exact  cause.  This  differentiation  is  of  first  impor- 
tance because  it  dictates  whether  the  curative  pro- 
gram will  be  medical  or  surgical. 

PHYSIOLOGY  OF  BILE  PIGMENTS 

Bile  pigments  are  a byproduct  of  the  destruction 
of  erythrocytes.  They  are  formed  in  the  reticulo- 
endothelial system,  filtered  through  the  liver  cells, 
and  excreted  by  the  biliary  system  into  the  in- 
testinal tract.  In  the  intestines  the  bile  pigment  is 
converted  into  urobilinogen,  most  of  which  is  ex- 
creted in  the  stool.  A portion  of  the  urobilinogen  is 
reabsorbed  into  the  blood  stream  with  the  kidneys 
acting  as  a threshold  and  normally  allowing  only 
a 1 to  10  dilution  to  be  excreted  into  the  urine. 

JAUNDICE  CLASSIFICATION 

This  brief  review  of  the  physiology  of  bile  pig- 
ments affords  the  pathologic  basis  for  the  distinc- 
tive types  of  jaundice,  and  for  clear  thinking  re- 
garding the  interpretation  of  both  clinical  and  lab- 
oratory data.  In  hemolytic  jaundice  as  the  familial 
type,  blood  transfusion  reactions,  internal  hemor- 
rhage, etc.  the  difficulty  lies  in  an  excessive  de- 
struction of  red  blood  cells  so  that  more  bile  pig- 
ment is  manufactured  than  can  possibly  filter 
through  the  liver. 

♦ Read  before  a Meeting  of  King  County  Medical  Society, 
Seattle,  W'ash.,  Oct.  2,  1944. 


In  hepatocellular  or  medical  jaundice  the  dis- 
turbance is  due  to  the  damage  to  the  liver  filter. 
Normal  amounts  of  bile  pigments  are  manufactured 
but  they  are  not  filtered  through  to  the  ductal 
system  properly. 

In  obstructive  or  surgical  jaundice  a normal 
quantity  of  bile  pigments  is  manufactured  and 
filtered  normally  through  the  liver,  but  the  excre- 
tory or  ductal  system  is  partially  or  completely 
blocked. 

Obviously  there  must  be  a fourth  type  composed 
of  any  combination  of  the  above  groups. 

On  our  ability  as  clinicians  to  differentiate  which 
oj  the  three  sites  is  altered  will  probably  depend 
the  life  or  death  of  the  patient.  This  distinction 
is  not  to  be  taken  lightly  with  the  thought  that  an 
exploratory  operation  of  the  ductal  system  will  do 
no  harm  and  may  do  some  good.  Ill-advised  surgery 
in  a case  of  medical  jaundice  is  attended  with  a 
terrific  mortality  and  most  frequently  robs  the  pa- 
tient of  all  chances  of  recovery.  In  1938  I report- 
ed at  necropsy  thirteen  deaths  occurring  in  the 
seventy-two  hour  postoperative  period  in  thirteen 
cases  of  medical  jaundice  misdiagnosed  and  sub- 
jected to  surgery. 

Except  in  the  instance  of  a severe  ascending 
cholangeitis  or  a gangrenous  gallbladder,  surgery 
in  jaundice  is  practically  never  an  emergency.  Even 
in  a known  obstructive  jaundice  surgery  is  best 
delayed  until  in  the  stone  cases  the  serum  bilirubin 
has  returned  to  normal  and  remained  there  for  some 
time.  It  is  best  delayed  in  the  permanent  biliary 
obstructions  until  the  serum  bilirubin  has  reached 
a fixed  level.  This  affords  ample  time  to  observe 
and  investigate  the  patient  clinically  and  with  lab- 
oratory studies  while  he  is  under  supportive  care. 

DIAGNOSIS 

Clinical.  The  age  incidence  of  the  various  types 
of  jaundice  is  an  important  diagnostic  point.  Hepa- 
titis or  catarrhal  jaundice  is  predominantly  a dis- 
ease of  youth.  Gallstones  with  resultant  biliary  ob- 
struction is  encountered  chiefly  in  middle  life  and 
in  females.  Malignant  biliary  obstruction  is  chiefly 
seen  in  elderly  individuals,  particularly  males. 
These  statements  must  be  considered  as  only  gen- 
eralizations as  very  frequently  hepatitis  may  occur 
in  middle  or  even  the  old  age  group  as  shown  in 


table  1. 

Under  SO  & 

30  30-50  over 

Cases  Per  cent  Per  cent  Per  cent 

.Acute  Hepatitis  101  40  32  27 

Cholelithiasis  71  IS  31  S3 

Cirrhosis  161  9 40  51 

Neoplasms  83  0 19  81 

T.4BLE  1. 
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A family  history  of  icterus,  gallbladder  disease 
or  cancer  may  frequently  be  of  help. 

Specific  questions  as  to  the  taking  of  injections 
or  oral  medication  for  arthritis,  blood  disease  or 
close  contact  with  other  jaundice  cases  may  sug- 
gest the  liver  origin  of  the  jaundice. 

SYMPTOMATOLOGY 

A history  of  colicky  pain  and  of  marked  severity, 
particularly  with  right  scapular  radiation,  is  im- 
portant because  it  typically  occurs  in  75  per  cent 
of  patients  with  obstructive  jaundice  due  to  stones. 
We  must  remember  that,  in  5 per  cent  of  icterus 
cases  due  to  stones,  there  may  be  no  pain,  and  in 
another  20  per  cent  the  pain  is  not  of  the  classic 
variety.  The  right  upper  quadrant  pain  with  scap- 
ular radiation  is  not  peculiar  to  obstructive  or 
surgical  jaundice.  True  enough,  it  occurs  infre- 
quently in  hepatitis  but  its  presence  frequently 
proves  the  “red  herring”  to  entice  the  uninitiated 
surgeon  who  is  impatient  to  do  something.  Of  the 
thirteen  cases  of  acute  liver  disease  previously  re- 
ferred to,  it  was  the  presence  of  this  pain  upon 
which  most  attention  was  focused  and  led  to  the 
unnecessary  and  fatal  surgery.  In  addition,  we 
must  revise  our  concept  of  painless  jaundice  as 
being  characteristic  of  malignant  biliary  obstruc- 
tion. More  recent  surveys  have  shown  that  most 
often  there  is  a steady  boring  epigastric  discom- 
fort completely  unrelated  to  gastrointestinal  func- 
tion and  frequently  referred  to  the  twelfth  thoracic 
vertebra. 

A history  of  jever  with  chills,  sweats  and  liver 
tenderness  will  indicate  a cholangeitis  usually  on 
an  obstructive  basis.  Fever  frequently  is  present 
in  acute  hepatitis  and  may  be  present  with  malig- 
nancy. The  course,  duration  and  intensity  of  the 
jaundice  are  important.  Most  severe  and  persistent 
jaundice  is  usually  due  to  a malignant  obstruction. 
Jaundice  of  hepatic  origin  usually  reaches  its  peak 
in  a week  or  two  and  gradually  subsides,  although 
we  have  all  seen  cases  that  have  persisted  many 
months  in  chronic  liver  disease.  The  icterus  due  to 
stone  is  usually  of  short  duration,  rapidly  reaches 
a maximum  of  intensity  and  subsides  usually  with 
some  fluctuations. 

Mental  confusion,  stupor  and  coma  with  a typi- 
cal “mousey”  odor  to  the  breath  are  present  with 
severe  liver  damage. 

On  physical  examination  the  size  of  the  liver, 
presence  of  a dilated  gallbladder,  ascites,  palpable 
spleen  or  unexplained  abdominal  masses,  are  the 
features  that  may  help  point  the  way.  It  should  be 
noted  that  of  twenty-nine  cases  of  proven  malig- 


nant obstruction  the  gallbladder  was  palpable  in 
only  nine  cases. 

From  this  clinical  review  the  diagnosis  of  many 
cases  of  jaundice  is  obvious.  When  the  patient 
gives  a family  history  of  icterus  and  his  own  past 
history  reveals  repeated  bouts  of  low  grade  icterus 
with  normal  colored  stools  and  urine,  splenomegaly, 
etc.,  the  diagnosis  is  obviously  a hemolytic  jaun- 
dice. There  may  be  the  patient  with  many  past 
gallbladder  colics  and  a qualitative  dyspepsia  who 
has  been  delaying  surgery  for  years  and  finally  after 
a recent  attack  develops  icterus,  or  a patient  with 
arthritis  who  has  been  taking  cincophen  and  de- 
velops jaundice. 

Obvious  situations  such  as  these  lead  us  all  into 
snapshot  diagnoses  that  frequently  are  in  error. 
The  astute  clinician  will  want  confirmation  of  the 
obvious  pathologic  site  by  applying  those  laboratory 
tests  that  will  measure  the  altered  physiology. 

LABORATORY  STUDIES 

We  would  all  like  a simple  workable  chart  by 
which  the  results  of  several  simple  tests  could  be 
pigeon-holed  and  indicate  the  accurate  diagnosis. 
This  is  not  possible  in  diseases  of  the  liver  and 
biliary  tract,  because  the  interpretation  of  the 
laboratory  studies  varies  with  the  clinical  stage  of 
the  disease.  Liver  function  tests  early  in  the  course 
of  an  acute  hepatitis  may  be  positive  for  liver  dis- 
ease. If  the  patient  is  seen  later  in  the  disease,  how- 
ever, the  tremendous  regenerative  powers  of  the 
liver  may  be  advanced  sufficiently  to  give  us  an  ab- 
solutely normal  result  and  in  this  way  wrongly  in- 
dicate a surgical  jaundice.  Conversely,  late  in  an 
obstructive  or  surgical  jaundice  liver  function  tests 
may  indicate  liver  pathology  that  is  due  to  back- 
pressure rather  than  a primary  process. 

For  these  reasons  laboratory  tests  alone  are  sel- 
dom ever  diagnostic.  The  challenge  of  diagnosis  in 
jaundice  can  be  met  only  by  the  physician  who 
can  demonstrate  a flexibility  in  evaluating  several 
different  tests  in  light  of  the  clinical  picture.  Elab- 
orate workups  as  suggested  in  1938  are  not  feas- 
ible in  practice.  We  are  interested  in  the  simpler 
tests  that  will  give  us  maximum  aid  with  least 
expense  to  the  patient. 

Blood.  A leukocytosis  up  to  16,000  may  be  pres- 
ent in  severe  hepatitis.  Over  16,000  is  found  in  an 
ascending  cholangeitis.  The  erythrocyte  count, 
character  and  fragility  are  of  known  importance 
in  hemolytic  jaundice.  The  sedimentation  rate  is 
of  value  as  a measure  of  disease  activity  chiefly 
for  comparison  at  a later  date.  The  Wassermann 
test,  indicating  syphilis  as  the  cause  of  the  jaun- 
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dice,  is  of  value  chiefly  in  those  syphilitic  cases 
under  treatment  with  heavy  metals.  If  this  is  not 
the  case,  a positive  Wassermann  test  carries  a high 
suspicion  of  a false  positive  and  should  be  repeated 
several  weeks  after  the  jaundice  has  cleared  before 
the  patient  is  so  informed. 

The  height  of  the  serum  bilirubin,  as  measured 
by  the  icteric  index,  is  of  no  diagnostic  importance. 
The  value  of  this  test  lies  in  its  repetition  at  daily 
or  more  practical  three  day  intervals.  In  hepatitis 
the  icterus  increases  to  a peak  and  then  subsides, 
or  in  fatal  cases  may  ascend  until  the  death  of  the 
patient.  In  calculus  jaundice  it  may  fluctuate  only 
to  finally  subside;  in  neoplastic  obstruction  the 
icterus  is  usually  complete  so  that  the  icteric  index 
ascends  to  a high  peak,  leveling  off  at  this  point. 

The  level  of  prothrombin  is  important  both  diag- 
nostically and  therapeutically.  The  failure  of  the 
prothrombin  time  to  materially  shorten  after  the 
intravenous  administration  of  vitamin  K is  inter- 
preted by  many  as  an  accurate  test  of  liver  func- 
tion. 

Similarly,  the  level  of  serum  proteins,  particu- 
larly the  lowering  of  the  serum  albumin  factor,  is 
important  therapeutically  and  also  has  diagnostic 
implications. 

Urine  and  stool.  We  should  insist  that  the  nurs- 
ing staff  chart  the  color  of  each  of  these  excreta. 
Chemically  we  are  chiefly  interested  in  the  presence 
of  bile  and  urobilinogen  in  each. 

Hemolytic  jaundice  characteristically  is  acho- 
luric. Finding  a trace  of  bile  in  the  urine,  however, 
does  not  positively  rule  out  this  diagnosis,  as  the 
minimum  amount  of  hepatic  damage  that  many  of 
these  cases  will  develop  in  time  may  contribute 
bile  to  the  urine.  Bile  in  the  urine  is  greater  quan- 
titatively in  the  obstructive  than  hepatic  cases. 

The  urobilinogen  content  of  the  urine,  as  well 
as  on  the  stool,  is  one  of  the  most  informative  pro- 
cedures at  our  disposal  in  differentiating  the  jaun- 
diced patient.  Ideally  these  tests  should  be  run 
daily  and  quantitatively,  as  demonstrated  by  Wat- 
son, Sparkman  and  others.  For  most  of  our  pur- 
poses this  is  impracticable  and  unnecessary  except 
in  selected  cases.  The  determinations  of  afternoon 
specimens  every  third  or  fourth  day  will  usually 
suffice. 

In  hemolytic  jaundice  excessive  bile  pigments  are 
manufactured.  There  are  no  important  liver  or 
ductal  troubles  so  that  excessive  quantities  of  uro- 
bilinogen pass  out  in  the  stool.  So  much  is  reab- 
sorbed in  the  portal  vein  that  the  liver  is  unable 
to  metabolize  all  of  it  and  the  excess,  even  to  a 


100  to  400  or  500  dilution,  is  excreted  in  the  urine. 
In  hepatic  jaundice  the  findings  vary  with  the  stage 
of  the  process.  If  urobilinogen  is  absent  in  the 
stool,  obviously  none  will  be  found  in  the  urine. 
Even  in  severe  cases  this  stage  is  short  lasting  and 
at  the  most  is  no  more  than  ten  to  twelve  days. 
With  liver  function  improving,  urobilinogen  will 
again  be  present  in  the  stool,  but  the  damaged 
liver  is  unable  to  metabolize  it  so  that  a urobilino- 
genuria  develops  which  is  diagnostic. 

In  calculous  jaundice  the  urobilinogen  in  the 
stool  depends  on  the  extent  of  the  obstruction,  but 
there  is  usually  a partial  obstruction.  Early  there 
is  no  liver  damage  so  that  none  or  only  a trace 
will  be  present  in  the  urine.  Neoplastic  obstruction 
is  usually  complete  so  that  the  urobolinogen  con- 
tent of  the  stool  and  consequently  of  the  urine  is 
absent. 

Blood  in  the  stool  may  indicate  a hidden  neo- 
plasm. 

Liver  junction  tests.  The  enormous  reserve,  the 
multiple  functions  which  may  be  dissociated  and 
the  extreme  regenerative  powers  of  the  liver  are 
the  factors  that  limit  the  value  of  liver  function 
tests  clinically.  In  spite  of  the  removal  of  30  per 
cent  of  the  liver,  in  1931  Mann  was  able  to  obtain 
normal  results  of  the  liver  function  tests  then  used. 
More  recent  tests  of  liver  function  have  not  been 
subjected  to  such  tests,  but  it  is  known  that  dye 
tests,  which  are  among  our  most  accurate  liver 
tests  in  nonjaundiced  patients,  are  negative  with 
a 20  per  cent  damage  to  the  liver.  The  multiple 
functions  of  the  liver,  that  may  individually  be 
damaged  while  the  other  functions  are  intact,  are 
frequent  causes  of  the  disrepute  of  liver  function 
tests.  We  have  previously  considered  how  the  re- 
generative factors  of  the  liver  may  lead  the  unini- 
tiated astray  in  interpreting  liver  function  tests. 

For  these  reasons  it  is  generally  recommended 
that  multiple  tests  of  liver  function  be  jointly  con- 
sidered. They  are  of  further  value  if  repeated  at 
a later  date  for  comparison.  The  hippuric  acid, 
cholesterol  cephalin  flocculation  and  intravenous 
galactose  tests  are  the  most  valuable  at  the  present 
time. 

Roentgenography . A scout  film  of  the  abdomen 
is  always  advisable  for  the  information  it  may 
give  as  to  the  presence  of  gallstones,  size  of  the 
liver  and  spleen.  A cholecystogram  is  contraindi- 
cated until  the  jaundice  has  cleared,  and  the  liver 
function  is  restored.  A gastrointestinal  study  with 
barium  may  be  indicated,  if  a metastatic  neoplasm 
is  suspected. 
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Supplementary  tests.  Blood  cholesterol  and  ester 
determination,  blood  phosphatase  and  studies  of 
the  duodenal  contents  are  of  value  only  in  selected 
cases.  In  these  occasional  cases  they  may  be  of 
distinct  value  to  warrant  the  additional  time  and 
expense  they  require. 

TREATMENT 

Medical.  While  the  patient  is  under  observation 
in  this  way,  the  general  plan  of  medical  treatment 
is  aimed  at  supporting  the  liver  function.  Ob- 
viously, if  the  jaundice  is  due  to  a toxic  hepatitis 
as  from  arsenic,  cincophen,  etc.,  the  first  step  in 
management  is  removal  of  the  toxic  agent.  In  the 
common  catarrhal  jaundice  the  toxic  agent  is  not 
known  but  many  of  the  older  clinicians  feel  that 
it  gains  entrance  through  the  gastrointestinal  tract, 
and  for  this  reason  they  prescribe  one  of  the  pur- 
gatives. If  the  offending  agent  is  not  too  over- 
whelming and  if  we  adequately  support  liver  and 
body  chemistry  for  a few  days,  the  liver  possesses 
such  marvelous  regenerative  powers  that  our  efforts 
may  be  rewarded  with  a recovered  patient. 

Rest  is  important  and  it  is  essential  to  keep  the 
patient  bedfast  until  the  acute  stage  is  over. 

Diet  is  the  sheet  anchor  of  all  treatment.  A high 
glycogen  reserve  in  the  liver  cells  is  extremely  im- 
portant. In  recent  years  we  have  also  learned  the 
importance  of  a positive  nitrogen  balance  for  sat- 
isfactory hepatic  regeneration.  Fat  is  kept  low,  not 
only  for  dyspectic  reasons  but  also  to  lessen  the 
possibility  of  fat  absorption  by  the  liver.  In  the 
average  case  a diet  of  400  gm.  of  carbohydrates 
and  125  gm.  of  protein  will  answer  the  purpose.  If 
the  patient  is  able  to  handle  his  foods  orally,  this 
diet  may  be  met  by  prescribing  hard  candy,  fruit 
juices  and  puddings  for  the  carbohydrate  content; 
soy  bean  products,  egg  w^hite,  gelatin,  skim  milk 
and  cottage  cheese  for  the  protein  content.  If  gas- 
trointestinal function  is  disturbed,  glucose  in  saline 
or  distilled  water,  plus  serum  plasma  or  albumin 
are  essential. 

Vitamins  are  important  in  both  acute  and  chronic 
liver  cell  damage.  It  is  thought  they  are  of  impor- 
tance in  aiding  hepatic  regeneration.  Vitamins 
B,  C and  D in  large  dosages  have  been  recommend- 
ed. B complex  seems  the  most  valuable  in  this 
regard. 

Drug  therapy  is  in  general  of  questionable  value 
and  in  specific  cases  may  be  dangerous. 

In  severe  cases  of  hepatitis  with  coma  energetic 
treatment  is  indicated  with  glucose  in  saline  solu- 
tion, Ringer’s  solution  or  sodium  lactate  solution, 
if  acidosis  is  present.  Frequent  small  blood  trans- 


fusions are  essential  to  combat  the  hemorrhagic 
tendency.  Oxygen  by  mask  may  aid,  as  a state 
of  anoxemia  may  contribute  to  the  hepatic  failure. 
.Again,  it  is  to  be  remembered  that  the  important 
factor  is  to  keep  the  patient  alive  until  the  regener- 
ative powers  of  the  liver  are  functioning. 

Hemorrhagic  complications  of  icterus  may  result 
from  a dietary  lack,  a failure  to  absorb  from  the  in- 
testines or  an  inability  of  the  liver  to  convert  vita- 
min K into  prothrombin.  If  the  intravenous  ad- 
ministration of  vitamin  K does  not  restore  the 
prothrombin  time  to  normal,  one  thinks  in  terms  of 
severe  liver  damage  and  multiple  transfusions  are 
administered. 

If  the  clinical  suggestion  is  a calculous  icterus, 
some  clinicians  recommend  nitroglycerine  every 
four  hours  for  its  antispasmodic  effects. 

Surgical.  These  cases  which  eventually  come  to 
surgery  are  the  joint  responsibility  of  the  surgeon 
and  internist.  The  time  of  surgery,  the  type  of  anes- 
thetic and  the  preoperative  preparations  of  the 
patient  are  their  major  problems. 

Surgery  in  the  presence  of  jaundice  carries  with 
it  a definitely  increased  mortality  and  morbidity 
rate.  For  this  reason  one  should  wait,  if  possible, 
until  the  jaundice  has  subsided  before  subjecting 
the  patient  to  operation.  Ability  to  do  this,  of 
course,  depends  on  the  cause  of  the  jaundice. 

Statistical  reviews  have  definitely  shown  us  that 
the  liver  suffers  most,  and  the  operative  risk  is, 
therefore,  the  greatest  during  a period  of  increas- 
ing biliary  obstruction.  In  other  words,  the  worst 
time  to  operate  is  during  a period  of  increasing 
jaundice.  If  the  obstruction  is  due  to  a stone,  the 
complete  block  is  usually  of  short  duration  and  it 
is  best  to  wait  until  the  jaundice  is  receding  or, 
better  yet,  until  it  is  entirely  cleared.  In  my  prac- 
tice this  interval  affords  the  time  for  a cholecysto- 
gram  to  confirm  the  diagnosis  before  advising 
surgery. 

If  the  common  duct  is  completely  obstructed,  the 
bilirubin  content  of  the  serum  will  ascend  to  a peak 
and  then  level  off  at  this  high  peak.  With  a patient 
adequately  prepared,  this  period  of  icteric  index 
stabilization  represents  the  safest  time  for  surgery. 
This  period  usually  requires  two  to  three  weeks 
and  delay  beyond  this  point  may  increase  liver 
damage  by  backpressure. 

The  safest  anesthesia  is  probably  spinal.  In  addi- 
tion to  the  value  to  the  surgeon  technically,  its 
use  is  not  associated  with  anoxemia  to  which  the 
damaged  liver  is  extremely  sensitive.  Fat  soluble, 
toxic  or  anoxic  anesthetics  are  best  avoided. 
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3.  Diseases  of  Secondary  Importance;  These  are  dis- 
eases which  are  not  apt  to  be  of  widespread  occurrence  or 
greatly  disabling  to  naval  personnel. 

Hookworm,  .\scariasis,  Schistosomiasis. 

Trypanosomiasis  (.African  and  .American). 

Leishmaniasis  (Kala-azar,  Cutaneous  Leishmaniasis). 


BRIGHAM  CITY,  UTAH 

The  discussion  of  tropical  diseases  at  a meeting 
of  physicians  of  a northern  state  may  at  first 
thought  seem  academic,  and  so  would  it  be  in  ordi- 
nary times.  However,  even  in  ordinary  times,  no 
apology  for  such  a presentation  would  be  required, 
for  doctors  have  always  been  interested  in  tropical 
diseases,  first,  because  these  form  such  a vital  part 
of  medicine,  and,  second,  because  of  the  scientific 
interest  found  in  this  strange  array  of  diseases, 
with  their  curious  and  almost  unbelievable  biologic 
specializations. 

But  these  are  not  ordinary  times.  Men  from  this 
and  every  other  state  are  fighting  and  living,  ex- 
posed to  tropical  diseases  in  both  hemispheres  of 
the  world  today.  These  men  will  return  to  Idaho 
and  to  every  other  state.  They  will  bring  with  them 
many  of  those  diseases  now  known  to  us  prin- 
cipally through  text  books,  if  at  all.  Even  if  there 
is  no  spread  of  these  to  the  general  population,  this 
generation  of  physicians  will  be  confronted  with 
the  problems  of  diagnosis  and  treatment  of  these 
conditions  in  the  returned  soldiers.  Therefore,  the 
subject  is  no  longer  academic. 

\^’hat  are  some  of  these  diseases  which  will  be- 
come of  increasing  significance  with  the  return  of 
the  .Armed  Forces?  The  Navy  lists  four  groups  of 
“tropical  and  exotic  diseases,”  of  importance  ac- 
cording to  their  likelihood  of  occurrence  and  their 
tendency  to  occur  in  epidemic  form  and  thereby 
seriously  disable  a command.^  These  are: 

1.  Diseases  of  Greatest  Importance:  These  are  the 
epidemic  diseases  occurring  to  some  extent  at  the  present 
among  naval  personnel  and  apt  to  become  of  increasing 
importance. 

Malaria  (including  Blackwater  Fever). 

Dengue. 

Denguelike  Fevers  (Sandfly  Fevers). 

Dysenteries  (Bacillary  and  .Amebic). 

2.  Diseases  of  Potential  Importance:  These  are  the 
epidemic  diseases  not  occurring  or  of  rare  occurrence  at 
present  among  naval  personnel,  but  to  be  particularly 
guarded  against. 

Typhus  and  other  Rickettsial  diseases. 

Cholera. 

Yellow  Fever. 

Plague. 

The  Relapsing  Fevers. 

Infectious  Jaundice  and  other  Leptospiroses. 

Bartonellosis  (Oroya  Fever — Verruga  Peruana). 


*Reacl  before  the  Fifty-fir.st  Annual  Meeting-  of  Idaho 
State  Medical  A.ssociation,  Boise,  Ida.,  Aug.  30-31,  1943. 

1.  Notes  on  Tropical  and  Kxotic  Di.seases  of  Naval  Im- 
poi'tance.  Li.  S.  Naval  Medical  School,  Bethesda,  Mary- 
land, Nov.,  1942. 


4.  Diseases  of  Little  or  no  Importance  among  Naval 
Personnel:  These  are  diseases  which  are  commonly  en- 
countered and  of  widespread  occurrence  among  native 
groups. 

Filariasis. 

Leprosy. 

A'aws,  Pinta,  Bejel. 

The  .Army,  too,  lists  “certain  tropical  diseases” 
together  with  information  for  their  treatment  and 
control  in  Circular  Letters  and  Technical  Manuals 


supplied  to  .Army  medical  officers.^-^  Such  a list  of 
the  “tropical  diseases”  of  greatest  importance  to 
the  .Army  includes: 


Cholera. 

Dengue. 

Denguelike  Fevers. 
Dysentery, 
amoebic, 
and  amebiasis. 

Dysentery,  bacillary. 
Filariasis,  bancrofti. 

onchocerciasis. 

loiasis. 

Hookw'orm  infection. 
Leishmaniasis,  kala-azar. 

oriental  sore, 
espundia. 

Malaria. 

Oroya  fever. 

Pinta  (carate). 

Plague. 


Relapsing  fever, 
louse-borne, 
tick-borne. 

Typhus,  epidemic, 
endemic. 

Tsutsugamushi  disease. 
Q Fever. 
Schistosomiasis. 

S.  hematobium. 

S.  mansoni. 

S.  japonicum. 
Trypanosomiasis, 
sleeping  sickness. 
Chagas  disease. 
A^aws. 

Bejel. 

ATllow  Fever. 


Naturally,  not  all  of  these  diseases  are  of  equal 
importance  to  the  two  services,  for  they  operate 
under  vastly  different  conditions.  Navy  personnel 
on  ship  board  are  not  exposed  to  certain  diseases  as 
are  soldiers  during  week  after  week  of  jungle  war- 
fare. Since  in  this  discussion  we  cannot  include  all 
of  the  diseases  found  in  the  two  lists,  these  remarks 
will  be  confined  to  those  found  most  often  in  the 
.Army  because  it  is  in  the  .Army  that  most  of  our 
men  are  serving. 

AIalaria 


Malaria  is  the  most  serious  disease  in  the  .Army 
today.  It  has  been  a serious  disease  since  the  be- 
ginning of  history.  To  realize  its  significance  one 
has  but  to  recall  the  role  of  the  malaria-laden  Pon- 
tine marshes  upon  Roman  history  and  to  realize 
that  malaria  was  the  cause  of  the  failure  of  many 
of  the  early  English  colonies  along  the  middle  and 
southern  seaboard  of  the  United  States.  Even  to- 
day many  fertile  areas  of  the  world  remain  unin- 
habitable because  of  it.  Malaria  accounts  for  about 
2,000,000  of  the  world’s  deaths  annually.  In  the 


2.  S.  G.  O.  Circular  Letter  No.  33,  Feb.  22,  1943.  Sub- 
ject: Treatment  and  Control  of  Certain  Tropical  Diseases. 

3.  Guide  to  Theraiiy  for  Medical  Officers.  War  Depart- 
ment Technical  Manual  8-210,  March  20,  1942. 
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United  States,  where  malarial  prevalence  is  low 
and  largely  limited  to  the  southeastern  states  and 
the  Mississippi  Valley,  there  are  nearly  5,000 
deaths  and  1,000,000  cases  per  year. 

Malaria  is  caused  in  man  by  four  species  of 
plasmodia.  P.  vivax  and  P.  ovale  cause  benign  ter- 
tian malaria;  P.  malariae  causes  quartan  malaria; 
and  P.  falciparum  causes  the  forms  variously  called 
malignant  tertian,  subtertian,  tropical  and  estivo- 
autumnal  malaria. 

All  the  malarial  plasmodia  are  transmitted  by 
means  of  Anopheles  mosquitoes.  There  are  over 
100  species  of  these,  but  only  about  thirty-eight 
can  transmit  malaria,  and  of  these  only  12  or  15 
are  of  any  practical  importance.  The  Anopheles 
quadrimaculatus  is  the  only  important  species  in 
Xorth  America.  It  breeds  in  swamps,  ponds  and 
streams,  and  is  a so-called  “wild”  mosquito,  in 
contrast  to  the  common  pest  or  house  mosquito, 
Culex,  which  breeds  in  and  about  houses. 

The  Anopheles  is  found  in  all  our  mountain 
states.  It  may  be  recognized  in  adult  life  by  its 
habit  of  resting  at  an  angle  of  about  45  degrees 
and  by  its  spotted  wings,  and  in  the  larval  stage  by 
its  lying  and  feeding  just  beneath  the  surface  of 
the  water  in  a horizontal  position.  Most  anophe- 
lines  are  twilight  feeders,  a habit  which  is  of  prac- 
tical use  in  malarial  control.  Many  survive  the 
winter  by  hibernating  as  adults,  though  the  ma- 
larial parasites  will  not  survive  hibernation  except 
perhaps  in  the  milder  climates.^ 

Malarial  parasites  are  not  transmitted  from  mos- 
quito to  mosquito.  In  this  disease  man  is  the  inter- 
mediate host,  and  the  mosquito  the  definitive  host. 
Only  the  females  carry  the  disease,  since  the  males 
do  not  feed  on  animals. 

P.  vivax  is  the  most  widely  distributed  of  the 
malarial  parasites.  It  occurs  in  the  tropics,  sub- 
tropics, and  temperate  zones,  and  is  common  in  the 
United  States.  It  has  occurred  in  Sweden  and  Eng- 
land, and  in  America  as  far  north  as  the  Great 
Lakes  region. 

P.  malarise  is  uncommon.  It  occurs  chiefly  in 
India,  Ceylon  and  the  Malay  States,  though  it  is 
also  present  in  tropical  Africa  and  x^merica. 

P.  falciparum  is  rare  in  the  temperate  zones  but 
is  common  in  the  tropics  and  subtropics. 

CYCLE  OF  THE  PARASITE 

In  order  for  the  mosquito  to  become  infected  it 
must  bite  a person  harboring  both  male  and  female 
malarial  parasites  (gametes)  in  his  blood,  since  the 

4.  Stitt.  E.  R..  ClouRh.  C.  W.  and  Clough.  M.  C. : Prac- 
tical Bacteriologv,  Hematology  and  Parasitolog.v.  p.  574. 
Blakiston.  Philadelphia,  1938, 


asexual  (merozoite)  phase  of  the  reproducing  plas- 
modium  cannot  survive  in  the  mosquito’s  stomach. 
In  the  mosquito’s  stomach  the  microgametocyte, 
by  a process  known  as  exflagellation,  forms  long, 
slender  actively  motile  flagellalike  processes  (mic- 
rogametes) which  break  away,  migrate  to  and  fuse 
with  the  female  form  ( macrogametocyte)  which 
after  fertilization  undergoes  nuclear  reduction  by 
the  formation  of  polar  bodies,  and  becomes  the 
zygote,  or  vermiculus,  because  it  is  now  capable  of 
wormlike  movement.  The  zygote  penetrates  through 
the  muscularis  of  the  mosquito’s  stomach  to  a posi- 
tion just  beneath  the  serosal  cells  where  it  becomes 
encapsulated  as  an  oocyst,  within  which  are  de- 
veloped from  a few  hundred  to  as  many  as  10,000 
sporozoites. 

Though  as  many  as  500  such  cysts,  each  50  mu 
or  more  in  diameter,  may  develop  simultaneously 
in  the  stomach  of  the  mosquito,  it  suffers  no  ap- 
parent harm,  nor  is  its  life  or  reproductive  cycle 
affected.  Upon  completion  of  development  of  the 
sporozoites  the  cyst  ruptures,  and  liberates  these 
into  the  body  cavity  (hemocele)  of  the  mosquito, 
from  whence  they  migrate  into  the  salivary  glands 
to  be  deposited  by  way  of  the  hypopharyngeal 
veneno-salivary  duct  when  the  mosquito  next  feeds. 
The  time  required  for  development  of  the  parasite 
within  the  mosquito  differs  with  the  various  species 
of  plasmodia,  and  with  the  environmental  tem- 
perature. P.  vivax  under  optimum  conditions  re- 
quires about  17  days;  P.  malariae,  35  days;  and 
P.  falciparum,  23  days.  At  18°C  there  is  little  or 
no  development;  the  plasmodia  may  survive  re- 
frigeration temperatures,  however.  ,'\fter  the  sporo- 
zoites have  developed,  the  mosquito  may  remain 
continually  infectious  for  as  long  as  three  months, 
since  only  a few  are  discharged  with  each  bite. 

j\fter  the  sporozoite  is  introduced  into  the  blood 
stream  of  man  there  is  a period  in  the  life  of  the 
parasite  which  is  unknown.  Formerly  it  was  con- 
sidered that  the  parasite  quickly  entered  the  red 
blood  cells,  but  since  blood  transfused  from  per- 
sons previously  infected  with  sporozoites  does  not 
produce  malaria  until  the  ninth  day,  it  has  been 
suggested  that  the  sporozoites  must  undergo  a 
period  of  preliminary  development,  probably  in  the 
tissues,  before  invading  the  blood  and  blood  cells. 
That  the  sporozoites  are  not  necessarily  obliged  to 
pass  through  tissue  cells  before  becoming  invasive 
for  red  blood  cells  is  shown  by  their  cultivation  in 
vitro  by  Bass  (J.A.M.A.  57:1534,  191  1),  whose 
work  has  been  repeated  in  our  laboratory  by  Lt. 
Robert  Fleming.  In  at  least  two  of  ten  cases,  new 
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generations  of  sporozoites  were  produced  in  vitro 
in  a red  blood  cell  glucose-enriched  plasma  medium. 
In  any  event,  by  the  tenth  day  the  parasites  can 
again  be  found,  now  in  the  red  cells,  where  both 
sexual  and  asexual  reproduction  occur.  Asexual 
reproduction  predominates;  development  of  the 
sexual  forms  (gametocytes)  plays  no  known  part 
in  causation  of  the  clinical  symptoms  of  malaria  in 
man. 

In  asexual  reproduction  the  trophozoite  pro- 
gressively enlarges  and  develops,  until  (depending 
upon  the  species)  from  8 to  32  daughter  parasites 
(called  merozoites)  are  formed.  The  parasites  dif- 
fer in  appearance  during  the  course  of  develop- 
ment, and  it  is  these  differences  which  permit  the 
pathologist  to  distinguish  between  species. 

When  the  merozoites  are  fully  formed  the  red 
cell  ruptures,  liberating  these  into  the  circulation, 
where  each  merozoite  in  turn  becomes  infectious 
for  other  red  blood  cells.  Reinfection  of  fresh  red 
cells  and  geometric  multiplication  continue  until 
about  two  weeks  after  infection,  when  there  are 
sufficient  parasites  to  produce  clinical  symptoms, 
about  200  per  cubic  millimeter,  or  the  total  of  a 
billion  in  the  body.  Not  every  merozoite  liberated 
in  the  blood  stream  reproduces;  fully  90  per  cent 
are  destroyed  by  the  macrophages  in  the  spleen, 
liver  and  bone  marrow.  However,  since  the  rate  of 
reproduction  of  the  survivors  is  nearly  uniform 
within  each  species,  sporulation  of  all  occurs  at 
about  the  same  time.  The  onset  of  the  clinical 
paroxysm  corresponds  to  this  sporulation,  with  the 
attendant  simultaneous  destruction  of  many  red 
blood  cells  and  liberation  of  toxic  substances  into 
the  blood  stream.  The  cycle  of  development  of  P. 
vivax  and  P.  ovale  is  48  hours;  of  P.  malariae,  72 
hours;  and  of  P.  falciparum,  48  hours.  P.  falci- 
parum, however,  has  a quite  variable  cycle  of  de- 
velopment, with  more  protracted  or  continuous 
sporulation,  so  that  the  fever  caused  by  it  is  often 
irregular  or  remittent. 

The  sexual  forms  of  malaria  appear  in  the  blood 
at  varying  times  after  the  onset  of  fever  in  the 
various  forms  of  malaria.  With  P.  vivax  (tertian) 
malaria  the  sexual  forms  may  appear  in  the  blood 
almost  immediately;  with  P.  malariae  (quartian)' 
they  may  appear  only  after  several  months;  with 
P.  falciparum  they  may  appear  after  a week. 

SYMPTOMATOLOGY 

The  symptoms  of  malaria  are  astonishingly  pro- 
tean, a fact  which  is  only  now  becoming  under- 
stood. Basically  these  are  symptoms  of  clinically 
active  malaria,  regardless  of  the  species  of  the 
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causative  parasite:  (1)  fever,  (2)  anemia  and  (3) 
splenomegaly. 

P.  vivax  (tertian)  is  the  most  common  form  of 
malaria.  While  it  is  mild,  it  is  very  likely  to  recur. 
Symptoms  of  mild  backache,  low  fever,  and  mus- 
cular soreness  appear  after  about  the  sixth  day 
following  infection.  Paroxysms  appear  about  the 
fourteenth  day,  recurring  every  second  day  unless 
the  patient  has  received  two  infections,  when  the 
paroxysms  may  be  daily  (quotidian).  Clinically, 
the  paroxysms  are  characterized  by  cold,  hot  and 
sweating  stages  of  about  one  to  three  hours  dura- 
tion each. 

The  symptoms  of  P.  ovale  malaria  are  very  sim- 
ilar to  those  of  P.  vivax. 

P.  malariae  (quartan)  malaria  is  clinically  the 
mildest  of  all  the  types,  but  it  is  the  most  resist- 
ant to  treatment,  and  is  the  type  most  subject  to 
late  relapses.  The  incubation  period  is  long,  from 
eighteen  to  forty  days.  The  onset  is  similar  to  that 
in  vivax  malaria.  Since  the  reproductive  cycle  is 
about  seventy-two  hours,  the  paroxysms  occur 
every  third  day.  Except  for  this,  the  paroxysms  are 
similar  to  those  caused  by  vivax,  though  they  may 
be  of  somewhat  longer  duration. 

Falciparum  malaria  goes  under  a variety  of 
names;  “estivoautumnal”  because  in  some  locali- 
ties it  is  seen  chiefly  in  the  late  summer  and  early 
autumn,  “tropical”  malaria  because  it  is  common 
in  the  tropics,  “subtertian”  or  “quotidian”  because 
the  paroxysms  often  occur  daily,  and  “malignant 
tertian”  or  “pernicious”  malaria  because  of  the 
clinical  severity  sometimes  manifested. 

While  P.  falciparum  malaria  is  the  most  severe 
type,  it  is  also  the  most  susceptible  to  therapy. 
It  is  in  falciparum  malaria  that  the  red  cells  agglu- 
tinate and  form  capillary  thrombi  in  the  brain, 
liver,  spleen,  bone  marrow  and  other  organs,  giv- 
ing rise  to  “pernicious”  attacks  which  may  be 
quickly  fatal.  The  incubation  period  is  about 
twelve  days.  The  reproductive  cycle  is  about  forty- 
eight  hours,  but  is  variable  and  hence  sporulation 
is  often  protracted  or  continuous  and  the  parox- 
ysms prolonged;  or  the  fever  may  be  continuous 
or  irregularly  remittent. 

PROGNOSIS 

Malaria  is  a self-limited  disease. 

Clinical  activity  of  the  untreated  infections  varies 
greatly  in  duration,  depending  upon  the  species  of 
parasite  and  host  resistance.  Vivax  attacks  may 
last  as  long  as  four  months,  including  periods  of 
spontaneous  remissions;  malariae  may  remain  clin- 
ically active  for  as  long  as  nine  months;  while  fal- 
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ciparum  infections  are  short,  and  usually  do  not 
exceed  six  weeks  in  duration. 

Infections  may  persist  in  latent  form  over  vari- 
able periods  of  time,  depending  upon  the  particu- 
lar parasite  involved.  Infections  with  vivax  remain 
latent  for  as  long  as  two  or  even  three  years;  ma- 
lariae  infections  remain  latent  for  indefinite  and 
protracted  periods,  although  with  falciparum  the 
period  of  latent  infection  probably  does  not  per- 
sist any  longer  than  one  year. 

An  attack  occurring  within  eight  weeks  of  the 
cessation  of  a preceding  attack  is  considered  as  a 
recrudescence  of  the  primary  attack,  and  not  as 
a relapse  which  is  an  attack  occurring  in  from  eight 
to  twenty-four  weeks  after  cessation  of  the  primary 
attack.  When  successive  attacks  occur  at  intervals 
longer  than  twenty-four  weeks  they  are  designated 
as  recurrences. 

P.  vivax  and  P.  malariae  infections  rarely  cause 
death.  Falciparum  malaria  is  fatal  chiefly  when  the 
infection  is  overwhelming,  or  cerebral  involvement 
occurs. 

PATHOLOGY 

In  the  cases  of  death,  the  principal  changes  are 
enlargement  of  the  spleen,  due  to  sinusoidal  con- 
gestion with  parasitized  and  normal  red  cells,  and 
increased  pigment  in  the  reticuloendothelial  cells 
generally,  with  active  phagocytosis  of  cell  and 
parasitic  debris  by  the  endothelial  cells.  In  fatal 
cases  of  falciparum  malaria  there  may  be  focal 
hemorrhages  in  the  brain  substance,  due  to  capil- 
lary infarction  by  agglutinated  red  cells. 

IMMUNITY 

Infection  confers  a low-grade  but  specific  im- 
munity soon  after  the  acute  attack  has  subsided. 
This  immunity,  which  is  of  short  duration,  is  for 
the  specific  infecting  strain  only. 

TREATMENT 

Treatment  is  symptomatic  and  specific. 

There  are  at  the  present  time  three  accepted  anti- 
malarial  drugs.  The  most  successful  therapeutic  re- 
sults are  obtained  by  the  use  of  the  most  suitable 
drug  for  each  type  of  case.  To  accomplish  this, 
a knowledge  of  the  capabilities  of  each  drug  is  nec- 
essary and  the  results  of  treatment  should  be  fol- 
lowed by  microscopic  studies  of  blood  smears  in 
every  case. 

The  standard  dosage  of  quinine  recommended 
by  the  National  Malaria  Committee  of  the  United 
States  is  2 gm.  daily,  given  divided  in  three  doses 
of  0.65  gm.  each,  for  three  to  four  days,  or  until 
the  acute  symptoms  have  disappeared;  then  0.65 
gm.  every  night  for  eight  weeks.  More  recently  1 


gm.  daily  in  divided  doses  of  0.3  gm.  has  been  ad- 
vised in  vivax  and  quartan  malaria,  with  0.3  gm. 
four  times  daily  in  falciparum  malaria.  Prophy- 
lactically,  0.3  to  0.6  gm.  of  quinine  per  day  will 
prevent  the  clinical  symptoms  of  malaria,  though 
it  does  not  prevent  infection.  The  action  of  quinine 
seems  to  be  through  the  stimulation  of  the  reticulo- 
endothelial system,  since  in  vitro  the  malarial  para- 
sites are  quite  resistant  to  it,  and  since  in  animals 
infected  with  malaria  quinine  loses  its  effective- 
ness when  the  reticuloendothelial  system  is  e.xperi- 
mentally  depressed  or  abolished.  Quinine  acts  on 
the  asexual  forms  of  all  species  of  malaria,  and  on 
the  sexual  forms  of  vivax  (tertian)  and  P.  malariae 
(quartan)  but  has  much  less  effect  upon  the  sexual 
forms  of  falciparum. 

In  addition  to  quinine,  the  synthetics,  atabrine 
and  plasmochin,  are  .specifics  against  certain  types 
of  malaria.  Atabrine  acts  against  the  asexual  forms 
of  all  species  of  malaria  and  against  the  sexual 
forms  of  P.  vivax  and  P.  malariae,  as  does  quinine. 
It  is  also  active  against  the  sexual  forms  of  fal- 
ciparum, against  which  quinine  has  little  value. 
Atabrine  is  less  toxic  than  quinine.  Fewer  relapses 
follow  its  use,  though  rarely  psychoses  occur.  The 
commonly  accepted  course  of  treatment  is  0.1  gm. 
three  times  per  day  for  five  days.  The  prophylactic 
or  suppressive  dose  of  atabrine  is  0.1  gm.  daily  at 
the  evening  meal,  six  days  per  week. 

Plasmochin  is  active  against  the  sexual  forms  of 
all  the  malarial  plasmodia,  and  particularly  against 
those  of  falciparum,  against  which  quinine  and  ata- 
brine have  least  effect.  For  this  reason  it  is  of  par- 
ticular value  in  the  treatment  of  malignant  tertian 
malaria,  though  it  should  be  used  in  conjunction 
with  quinine  or  atabrine,  since  it  has  no  effect  upon 
the  asexual  forms.  Plasmochin  should  be  given 
simultaneously  with  atabrine,  however,  as  the  tox- 
icity of  each  seems  to  be  increased  by  the  other. 
An  accepted  treatment  with  plasmochin  is  0.02 
gm.  doses,  two  times  per  week  until  the  gameto- 
cytes  (sexual  forms)  have  disappeared  from  the 
blood. 

The  current  Army  plan  of  management  of  ma- 
laria, as  stated  in  S.G.O.  Circular  Letter  No.  153, 
19  August  1943:  Subject:  The  Drug  Treatment  of 
Malaria,  Suppressive  and  Clinical,  is  extracted  be- 
low: 

Recommended  suppressive  drug  therapy: 

Quinine:  0.6  gm.  daily  evening  meal,  or 

.Atabrine:  0.1  gm.  daily  evening  meal  6 days  per  week. 

Plasmochin:  Not  used  in  suppressive  treatment. 
Recommended  therapy  of  clinically  active  malaria: 

a.  Uncomplicated  malaria: 
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Atabrine:  0.2  gm.  q 6 hrs.  for  S closes  (1  gm.)  (with 
1 gm.  soda  or  sweetened  fluid,  200-300  cc.),  then: 

0.1  gm.  t.i.d.,  p.c.  for  6 days  (1.8  gm.)  after  meals,  or 

Quinine:  1 gm.  t.i.d.,  p.c.,  for  2 days  (6  gm.)  (which 
usually  abolishes  parasites  in  blood  in  from  1 to  5 
days),  then 

0.6  gm.  t.i.d.,  p.c.,  for  S days  (10  gm.) 

Plasmochin:  If  patient  is  hospitalized,  plasmochin  is 
given  immediately  following  atabrine  (not  with  it), 
or  with  quinine  on  last  days  of  treatment,  as  follows: 

0. 01. gm.  t.i.d.,  p.c.,  for  4 days  (0.12  gm.)  with  1 gm. 
soda,  and  liberal  sugar  and  water  intake.  (Discon- 
tinue the  plasmochin  at  once  if  any  toxic  symptoms 
appear.) 

b.  Severe  malaria,  with  vomiting: 

■Atabrine:  0.2  gm.  in  S cc.  water  I.M.  into  each  buttock 
(total  0.4  gm.).  One  or  two  additional  doses  of  0.2 
gm.  each  may  be  given  at  6-8  hour  intervals  if  neces- 
sary, but  not  more  than  1.3  gm.  in  48  hours. 

Quinine:  0.6  gm.  in  300  cc.  saline,  I.V.;  (may  be  re- 
peated in  6-8  hrs.) 

When  the  patient  can  take  and  retain  oral  medication, 
the  total  course  of  atabrine  (preferably)  or  quinine  by 
mouth  as  described  for  uncomplicated  cases  should  be 
completed. 

.Atabrine  is  the  drug  of  choice,  except  in 

a.  Severe  falciparum  infections,  requiring  intravenous 
therapy, 

b.  Patients  with  intolerance  to  atabrine,  and 

c.  Cases  of  repeated  relapses  following  atabrine  therapy. 

It  is  as  effective  (or  more  so)  than  quinine  in  treatment 

of  clinical  attacks  and  for  suppressive  treatment. 

Quinine  is  localized  in  tissues  to  smaller  extent 
than  atabrine;  therefore,  initially  larger  doses  of 
atabrine  are  required. 

Plasmochin  in  safe  doses  has  very  little  effect 
on  schizonts,  and  for  this  reason  fails  to  control 
clinical  attacks  of  malaria.  It  does  have  some  degree 
of  special  action  on  gametes,  an  effect  which  does 
not  influence  the  course  of  disease  in  the  patient, 
but  may  be  of  value  in  controlling  the  spread  of 
the  disease.  The  claim  that  there  are  fewer  re- 
lapses, when  plasmochin  is  used  with  other  drugs, 
is  not  considered  borne  out  by  recent  experience. 
The  routine  use  of  plasmochin  is  hot  recommend- 
ed, due  to  its  toxic  effects  and  to  the  prolongation 
of  hospitalization  necessary. 

The  original  letter  should  be  consulted  for  other 
pertinent  and  interesting  data  it  contains.-'’ 

EPIDEMIOLOGY 

The  spread  of  malaria  depends  upon  three  fac- 
tors: 

1.  Number  of  female  anopheles  present. 

2.  Number  of  human  gametocyte  carriers  acces- 
sible (with  parasite  densities  of  about  12  gameto- 
cytes  or  more  per  cubic  millimeter).** 

3.  Number  of  resistant  or  immune  persons  in 
population. 

The  life  of  the  female  mosquito  under  optimum 

5.  Special  Article:  The  Drug  Treatment  of  Malaria: 
Suppressive  and  Clinical.  (S.  O.  O.  Circular  Letter  No. 
153,  1943.)  J.  A.  M.  A.,  123:205-208.  Sept.  25,  1943. 

**To  infect  A.  maculatus  the  blood  must  contain  gam- 
etocyte densities,  per  cu.  mm.  approximately  as  follows: 
V'ivax  6,  Malariae  20,  Falciparum  35,  according  to  Green, 
cited  by  Strong,  Vol.  I,  p.  446. 


conditions  is  about  three  months;  its  life  expect- 
ancy is  but  from  two  to  four  weeks.  Since  malaria 
requires  from  17  to  35  days  to  develop  in  the  mos- 
quito (vivax,  17  days;  malariae,  35  days;  falci- 
parum, 32  days),  few  of  those  becoming  infected 
live  to  transmit  the  disease.  The  spread  of  malaria 
in  a northern  locality  is,  of  course,  materially 
curbed,  and  even  eradicated,  by  the  nonsurvival  of 
infected  mosquitoes  over  the  winter,  thus  breaking 
the  cycle  which  must  be  started  anew  each  summer. 

The  population  density  of  infected  humans  de- 
termines the  chance  of  mosquitos  becoming  infect- 
ed, but  even  if  many  gametocyte  carriers  are  pres- 
ent, the  chances  are  remote  that  many  mosquitoes 
will  find  these  persons,  and  live  sufficiently  long  to 
transmit  the  disease  to  nonimmune  individuals. 
The  most  effective  means  of  prevention  is  thorough 
mosquito  control. 

The  ultimate  extinction  of  malarial  infections  in 
man  is  a function  of  host  resistance,  i.e.,  is  more 
attributable  to  the  activation  of  the  immunity 
mechanism  of  the  body  than  to  any  of  the  thera- 
peutic procedures  in  use  today. 

Hookworm  Disease 

Synonyms  are  ancyclostomiasis,  uncinariasis, 
tropical  chlorosis,  miners’  anemia. 

Hookworm  disease  is  widely  distributed  through 
the  warm,  moist  parts  of  the  world,  i.e.,  between 
36°  N.  latitude  and  30°  S.  latitude,  where  the  mean 
monthly  temperature  is  over  50°  F.,  and  the  annual 
rainfall  greater  than  40  inches.  Lighter  infestations 
may  occur  in  less  favorable  environments.  It  is  a 
rural  disease,  excepting  among  miners  when  excreta 
disposal  is  insanitary.  The  disease  was  first  clini- 
cally recognized  in  1880  among  the  laborers  con- 
structing the  St.  Gotthard  tunnel  in  the  .\lps. 

There  are  two  principal  species  affecting  man,  the 
Old  World  species,  .^ncyclostoma  duodenale,  and 
the  New  World  species,  Necator  americanus. 
Though  divided  into  Old  World  and  New  World 
forms,  both  are  found  in  each  hemisphere.  The  Old 
World  disease  is  found  principally  in  Southern 
Europe,  Northern  .Africa,  India,  Southeastern  Asia, 
the  East  Indies,  .Australia  and  South  .America.  The 
New  World  disease  is  found  in  South  .America,  the 
West  Indies,  Central  .America,  Mexico,  the  south- 
ern United  States  from  Virginia  to  Kentucky  to 
eastern  Texas,  and  in  .Africa  and  .Asia.  The  two  in- 
fections are  practically  alike  so  far  as  their  clinical 
manifestations  are  concerned. 

There  is  no  essential  intermediate  host,  infec- 
tion being  from  man  to  man,  though  each  species 
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will  infect  apes,  clogs,  cats,  pigs  and  certain  other 
animals. 

The  life  cycle  is  practically  the  same  for  both 
species.  The  adults  are  found  in  the  upper  intes- 
tinal tract  of  the  host,  often  in  great  numbers.  The 
worm  attaches  itself  to  the  mucosa  of  the  host  by 
means  of  teeth  or  chitinous  plates.  A bit  of  mucosa 
is  drawn  into  its  esophagus.  Through  the  secretion 
of  an  anticoagulant  a continuous  blood  food  source 
is  thus  assured.  Ova  are  given  off  in  great  numbers, 
from  6,000  to  20,000  per  day  by  each  female  worm. 
Under  optimal  conditions,  i.e.,  when  pased  into 
warm,  qioist  earth,  the  eggs  hatch  within  two  days, 
the  larvae  feed  voraciously,  and  grow  through  two 
moultings  by  about  the  fifth  day,  when  they  cease 
to  feed  and  enter  the  ensheathed  “resting”  stage 
in  which  they  are  infectious  for  man.  Though  still 
actively  motile,  they  do  not  migrate  far  from  the 
place  of  their  deposition.  (Cort  says  four  inches 
for  N.  americanus.)  After  ensheathment,  the  larvae 
become  relatively  resistant,  and  may  live  four  to 
eight  weeks,  if  in  a cool  and  moist  place,  though 
they  are  quite  sensitive  to  extremes  of  temperature 
and  to  desiccation. 

The  reinfection  of  man  is  accomplished  through 
a curious  and  fascinating  biologic  procedure.  When 
the  larva  comes  in  contact  with  the  skin,  probably 
stimulated  by  the  warmth,  it  becomes  very  active 
and  burrows  through,  producing  the  familiar 
“ground  itch.”  Only  a few  minutes  are  required  for 
the  penetration  into  the  subcutaneous  tissues,  from 
which  the  larvae  are  carried  through  the  lymphatics 
and  the  blood  until  they  reach  the  lungs.  Here  they 
leave  the  capillaries  and  migrate  either  actively  or 
passively  up  the  bronchi  and  trachea,  over  the  epi- 
glottis and  into  the  pharynx.  From  the  pharynx 
they  are  swallowed  into  the  gastrointestinal  tract. 
This  migration  requires  about  one  week.  Full  ma- 
turity is  attained  in  about  one  month  after  entering 
the  body.  The  life  span  of  a single  hookworm  may 
be  from  a few  months  to  six  or  more  years. 

Clinical  recognition  is  principally  from  the  symp- 
toms and  signs  of  fatigue,  lassitude  and  anemia, 
usually  with  an  associated  eosinophilia.  From  25 
to  50  worms  will  produce  clinical  symptoms.  The 
hookworm  is  a very  wasteful  feeder,  only  the  fluid 
portion  of  the  blood  being  utilized.  A single  worm 
may  ingest  as  much  as  0.8  cc.  of  blood  per  day. 

Definite  diagnosis  is  established  by  identifying 
the  ova  in  the  feces.  When  numerous,  these  are  eas- 
ily found  by  low  power  examination  of  fresh  smear 
preparations.  When  but  a few  are  present,  concen- 
tration methods  may  be  required. 


Treatment  recommended  is  hexylresorcinal  (Ca- 
procol),  1 gram  on  empty  stomach,  with  no  food 
for  four  hours,  followed  in  three  days  by  a 3 cc. 
dose  of  carbon  tetrachloride.  The  hexylresorcinal 
will  kill  about  50  per  cent  of  the  hookworms  and 
will  remove  ascaris;  the  carbon  tetrachloride  will 
kill  the  remaining  hookworms.  Occasional  deaths 
have  been  reported  following  the  administration 
of  carbon  tetrachloride.  In  1925  Hall  and  Shillinger 
introduced  tetrachlorethylene  as  a specific  for 
hookworm,  which  is  now  regarded  by  many,  in- 
cluding Faust,  as  the  drug  of  choice.  The  recom- 
mended dosage  is  the  same  as  that  for  carbon  tet- 
rachloride, i.e.,  3 cc.  for  an  adult.  One  gram  of  iron 
per  day  in  the  form  of  ferrous  sulfate  is  recom- 
mended to  combat  the  anemia. 

Prevention  consists  of  three  elements:  first,  treat- 
ment of  infected  cases;  second,  sanitary  disposal 
of  excreta;  and,  third,  protection  of  the  skin  (and 
particularly  the  feet)  against  contact  with  soil  con- 
taminated with  hookworm  larvae.  Shoes  obviously 
are  the  best  protection  of  the  feet.  The  only  really 
effective  preventive  measure  is  the  sanitary  disposal 
of  excreta.  Since  the  larvae  cannot  climb  a vertical 
surface  of  any  height,  and  in  any  event  remain 
close  to  the  place  of  their  deposition,  the  disposal 
of  excreta  anywhere  but  on  the  ground  will  serve 
to  prevent  the  spread  of  hookworm  disease. 

Two  species  of  hookworms  (braziliense  and  A. 
canium),  found  naturally  in  dogs  and  cats,  some- 
times cause  a skin  disease  called  the  “creeping 
eruption”  in  man.  These  infections  are  usually 
acquired  from  lying  in  a place  which  has  been  con- 
taminated by  dog  or  cat  excreta.  Epidemics  have 
been  reported  from  Florida  beaches.  The  larvae 
progress  through  the  skin  several  centimeters  per 
day,  causing  severe  itching  and  inflammation.  This 
“creeping  eruption”  may  be  treated  by  lightly 
freezing  the  skin  with  ethyl  chloride  or  dry  ice 
in  a band  one  inch  beyond  the  advancing  edge  of 
the  lesion,  or  by  the  application  of  ethyl  acetate  to 
a similar  area  for  twenty-four  hours. 

{To  be  Concluded) 


.A.M..\.  R.^DIO  PROGR.\M  NOW  BRO.\DC.\ST 
FROM  123  NBC  STATIONS  WEEKLY 
k report  just  received  from  the  National  Broadcasting 
Company,  it  is  reported  in  The  Journal  of  the  American 
Medical  Association  for  February  24,  indicates  that  Doctors 
Look  Ahead,  a nonrevenue  program  sponsored  l)y  the  .As- 
sociation and  the  National  Broadcasting  Company,  is  now 
being  Ijroadcast  each  Saturday  from  123  NBC  stations  from 
coast  to  coast  and  from  border  to  Gulf.  This  is  the  largest 
network  in  the  .Association’s  broadcasting  history. 
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PINEALOMA* 

WITH  REPORT  OF  CASE 

William  B.  Dublin,  M.D. 

LOS  ANGELES,  CALIF. 

Tumors  of  the  pineal  gland  are  moderately  rare. 
Ten  such  tumors  were  observed  at  the  Mayo  Clinic 
during  a period  of  twenty-three  years.^ 

The  histogenesis  of  pinealomas  is  complex.  In 
recent  years  many  widely  differing  histologic  types 
have  been  brought  together  by  the  embryologic 
studies  of  Marburg-  and  Krabbe'^  and  the  patho- 
logic observations  of  Globus  and  Silbert,  who 
demonstrated  that  the  aforementioned  widely  dif- 
fering histologic  types  could  be  compared  with  tis- 
sue found  in  the  pineal  gland  at  some  stage  of  its 
prenatal  development  or  postnatal  existence.  The 
microscopic  picture  most  frequently  encountered 
consists  of  large,  clear  cells,  gathered  into  islands 
which  are  set  in  mosaic  pattern  in  a background  of 
small,  round,  dark  cells.  Gliomatous  forms  may  be 
observed.  Some  pinealomas  are  diffusely  cellular, 
resembling  sarcomata.  Others  are  suggestively  epi- 
thelial, being  dedived  from  ependyma,  and  some- 
times formerly  were  designated  carcinomas. 

Except  for  rare  instances  of  tumor  arising  from 
misplaced  pineal  tissue,  pinealomas  arise  from  the 
pineal  gland  which  is  situated  at  the  posterior  ex- 
tremity of  the  third  ventricle  and  is  approached  by 
the  small  pineal  recess  of  the  aforementioned  third 
ventricle.  Pineal  tumors  grow  expansively  and  at 
the  same  time  commonly  infiltrate  surrounding 
tissue.  Infrequently,  they  produce  implants  through- 
out the  ventricles  or  subarachnoid  space. 

Situated  as  they  are  immediately  above  the  roof 
of  the  midbrain,  they  soon  compress  the  aqueduct 
of  Sylvius  to  a point  of  obstruction.  Enlargement 
of  ventricles  follows.  The  third  ventricle  shares  in 
the  enlargement,  its  floor  is  thinned  out  and  the 
hypothalamic  structures  are  commensurately  af- 
fected. Nuclear  centers  situated  in  the  roof  and 
tegmentum  of  the  midbrain  are  compressed,  as  are 


*From  the  Pathological  Laboratory  of  Elmery  Cancer 
Clinic,  615  South  Westlake  Avenue,  Los  Angeles,  Calif., 
and  the  Departments  of  Pathology  of  Tacoma  General 
Hospital,  Tacoma,  Wash.,  and  Western  State  Hospital, 
Fort  Steilacoom,  Wash. 

♦The  author  wishes  to  express  his  thanks  to  Drs.  A.  L. 
Schultz  and  D.  M.  Dayton,  Tacoma,  Wash.,  for  peiTnis- 
sion  to  use  clinical  data,  and  to  Dr.  B.  T.  Terry,  Director 
of  Pathological  Laboratoiies,  Tacoma  General  Hospital, 
for  his  kindness  in  supplying  postmortem  data  and  giving 
permission  to  use  the  pathologic  material  for  publication. 
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also  the  cerebral,  and  sometimes  the  superior  cere- 
bellar, peduncles.  Infiltrative  destruction  may  occur 
of  portions  of  the  corpus  callosum  and  of  the  basal 
nuclear  masses. 

Pinealomas  give  rise  to  signs  of  an  expanding 
intracranial  lesion:  headache,  vomiting  which  may 
be  projectile,  dizziness  and  papilledema.  The  afore- 
mentioned hydrocephalus,  resulting  from  compres- 
sion of  the  aqueduct  of  Sylvius,  is  accompanied  by 
increase  of  intracranial  pressure.  Pinealomas  are 
no  longer  considered  to  produce  changes  in  sexual 
characteristics  by  secreting  a hormone.  Distension 
of  the  third  ventricle,  with  commensurate  jnvolve- 
ment  of  the  hypothalamic  centers,  results  indirectly 
and  infrequently  in  diabetes  insipidus,  sexual  pre- 
cocity, and  vegetative  disorders.  Tremor  and  other 
extrapyramidal  symptoms  may  follow  destruction 
of  varying  portions  of  basal  nuclei.  From  compres- 
sion of  the  superior  cerebellar  peduncles,  ataxia 
may  result,  and  when  the  cerebral  peduncles  are 
involved  there  may  be  spasticity,  hyperreflexia, 
pathologic  reflexia  and  weakness  of  extremities. 
Injury  to  the  nuclear  centers  of  the  midbrain  re- 
sults characteristically  in  sofne  degree  of  paralysis 
of  external  ocular  muscles,  and  quite  commonly  Ar- 
gyll-Robertson  pupils  are  observed;  blindness,  how- 
ever, does  not  often  occur. 

Treatment  of  pinealoma  is  quite  unsatisfactory. 
Surgical  removal  of  a tumor  of  the  pineal  which  has 
progressed  sufficiently  to  produce  symptoms  is 
scarcely  ever  possible,  and  irradiation  is  equally  in- 
effective. 

CASE  REPORT 

The  patient,  a boy,  was  born  in  Tacoma  General  Hos- 
pital by  easy  and  spontaneous  delivery  .April  11,  1942. 
Birth  weight  was  7 lbs.  The  infant  was  considered  to  be 
approximately  three  weeks  premature.  ,\t  the  age  of  two 
weeks  a white  opacity  was  observed  in  the  media  of  the 
left  eye.  The  cranial  vault  appeared  wedge-shaped.  .Aug. 
12,  a roentgenogram  of  the  skull  showed  that  the  sagittal 
suture  was  narrower  than  usual,  even  in  comparison  with 
those  of  infants  IS  and  20  months  old.  Calcification  of  the 
lens  of  the  left  eye  also  was  reported.  The  infant  was 
questionably  of  normal  mentality.  .Although  hydrocephalus 
was  not  yet  frankly  present,  the  scalp  over  the  anterior 
fontanelle  at  all  times  was  level  and  moderately  firm. 

July  6,  194,3,  the  child  was  readmitted  to  the  hospital 
with  the  complaint  of  vomiting,  frequent  convulsions  and  a 
rectal  temperature  of  103°  F.  The  patient  appeared  blind. 
The  head  was  quite  large  and  the  fontanelle  was  bulging. 
The  infant  seemed  restless.  The  neck  was  moderately  stiff 
and  the  extremities  were  spastic.  The  leukocytes  were 
19,200,  polymorphs  were  72  per  cent.  Erythrocytes  were 
4.64  million  per  cubic  millimeter  and  hemoglobin  was  14. S 
gm.  per  cent. 

Spinal  puncture  yielded  opalescent  fluid  under  increased 
pressure.  There  was  no  increase  in  cells,  and  culture  pro- 
duced no  growth  of  bacteria  in  48  hours.  .A  second  puncture 
24  hours  later  resulted  in  the  following  data:  total  pro- 
tein 100  mg.,  globulin  two  plus,  chloride  800  mg.;  culture 
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Fig.  1.  Pinealoma.  Pointers  indicate  compressed  (in  a)  aqueduct  of  Sylvius,  and  (in  b)  third  ventricle. 


Fig.  2.  Microphotograph  of  tumor:  H & E,  x 660. 


(24  hours)  showed  gram  positive  cocci  in  pairs  and  tetrads 

The  temperature  rose  to  106°  F.  To  the  aforementioned 
symptoms  was  added  an  irregular  twitching  of  all  extremi- 
ties. Death  occurred  thirty-six  hours  following  admission. 

Postmortem  examination  yielded  no  significant  finding 
except  for  the  brain. 

The  external  configuration  of  the  brain  was  normal  for 
an  infant  of  IS  months.  The  brain  bulged  taut  against  the 
dura.  The  convolutions  were  uniformly  and  markedly 
flattened.  Over  the  inferior  surfaces  of  the  frontal  and  of 
the  anterior  portions  of  the  temporal  lobes  were  small 
areas  of  brownish  discoloration,  representing  superficial 
traumatic  necrosis.  The  floor  of  the  third  ventricle  bulged 
outward  and  was  quite  thin.  Coronal  sections,  made  after 
fixation  of  the  whole  brain  in  10  per  cent  formalin,  re- 
vealed marked  enlargement  of  the  lateral  ventricles  with 
commensurate  narrowing  of  cortex,  white  matter  and  basal 
nuclei. 

•\  tumor  had  arisen  from  the  region  in  which  the  pineal 
gland  normally  is  found.  This  tumor  was  situated  pri- 
marily between  the  splenium  of  the  corpus  callosum  above 
and  the  midbrain  below  (fig.  1).  The  pineal  gland  was  not 
identified.  The  aqueduct  of  Sylvius  was  completely  ob- 
structed by  pressure  from  above.  The  tumor  had  grown 
forward,  destroying  the  fornix  and  a portion  of  each  thala- 
mus and  had  pressed  down  upon  the  roof  of  the  third 
ventricle  from  above,  nearly  obliterating  the  ventricle. 


The  tumor  tissue  was  red  and  friable,  and  appeared  vas- 
cular and  hemorrhagic.  very  few  scattered,  minute  flecks 
of  calcium  were  found. 

Sections  were  prepared  with  hematoxylin  and  eosin, 
cresyl  violet,  Mallory’s  phosphotungstic  acid  hematoxylin 
and  Bodian-Masson  methods.  The  microscopic  picture  was 
that  of  a pineal  ependymoma  or  pinealoma  arising  from 
ependymal  rests.  It  was  made  up  of  rounded  cells,  whose 
nuclei  were  round,  vesicular  and  rather  uniform  in  shape 
and  size,  interspersed  with  acinar  clusters  of  cuboidal  to 
columnar  cells,  whose  nuclei  were  centrifugally  distributed. 
These  acini  were  similar  to  the  ependymal  spaces  occurring 
in  ependymomas  found  elsewhere  in  the  central  nervous 
system  (fig.  2).  The  tissue  was  quite  vascular  and  recent 
hemorrhage  was  present  in  abundance.  Occasional  infil- 
tration with  polymorphic  leukocytes  was  seen. 

Nests  of  tumor  cells  were  found  in  the  meninges  in  sec- 
tions made  from  widely  separated  portions  of  cerebrum 
(including  the  vertex),  cerebellum,  brain  stem  and  spinal 
cord;  in  other  words,  of  the  entire  central  nervous  system. 
This  dissemination  was  not  detected  by  gross  examination. 

SUMMARY 

A case  is  presented  of  a pinealoma  probably  pres- 
ent from  birth  and  producing  internal  hydroceph- 
alus. The  clinical  and  pathologic  features  of  pinea- 
loma are  reviewed  briefly. 

REFRESHER  COURSES  FOR  MEDIC.AL  OFFICERS 
RE.ASSIGNED  TO  PROFESSIONAL  DUTY 

-Army  medical  officers  who  have  been  occupied  with  ad- 
ministrative and  other  nonprofessional  duties  and  who  are 
to  be  assigned  professional  duties  will  be  offered  the  oppor- 
tunity to  take  refresher  professional  training  under  a new 
program  just  inaugurated  by  the  .Army  Medical  Depart- 
ment. 

This  training,  which  will  be  voluntary,  will  be  open  to 
members  of  the  Medical  Corps  who,  because  of  assignment 
to  command,  administrative  or  semiprofessional  positions 
have  not  engaged  in  the  professional  aspects  of  medical 
service  during  the  past  twelve  months  or  more.  Priority 
will  be  given  those  who  have  served  overseas. 

Requests  for  this  training  will  be  submitted  through 
channels  to  the  Surgeon  General  who  will  make  assign- 
ments to  the  general  and  regional  hospitals  where  the 
courses  will  be  given.  Officers  selected  will  go  on  temporary 
duty  for  a period  of  not  more  than  12  weeks. 
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SURGERY  IN  INFANTS  AND  CHILDREN 
Millard  S.  Rosenblatt,  ]M.D. 

PORTLAND,  ORE. 

There  are  a few  important  general  conceptions 
that  one  should  bear  in  mind  when  considering  sur- 
gical problems  in  infants  and  children.  For  example, 
respiration  in  infants  is  normally  a good  deal  higher 
than  in  adults,  being  25  to  35  per  minute  in  the  first 
year,  gradually  reducing  to  20  per  minute  at  ap- 
proximately five  years  of  age.  The  pulse  rate  like- 
wise differs  from  that  of  an  adult,  being  130  to  140 
in  the  early  months,  110  to  120  between  the  first 
and  second  year,  90  to  110  between  two  and  four 
years,  and  80  to  90  sometimes  as  late  as  puberty. 
The  leukocyte  count  also  varies  from  the  adult  in 
the  first  year  of  life,  being  approximately  12,000 
until  one  year  of  age  with  a relatively  high  lympho- 
cytic count. 

Both  infants  and  children  do  not  tolerate  blood 
loss  well  and  it  is  necessary  to  pay  strict  attention 
to  hemostasis  and  to  replenish  immediately  any 
blood  volume  that  is  necessarily  lost.  Likewise,  the 
time  element  of  surgery  must  be  regarded  more 
closely,  as  prolonged  operations  are  not  tolerated  as 
well  as  in  an  older  subject.  Even  more  strict  atten- 
tion must  be  given  to  fluid  balance  than  is  necessary 
in  the  adult  patient,  and  it  is  very  important  to 
realize  that  the  infant  in  particular  and  the  child 
also  has  a water  balance  which  far  exceeds  the  re- 
quirements of  the  adult  patient  per  kilogram  of 
body  weight.  Usually  we  regard  the  minimum  fluid 
requirements  of  an  infant  or  a child  as  100  cc.  per 
kilogram  per  day,  not  more  than  10  cc.  per  kilogram 
to  be  given  intravenously  at  any  one  time  except 
in  large  children. 

Hernia  is  one  of  the  most  common  causes  for 
surgery  in  this  age  group.  The  decision  for  time  of 
operation  is  important.  Inguinal  and  umbilical  her- 
nias that  can  be  held  back,  in  the  former  by  a yarn 
truss  and  in  the  latter  by  adhesive  strapping,  should 
not  be  operated  on  unless  they  persist  after  the 
child  is  one  year  of  age  or  unless  there  is  a compli- 
cating factor  such  as  marked  pain,  a very  large 
defect,  incarceration,  inability  of  retention,  diges- 
tive disturbance,  or  other  evidence  which  would 
indicate  harm  from  the  hernia.  Some  of  these  de- 
fects will  disappear  by  themselves,  if  the  hernia 
can  be  so  retained  during  the  first  year  of  life.  .All 
those  that  persist  after  that  time  should  be  operated 
upon,  regardless  of  whether  or  not  they  can  be 
retained,  because  after  that  period  those  that  close 
by  themselves  are  few  and  far  between. 


Inguinal  hernia  is  best  treated  by  high  ligation 
and  removal  of  the  sac  with  its  transplantation  and 
suture  of  the  external  oblique  fascia  to  the  reflected 
edge  of  Poupart’s  ligament  without  displacing  the 
cord,  the  fragile  vas  and  blood  supply  to  the  testicle 
being  readily  injured  if  it  is  transplanted. ^ It  is 
important  to  note  that  in  cases  of  strangulated 
hernia  the  testicle  on  the  side  of  strangulation 
should  be  inspected,  inasmuch  as  gangrene  of  the 
testicle  has  been  reported  as  a result  of  pressure 
on  the  blood  supply  of  the  testicle  due  to  strangu- 
lation of  the  bowel.- 

Umbilical  hernia  is  best  treated  by  saving  the 
umbilicus  by  reflecting  the  flap  of  skin  upward 
(loss  of  the  umbilicus  is  of  considerable  psychologic 
importance)  and  removal  of  the  sac,  closure  of  the 
peritoneum  and  dissection  of  the  fascia  in  a trans- 
verse direction,  overlapping  it  and  closing.  There 
are  occasional  femoral  hernias  even  in  children,  and 
a careful  examination  should  always  be  made  with 
this  possibility  in  mind,  although  the  numbers  are 
relatively  few. 

Hydrocele,  if  of  any  size,  should  be  tapped  two 
or  three  times  in  the  first  year  of  life,  and  surgery 
not  done  unless  the  hydrocele  persists  after  one 
year  of  age  or  unless  its  size  causes  discomfort  or 
some  other  complication. 

The  problem  of  the  undescended  testicle  is  closely 
allied  to  that  of  inguinal  hernia.  It  should  not  be 
operated  upon  until  the  child  is  between  eight  and 
nine  years  of  age.  The  anterior  pituitarylike  sub- 
stances have  been  of  no  avail  in  my  cases.  The  im- 
portance of  careful  dissection  and  unhurried  opera- 
tions in  this  category  should  be  stressed,  the  two 
sides  not  being  done  on  the  same  day  so  that  there 
will  be  no  tendency  to  hurry  the  procedure.  The 
undescended  testicle  is  freed  from  all  peritoneal 
attachments  and  all  adhesions  carefully  dissected. 
It  is  usually  the  blood  supply  to  the  testicle  rather 
than  the  vas  which  is  at  fault.  The  sac  is  dissected 
free  from  the  cord  and  closed,  and  the  adhesions 
of  the  cord  to  the  posterior  layer  of  the  sac  freed 
high  above  the  internal  inguinal  ring.  It  is  by  this 
last  maneuver  that  the  needed  extra  length  may  be 
secured  to  bring  the  testicle  into  ^he  sac  without 
undue  tension. 

The  problem  of  appendicitis  is  somewhat  more 
difficult  in  the  very  small  patient  and  frequently 
enough  he  will  not  be  seen  until  an  abscess  is 
formed,  in  which  case  it  should  be  drained  and 

1.  Ro.senblatt.  M.  S. : Hernia  in  Infants  and  Children. 
Am.  J.  Surgr.,  66:88-89,  Oct.,  1944. 

2.  Rosenblatt,  M.  S.  and  Bueermann,  \V.  H. : Strangu- 
lated Hernia  with  Acute  Hemorrhagic  Infarction  of  Tes- 
ticle in  Infants,  Northwest  Med.,  38:1-18,  Jan.,  193<>. 
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two  months  later  an  appendectomy  performed.  I 
have  had  several  patients  who  failed  to  return  as 
requested  who  have  come  in  subsequently  with  a 
second  and  even  a third  abscess  present.  The  early 
removal  of  the  acute  appendix  without  abscess,  of 
course,  is  the  best  treatment. 

Pyloric  stenosis  in  infants  is  one  of  the  most 
frequent  reasons  for  early  surgery.  These  pyloric 
tumors  are  probably  present  from  birth  and,  as 
edema  of  the  mucous  membrane  occurs,  obstruc- 
tion becomes  complete,  frequently  at  ten  days 
or  two  weeks  of  age.  The  surgeon  usually  sees 
these  patients  at  approximately  three  weeks  of  age. 
Particular  attention  should  be  given  preoperatively 
to  bring  up  the  fluid  balance,  but  otherwise  opera- 
tions should  not  be  delayed  by  attempted  medical 
regime.  The  Fredet-Rammstedt  operation  is  the 
procedure  of  choice,  great  care  being  taken  that  the 
sharp  dissection  be  not  carried  too  far  toward  the 
duodenal  side  of  the  tumor,  as  the  likelihood  of 
opening  the  duodenum  is  thus  increased. 

Intussusception  with  its  marked  shock,  obstipa- 
tion and  bloody  mucus  by  rectum  should  be  readily 
diagnosed.  F^nfortunately,  it  is  frequently  not,  and 
the  relatively  easily  handled  matter  is  made  very 
complicated  by  delay.  At  operation  in  the  early 
cases  the  intussuscepted  area  may  be  readily  milked 
back,  not  pulled  back,  and  no  further  surgery  is 
necessary  if  the  bowel  is  viable.  If  the  bowel  is  not 
viable,  an  exteriorizing  type  of  resection  with  lateral 
anastomosis  below  the  point  of  emergence  of  the 
bowel  from  the  abdominal  wall  gives  a much  better 
chance  for  recovery  than  the  closed  type  of  an- 
astomosis. 

Embryoma  of  the  kidney  (Wilm’s  tumor)  is 
probably  the  rriost  common  abdominal  tumor  in 
infancy  and  childhood.  Frequent  abdominal  exami- 
nation in  the  routine  care  of  infants  and  children 
should  be  done  because  the  only  possibility  of  cure 
of  a case  of  Wilm’s  tumor  is  if  the  lesion  is  removed 
very  early.  Metastasis  occurs  very  early.  The  only 
likely  difficulty  in  differential  diagnosis  is  with  a 
hydro-  or  pyonephrosis  which  is  on  a congenital 
obstructive  basis  and  which  can  be  differentiated 
from  the  Wilm’s  tumor  by  intravenous  or  retrograde 
pyelography.  Congenital  conditions  in  general  must 
always  be  kept  in  the  mind  of  one  doing  surgical 
pediatrics.  IMalrotation  of  the  bowel  causing  partial 
or  complete  intestinal  obstruction,  stenosis  or  atre- 
sia of  the  bowel,  imperforate  rectum,  hydrometro- 
colpos,  congenital  obstruction  of  the  bile  duct  and 
other  rare  conditions  are  always  to  be  considered 
in  the  unusual  surgical  problem. 


In  the  cases  of  malrotation  of  the  bowel  the  Ladd 
maneuver  is  very  valuable.  It  consists  of  freeing 
the  attachments  of  the  cecum  and  colon  from  the 
right  peritoneal  gutter  and  allowing  the  bowel  to  go 
to  the  left,  where  it  wants  to  go  rather  than  to  the 
right  where  it  should  be.’ 

The  rare  cases  of  hydrometrocolpos  have  as  their 
presenting  sign  an  abdominal  tumor  which  is  the 
uterus  and  vagina  filled  with  clear  fluid.*’  If  the  cor- 
rect diagnosis  is  not  made  the  child  may  be  sub- 
jected to  the  removal  of  uterus  and  vagina  before 
the  true  nature  of  the  condition  is  found. 

In  cases  of  imperforate  rectum  the  suggestions 
are  valuable  of  Wagensteen  and  Rice  of  taking 
lateral  and  posteroanterior  roentgenograms  with  the 
baby  upended  after  the  first  twelve  hours  after 
birth  and  demonstrating  by  gas  in  the  blind  end  of 
the  bowel  how  far  it  is  from  the  perineal  dimple.^ 
If  there  is  over  3 cm.  distance,  perineal  dissection 
should  not  be  persisted  in,  but  a temporary  colos- 
tomy should  be  done. 

The  most  likely  cause  of  an  extensive  intestinal 
hemorrhage  in  an  infant  is  a bleeding  ulcer  in  peptic 
tissue  of  a Meckel’s  diverticulum. 

The  problem  of  ingested  foreign  bodies  often 
comes  up  for  discussion,  and  the  general  plan  of 
'handling  such  a case  is  that  of  close  observation. 
After  the  foreign  body  has  passed  into  the  stomach, 
it  has  a very  good  chance  of  going  on  through.  If  a 
foreign  body  gets  by  the  pylorus,  it  w’ill  in  most 
cases  be  passed  externally  unless  it  is  a sharp 
pointed  object,  in  which  case  the  patient  should  be 
carefully  observed  because  of  the  possibility  of 
penetration  of  the  intestinal  lumen.  If  the  foreign 
body  is  held  in  the  stomach  or  elsewhere  for  more 
than  three  or  four  days  in  one  spot,  operation  for 
its  removal  should  be  considered. 

SUMMARY 

Some  of  the  general  principles  of  surgery  of  in- 
fants and  children  have  been  summarized.  Some  of 
the  individual  important  conditions  have  been  dis- 
cussed from  the  light  of  personal  experience. 
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RHEUMATIC  FEVER* 
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SEATTLE,  WASH. 

INTEREST  IN  RHEUMATIC  FEVER 

Within  the  last  year  the  American  Heart  Asso- 
ciation has  taken  definite  steps  toward  setting  up 
an  independent  council  on  rheumatic  fever.  During 
the  last  five  years  the  Quarterly  Cumulative  Index 
Medicus  has  listed  a thousand  articles  on  this  con- 
dition. In  1939,  the  fifth  edition  of  “International 
List  of  Causes  of  Death”  include  for  the  first  time 
a special  classification  for  rheumatic  fever  and 
rheumatic  carditis.  PauP  refers  to  something  like 
thirteen  official  and  unofficial  agencies  that  are  con- 
cerning themselves  with  rheumatic  fever.  Evidence 
of  this  sort,  attesting  to  the  increasing  interest  in 
rheumatic  fever,  is  not  hard  to  find.  The  reason  for 
this  increasing  interest  is  not  quite  so  readily  evi- 
dent. 

REASON  FOR  THE  INCREASING  INTEREST 

Two  factors  often  associated  with  stimulation  of 
medical  interest  in  a given  condition  are  advances 
in  scientific  knowledge,  and  statistics  which  reveal 
unrecognized  prevalence  or  increasing  incidence. 
These  two  factors  are  of  sufficient  importance  to 
warrant  a brief  discussion  regarding  their  bearing 
upon  rheumatic  fever. 

First,  in  spite  of  a good  deal  of  research  and 
study  which  is  adding  to  our  storehouse  of  knowl- 
edge, the  advances  made  have  not  been  of  sufficient 
moment  to  lead  us  to  assign  the  rising  interest  in 
rheumatic  fever  to  them. 

Second,  is  the  question  of  statistics.  In  1927 
.Atwater-  made  a comprehensive  statistical  study  of 
rheumatic  fever  and  concluded  that  the  nearest 
approach  to  accurate  statistics  is  to  be  found  in  the 
mortality  records.  In  spite  of  failures  in  diagnosis, 
mistakes  in  classification  and  discrepancies  between 
State  and  Federal  offices,  he  felt  the  figures  suf- 
ficiently trustworthy  to  justify  certain  broad  con- 
clusions. These  included  seasonal  and  climatic  vari- 
ations, case  fatality  by  ages,  excessive  prevalence 
among  those  exposed  to  war,  and  similarities  in 
prevalence  to  certain  streptococcal  diseases. 

During  the  intervening  seventeen  years  a great 
amount  of  valuable  data  has  been  accumulated  and 
localized  surveys  have  added  to  our  knowledge,®- - 

1.  Paul,  J.  R.  et  al. : Epidemiology  of  Rheumatic  Fever 
and  Some  of  Its  Public  Health  Aspects.  American  Heart 
Assn.,  Inc.  2nd  Edition  1943  pp.  99-125. 

2.  Atwater,  R.  M.:  Studies  in  Epidemiology  of  Acute 
Rheumatic  Fever.  Am.  J.  Hyg.,  7:343-369,  May,  1927. 

3.  Dublin,  T.  D. ; Methods  of  Determining  Incidence  and 
Pervalence  of  Rheumatic  Fever ; Epidemiology  of  Rheu- 
matic Fever.  American  Heart  Assn.,  Inc.  2nd  Edition  1943, 
Section  A,  page  129. 


but  our  statistics  on  incidence  and  prevalence  are 
scarcely  more  dependable  than  they  were  when  At- 
water made  his  survey. 

Efforts  have  been  made  to  make  our  incidence 
and  prevalence  statistics  for  the  general  population 
more  dependable.  Most  notable  among  these  is 
compulsory  reporting  in  states  and  cities.  These 
have  not  been  very  successful.  As  an  example,  we 
have  our  own  State  of  Washington,  where  rheu- 
matic fever  became  reportable  in  October,  1943. 
V\'hile  reporting  has  served  in  some  measure  to 
center  attention  upon  the  condition,  we  have  noth- 
ing to  show  for  it  statistically. 

The  increased  interest  in  rheumatic  fever  is  un- 
doubtedly due  to  something  other  than  the  two 
factors  referred  to  above.  It  is  probably  due  to  the 
fact  that  diphtheria,  typhoid,  tuberculosis,  syphilis 
and  the  like  are  being  cut  down  to  size  and  rheu- 
matic fever  begins  to  stick  up  like  a sore  thumb. 
We  are  not,  however,  through  with  the  two  factors. 
We  will  discuss  them  further  from  the  angle  of 
what  can  be  done  about  rheumatic  fever. 

INCIDENCE  AND  PREVALENCE  STATISTICS 

Diphtheria,  typhoid,  tuberculosis,  and  syphilis 
are  mentioned.  We  have  dependable  statistics  for 
the  incidence  and  prevalence  of  such  diseases  as 
these;  why  not  for  rheumatic  fever?  In  the  first  four 
diseases  we  know  the  etiologic  agents  and  we  have 
specific  diagnostic  procedures,  things  lacking  for 
rheumatic  fever.  Without  these  things,  diagnosis  is 
frequently  difficult  and  when  it  comes  to  reporting 
we  can  recognize  with  Pahlen  and  Emerson"  “.  . . 
that  we  are  all  inaccurate,  partly  because  we  do 
not  have  the  means  to  establish  and  express  the 
truth  completely.” 

Our  chief  concern  is  rheumatic  carditis.  Its  diag- 
nosis is  nowhere  the  diagnosis  of  tuberculosis  was 
before  the  roentgen-ray  came  into  its  own.*’  ^^’e 
can  go  a step  farther  and  say  that  the  diagnosis  of 
an  atypical  case  of  rheumatic  fever  is  where  a 
sputum-negative  case  of  tuberculosis  was  at  that 
time.  Within  memory  was  the  elaborate  and  com- 
plicated chest  examination.  Many  will  remember 
d’Espine’s  sign  but  who  cares  now  whether  it  is 
significant  or  not?  The  diagnosis  of  rheumatic  fever 
has  not  been  simplified  to  laboratory  procedures. 
We  have  to  depend  on  clinical  judgment  and  the 
stethoscope. 

The  reporting  of  rheumatic  fever  is  further  com- 

4.  Cohn,  A.  E.  and  Lingg,  C.:  Natural  History  of  Rheu- 
matic Cardiac  Disease.  Part  1,  J.  A.  M.  A.,  121:1-8. 
Jan.  2,  1943. 

5.  Pohlen,  K.  and  Emerson,  H. : Errors  in  Clinical 

Statements  of  Causes  of  Death.  Am.  J.  Public  Health, 
33:505-516,  May,  1943. 

6.  Paul,  J.  R. : Epidemiology  of  Rheumatic  Fever.  Am. 
J.  Public  Health,  31:611-618,  June.  1941. 
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plicated  by  its  tendency  to  recurrence.  Any  plan  of 
reporting  should  make  provision  for  two  entities, 
initial  attacks  and  recurrences.  VVe  may  conclude, 
then,  that  the  poor  statistics  result  from  poor  re- 
porting and  this,  in  turn,  results  largely  from  diffi- 
culties of  diagnosis. 

PROGRESS  IN  OUR  KNOWLEDGE  OF  RHEUMATIC  FEVER 

Reference  to  the  absence  of  epic-making  ad- 
vances in  our  knowledge  of  rheumatic  fever  should 
not  be  taken  as  a detraction  from  the  value  of  the 
research  and  study  that  is  going  on,  nor  shall  it  be 
interpreted  as  belittling  the  hope  of  the  future. 
However,  any  doubts  of  the  rather  static  condition 
of  our  knowledge  of  rheumatic  fever  are  dispelled 
by  reading  what  Cheadle”  wrote  on  the  subject  fifty 
years  ago.  Some  of  the  reasoning  was  a little  dif- 
ferent at  that  time  but  it  is  surprising  how  little 
of  the  actual  knowledge  that  we  possess  today  was 
not  recorded  by  him.  The  concept  that  rheumatic 
fever  is  a chronic  condition,  extending  over  months 
or  years  and  characterized  by  periods  of  activity 
and  quiescence  is  generally  considered  quite  mod- 
ern, but  it  was  undoubtedly  understood  by  Cheadle 
for  he  wrote:  “.  . . the  whole  phenomena  are  dis- 
tributed over  years  instead  of  weeks  and  months, 
and  the  history  of  rheumatism  may  be  the  history 
of  a whole  childhood.” 

A LOCAL  ATTEMPT  TO  MAKE  THE  BEST 
OF  THE  TWO  FACTORS 

In  the  fall  of  1944  I became  interested  in  a rheu- 
matic fever  clinic  at  King  County  Hospital  and, 
being  employed  at  that  time  by  the  King  County 
Health  Department,  I was  also  interested  in  report- 
ing cases  of  rheumatic  fever. 

The  fifty  physicians  in  King  County  (outside  of 
the  city  of  Seattle)  readily  agreed  to  a plan, 
whereby,  first,  we  would  concern  ourselves  with 
incidence  and  prevalence  statistics.  To  this  end,  a 
short  narrative  report  on  all  suspected  initial  or 
recurrent  attacks  of  rheumatic  fever  would  be  sub- 
mitted once  a month  by  telephone;  second,  we 
would  agree  with  Aldrich*  that  “doctors  always 
have  to  act  in  the  light  of  what  they  know  today, 
not  of  what  they  will  know  tomorrow.”  We  would 
concern  ourselves  with  becoming  more  familiar 
with  the  knowledge  available  at  present.  To  this 
end,  a committee  would  assemble  and  issue  ma- 
terial on  diagnostic  standards. 

Under  the  first  provision  of  the  plan,  I am  rather 
laboriously  collecting  and  classifying  these  reports 
each  month  with  such  aid  as  a committee  made  up 

7.  Cheadle,  W.  B. : Cyclopedia  of  Diseases  of  Children. 
Vol.  I,  p.  785.  “Rheumatism,”  Lippincott,  1890. 

8.  Aldrich,  C.  A.:  Preventive  Medical  Program  for  Chil- 
dren, J.  Michigan  State  Med.  Soc.,  43:885-889.  Oct.,  1944. 


of  busy  practitioners  can  find  time  to  give.  This  is 
not  an  easy  way  out  but  it  may  prove  to  have 
some  merit  in  providing  better  statistics  on  inci- 
dence and  prevalence.  There  are  leaks  but  we  hope 
to  plug  them.  The  present  emergency  interferes. 

Occasionally  the  physicians  request  diagnostic 
aid  and  the  clinic  at  King  County  Hospital  is  being 
used.  Discussions  regarding  treatment  in  individ- 
ual cases  are  held  but  no  “treatment  program”  has 
been  set  up. 

The  second  provision  of  the  plan  has  already  re- 
sulted in  something  a little  more  concrete.  Three 
sheets  of  material  (the  initial  sheet,  the  first  sup- 
plement, and  the  second  supplement)  on  diagnostic 
standards  have  been  prepared  and  sent  to  the  fifty 
physicians  at  monthly  intervals.  The  first  of  these 
was  passed  on  by  a committee  made  up  of  general 
practitioners  from  the  county  and  pediatricians 
from  Seattle.  Subsequently  a “Diagnostic  Stand- 
ards for  Rheumatic  Fever”  Committee  of  Seattle 
Pediatric  Society  took  over  the  responsibility.  Re- 
visions and  additions  will  continue. 

The  three  sheets  issued  to  date  follow: 

CHART  I,  ISSUED  DECEMBER,  1944 

DIAGNOSTIC  STANDARDS  FOR  RHEUMATIC  FEVER 

Five  Major  Manifestations 
(.After  Gibson) 

1.  Arthritis'. 

The  most  common  presenting  manifestation: 

Migratory  polyarthritis,  characteristic. 

Muscle  pains,  prolonged  or  fleeting  may  or  may  not  be 
significant. 

2.  Chorea: 

Often  a common  presenting  manifestation: 

Most  common  early  symptom  is  emotional  disturbance. 

3.  Carditis: 

The  most  important  manifestation: 

The  heart  is  probably  always  attacked;  sometimes  car- 
ditis is  not  clinically  manifest. 

Includes  myocarditis,  valvulitis,  and  pericarditis. 

“A  loud,  long,  apical  systolic  murmur,  widely  heard 
and  not  varying  with  position,  may  be  considered  signifi- 
cant as  well  as  any  type  of  diastolic  murmur.”  (T.  Duckett 
Jones.)  Other  murmurs  may  or  may  not  be  significant. 

4.  Rheumatic  Nodules: 

Important  confirmatory  but  rarely  presenting. 

Prognosis,  serious. 

Subcutaneous  over  bony  prominences,  not  painful. 

5.  Rheumatic  Erythema: 

Various  rashes  occur.  Erythema  marginatum  is  the  most 
significant  type. 

Minor  Manifestations  (Nonspecific) 

Pulse  rate  rapid  for  the  fever. 

Pallor  in  excess  of  the  mild  anemia. 

Loss  of  appetite  and  weight. 

Epistaxis  (Rheumatic  fever  is  only  one  of  many  causes). 

■Abdominal  and  precordial  pain. 

Laboratory  findings  are  nonspecific  and,  therefore,  listed 
as  minor  (to  be  added  later). 

CHART  2,  ISSUED  JANUARY,  1945 

DIAGNOSTIC  STANDARDS  FOR  RHEUMATIC  FEVER 

Supplement  No.  1 (to  be  inserted  under  Item  3 of 
original  set  of  ST.AND.ARDS) 

(Taken  from  “Nomenclature  and  Criteria  for  Diagnosis 
of  Diseases  of  the  Heart”  approved  by  .American  Heart 
•Association.) 

Valvulitis  is  a term  which  should  be  employed  only  to 
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designate  inflammatory  changes  in  the  valves  and  endo- 
cardium due  to  rheumatic  fever. 

■Active  valvulitis  is  perhaps  the  commonest  lesion  en- 
countered in  the  heart  in  rheumatic  fever  and  is  found 
most  commonly  in  the  mitral  valve. 

-Acute  active  mitral  valvulitis  may  be  suspected  in  the 
presence  of  a systolic  murmur,  frequently  blowing  in  char- 
acter and  localized  to  the  apex.  This  murmur  may  dis- 
appear after  the  inflammation  has  subsided  or  it  may  per- 
sist if  there  is  localized  or  extensive  scarring,  resulting  in: 

1.  Mitral  instifficiency.  The  systolic  murmur  of  mitral 
insufficiency  may  be  constant  or  of  variable  intensity  dur- 
ing the  period  of  observation.  It  is  best  heard  at  or  just 
outside  the  region  of  the  apex,  either  following  or  merging 
with  the  first  heart  sound  and  usually  transmitted  to  the 
left  axilla.  Its  quality  may  be  blowing,  harsh  or  musical. 
Enlargement  of  the  heart  may  be  slight  and  recognizable 
only  on  radiography. 

2.  Mitral  stenosis.  The  characteristic  murmur  of  mitral 
stenosis  is  a low-pitched  diastolic  rumble,  localized  at  the 
cardiac  apex  with  or  without  presystolic  accentuation. 
Sometimes  it  can  be  heard  only  with  the  patient  lying  on 
his  back  or  left  side  and  is  almost  always  louder  in  these 
positions  than  when  erect.  It  may  be  audible  only  after 
exercise.  If  there  is  a sharp  first  sound,  a diagnosis  of  mi- 
tral stenosis  is  more  probable. 

CHART  3,  ISSUED  FEBRUARA",  1945 

DIAGNOSTIC  STANDARDS  FOR  RHEUMATIC  FEVER 

Supplement  No.  2 (To  replace  “Minor  Manifestations, 
nonspecific”  on  primary  sheet) 

Pulse  rate  rapid  for  the  fever. 

Pallor  in  excess  of  the  mild  anemia. 

Loss  of  appetite  and  weight. 

Epistaxis  (rheumatic  fever  is  only  one  of  many  causes). 

.Abdominal  and  precordial  pain. 

Laboratory  findings  are  nonspecific  and,  therefore,  minor 
findings,  according  to  T.  Duckett  Jones.  Microcytic  anemia, 
elevated  white  count  and  increased  red  cell  sedimentation 
rate.  The  sedimentation  rate  is  the  most  useful.  It  is  more 
useful  in  determining  the  presence  or  absence  of  activity 
in  a case  already  diagnosed  than  it  is  as  a diagnostic  aid. 

Radiologic  determination  of  the  size  and  shape  of  the 
heart. 

SUMMARY 

1.  Two  factors  usually  associated  with  increased 
interest  in  a medical  condition  are:  (a)  advances  in 
scientific  knowledge;  (b)  statistics  revealing  in- 
creased incidence  or  unrecognized  prevalence.  The 
relationship  of  these  two  factors  to  rheumatic  fever 
is  discussed. 

2.  Poor  incidence  and  prevalence  statistics  in 
rheumatic  fever  result  from  a poor  reporting  which, 
in  turn,  is  largely  due  to  difficulties  in  diagnosis. 

3.  A plan  used  in  a local  area  for  improving  inci- 
dence and  prevalence  is  given.  The  plan  includes 
a study  of  diagnostic  standards. 

4.  Diagnostic  standards  are  prepared  by  a com- 
mittee and  the  material  is  submitted  to  the  partici- 
pating physicians  at  intervals. 


AXTIMOXY  IXTOXICATIOX 

T.  E.  P.  Gocher,  AI.D. 

SAN  FRANCISCO,  CALIF. 

Antimony  is  a metal  that  may  cause  symptoms 
of  poisoning  in  those  who  develop  a susceptibility. 
It  is  often  used  in  combination  with  lead  chiefly, 
or  other  metals,  in  order  to  harden  the  combina- 
tion. Varying  percentages  are  used.  In  my  experi- 
ence, cases  showing  absorption  were  found  in  those 
susceptible  to  this  metal  chiefly  in  welding  and 
stereotype  departments.  In  a few  cases  evidence 
of  absorption  of  antimony  was  found  in  rubber 
departments,  where  they  were  using  hard  rubber  in 
stereotype  work  in  printing.  This  was  chiefly  in 
the  “cutters.” 

Poisoning  may  occur  from  inhalation  and  inges- 
tion of  the  dust  of  this  metal.  In  some  instances 
a rash  is  produced  at  the  point  of  contact,  espe- 
cially in  areas  that  perspire.  Antimony  has  an 
affinity  for  the  large  intestine,  and  as  a result  may 
cause  diarrhea.  It  appears  to  be  of  a more  stim- 
ulating nature  than  lead  on  the  autonomic  nerves. 
At  times,  there  may  be  evidence  of  both  lead  and 
antimony  poisoning  in  the  same  case.  A true  anti- 
mony poisoning  case,  or  one  in  which  a dermatitis 
has  been  caused,  is  usually  not  hard  to  treat,  but 
when  it  is  combined  with  lead,  the  treatment  and 
symptoms  may  be  prolonged. 

The  symptoms  of  antimony  poisoning  are  ts 
follows;  There  may  be  loss  of  appetite,  nausea, 
diarrhea,  vomiting,  headaches,  dizziness  and  irri- 
tation of  the  upper  respiratory  tract.  There  may 
be  rhinitis,  bronchitis,  gastric  disturbance,  colic, 
faintness,  feeble  heart  in  acute  form.  In  the  chronic 
form  of  intoxication  there  are  often  occipital  head- 
aches, dizziness,  oppression  in  the  chest,  muscular 
pains,  and  an  eosinophilia  may  occur  to  20  per 
cent.  Moderate  anemia  and  leukopenia  may  be 
present.  There  may  be  muscular  fatigue,  sexual 
weakness  and  nervousness.  If  the  employees  work- 
ing with  antimony  perspire,  they  may  get  crops  of 
pustules  on  the  arms,  thighs  and  front  of  the 
chest;  these  are  very  irritating.  There  also  may  be 
irritation  of  the  nose  and  mouth.  Albumin  may  be 
found  in  the.  urine.  Vague  irregular  pains  and 
symptoms  also  may  develop. 

A great  help  in  diagnosis  of  antimony  poison- 
ing is  obtained,  if  a graph  curve  of  the  reticulocyte 
count  is  made  and  followed.  The  degree  of  absorp- 
tion can  by  this  manner  very  readily  be  kept  track 
of.  It  is  found  in  the  average  of  a series  of  known 
cases  of  antimony  poisoning  that  the  hemoglobin 
varied  between  70  and  80  per  cent.  The  red  blood 
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cells  varied  between  3,800,000  and  5,000,000.  Tn 
acute  cases  the  white  cells  varied  between  10,800 
and  8,400.  In  chronic  cases  they  averaged  around 
7,800.  In  the  differential  count  of  polymorphonu- 
clear cells  they  varied  from  48  to  70  per  cent;  the 
more  acute,  the  higher  the  percentage  of  polys. 
The  small  lymphocytes  varied  from  28  to  40  per 
cent;  the  large  lymphocytes  between  6 and  10  per 
cent.  The  eosinophiles  vary  from  4 to  20  per  cent. 
The  large  mononucelar  cells  vary  from  4 to  6 per 
cent. 

With  inhaling  antimonial  dust,  there  may  be 
colic,  distaste  for  food,  loss  of  appetite,  salivation, 
dizziness  and  small  ulcers  in  the  mouth.  There  may 
also  be  anemia  and  loss  of  weight,  and  sugar  may 
be  found  in  the  urine. 

In  one  plant  using  lead  and  antimony  plates,  it 
w’as  found  that  four  out  of  eight  men  handling  the 
metal  had  sugar  reactions  in  the  urine.  In  the  blood 
antimony  usually  causes  the  polys  to  decrease  in 
e.xposure.  They  rise  sharply,  if  an  acute  attack 
occurs.  The  small  lymphs  first  increase,  then  de- 
crease, as  also  occur  with  red  cells.  The  red  cells 
usually  are  normal  throughout. 

An  increase  in  reticulocytes  was  always  found. 
In  one  case  the  count  was  as  high  as  168,000  but 
they  varied  usually  between  30,000  and  60,000 
per  cubic  millimeter.  These  cells  rise  as  absorption 
and  stimulation  increase.  Xo  stippled  red  cells  were 
found,  unless  lead  was  involved.  In  chronic  cases 
with  anemia  stippled  cells  may  be  found  to  a 
small  percentage. 

In  an  acute  case  of  antimony  poisoning,  the  fol- 
lowing counts  were  found:  red  blood  cells,  4,000,- 
000;  hemoglobin,  80  per  cent;  white  blood  cells, 
10,400;  polys,  69  per  cent;  large  lymphs,  10  per 
cent;  small  lymphs,  10  per  cent;  eosins,  8 per 
cent;  basophiles,  2 per  cent;  large  mononuclears, 
1 per  cent;  reticulocytes,  32,000.  Red  cells  were 
normal  in  appearance  and  there  were  no  stippled 
red  cells.  In  a subacute  case  in  a man  with  long 
e.xposure,  it  was  found  the  red  blood  cells  were 
4,560,000;  hemoglobin,  78  per  cent;  white  blood 
cells,  7,800;  polys,  52  per  cent;  large  lymphs,  18 
per  cent;  small  lymphs,  17  per  cent;  eosins,  8 per 
cent;  basophiles,  0 per  cent;  large  monoculears,  4 
per  cent;  there  were  no  stippled  red  cells;  the  retic- 
ulocytes were  48,000;  red  blood  cells  were  normal 
throughout. 

In  the  eight  cases  studied,  albumin  was  found 
in  the  urine  in  four,  and  also  four  showed  traces  of 
sugar  in  the  urine.  In  the  blood  cells  there  was  no 


evidence  of  polychromatophilia,  unless  lead  was 
present.  . 

The  differential  diagnosis  should  be  made  be- 
tween abdominal  “flu,”  gastrointesainal  “upset,” 
acute  diarrhea,  lead  poisoning,  peptic  ulcers  or 
duodenal  ulcers,  appendicitis,  gallbladder  irritation 
and  disease,  and  diabetes. 

At  times  constipation  is  present,  but  diarrhea  is 
more  common.  This  tends  to  make  the  diagnosis 
more  difficult.  Antimony  poisoning  is  usually  not 
considered  dangerous  unless  there  is  also  lead  pois- 
oning present.  It  reacts  more  readily  to  treatment 
and  does  not  give  the  severe  nerve  reactions  that 
lead  poisoning  may  produce.  The  dangers  of  a per- 
manent disability  developing  are  much  less.  If  the 
worker  is  using  a torch  or  flame  and  the  antimony 
is  inhaled,  the  symptoms  may  be  more  acute  and 
more  severe. 

Antimony  intoxication  and  absorption  can  read- 
ily be  found  by  studying  the  reticulocyte  count. 
With  good  and  proper  safety  methods  and  personal 
hygiene  this  poisoning  can  be  readily  controlled. 

COMPLICATIONS  OF  PNEUMONIA 
With  the  advent  of  penicillin  and  other  powerful  anti- 
bacterial drugs  and  specific  agents  for  the  treatment  of 
pneumonia,  supportive  treatment  may  be  as  important  as 
the  antibacterial,  four  Boston  physicians  point  out  in  The 
Journal  of  the  American  Medical  Association  for  Febru- 
ary 10. 

S.  Howard  .Armstrong,  Jr.,  M.D.;  .Albert  C.  England, 
Jr.,  M.D.;  Cutting  B.  Favour,  M.D.,  and  I.  Herbert 
Scheinberg,  M.D.,  report  2 cases  of  severe  and  progressive 
anemia  and  hypoproteinemia  (a  deficiency  of  proteins  in 
the  blood)  which  developed  in  patients  with  extensive  and 
protracted  bacterial  pneumonia  being  treated  with  penicillin. 

They  say  that  although  these  complications  hitherto  have 
been  rarely  seen  in  pneumonia,  they  “may  occur  with  in- 
creasing frequency  as  specific  agents  permit  prolonged  sur- 
vival in  the  face  of  infections  otherwise  rapidly  fatal.” 

In  one  of  the  cases,  they  explain,  the  anemia  and  hypo- 
proteinemia of  nutritional  origin  probably  antedated  the 
pneumonia  because  the  patient,  a man  aged  85,  had  been 
on  a deficient  diet  for  several  years.  In  the  other  case  the 
anemia  and  hypoproteinemia  developed  after  the  onset  of 
pneumonia. 

“In  these  patients,”  the  four  physicians  says,  “enormous 
amounts  of  whole  blood  and  plasma  were  required  to  coun- 
teract the  progression  of  the  anemia  and  hypoproteinemia. 
The  fact  that  this  therapy  (treatment),  together  with 
nearly  all  known  measures  for  maintenance  of  optimum 
. . . (availability  and  utilization  of  oxygen)  in  remaining 
functional  lung  tissue,  appeared  necessary’  to  maintain  life 
for  some  time  after  apparent  bacteriologic  arrest  of  the  in- 
fection (pneumonia)  suggests  that,  in  pneumonia  of  this 
severity,  development  of  anemia  and  hypoproteinemia 
should  be  anticipated  by  early  use  of  whole  blood  and 
plasma  together  with  adequate  protein  dietary  intake.” 

SPORT  FILMS  IN  ARMY  HOSPITALS 
Sick  and  wounded  soldiers  will  be  able  to  “attend”  big 
league  baseball  games,  championship  prize  fights  and  bas- 
ketball games  played  by  the  Big  Ten,  while  they  are  being 
brought  home  on  hospital  ships  or  are  patients  in  an  .Arm\- 
hospital.  The  Office  of  the  Surgeon  General  has  announced 
that  movies  of  major  events  in  the  world  of  si)orts  are 
being  made  an  integral  port  of  the  .Army’s  reconditioning 
program,  through  the  cooperation  of  the  Information  and 
Educational  Division,  Headquarters  .Army  Service  Forces. 
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SEVENTY-FIRST  ANNUAL  MEETING 
PORTLAND,  1945 


RAILROADS  HANG  “SIMPLETON”  LABEL  ON  DOCTORS 

By  their  actions  in  recent  employee-management  conferences,  as  reported  in  a neighboring  column,  railroaders 
have  once  more  hung  the  simpleton  label  on  the  medical  profession. 

The  implications  are  crystal  clear.  One  can  hardly  blame  the  railroaders  for  considering  doctors  to  be  simple- 
minded,  when  they  have  in  their  own  hands  the  means  for  remedying  the  conditions  of  which  they  complain  and 
then  do  nothing  about  it.  No  one  will  help  doctors  if  they  will  not  help  themselves. 

Railroaders  know  doctors  have  within  their  organizations  effective  ways  of  educating  or  controlling  their  mem- 
bers if  they  will  but  use  them.  They  also  are  keenly  impressed  by  the  few  recent  instances  where  they  have  “run  out 
of  company  doctors,”  such  as  reported  in  last  month’s  issue,  and  wonder  why  it  doesn’t  happen  oftener. 

.Actually,  the  men  of  the  iron  horse  are  enjoying  a good  laugh  at  the  expence  of  the  profession.  They  know  the 
remedy  to  our  problems,  know  that  we  know  it,  too,  but  just  can’t  understand  the  mentality  which  does  nothing  in 
the  face  of  this,  .^s  one  of  them  recently  expressed  it,  “Hell,  man,  you  have  us  licked  six  ways  from  Sunday  if  you’d 
only  get  busy  and  do  something.”  Which  is  but  another  way  of  saying  that  the  respect  of  tough  minded  practical 
men  cannot  be  won  or  retained  by  any  display  of  simple-minded  inactivity. 


HOUSE  OF  DELEGATES  MAY  HOLD 
SPRING  MEETING  APRIL  7 

E.  H.  McLean,  president  of  the  Oregon  State  Medical 
Society,  has  issued  a call  for  the  House  of  Delegates  to 
meet  in  Portland  on  ,4pril  7 and  8,  provided  a permit  is 
granted  by  the  Office  of  Defense  Transportation  in  accord- 
ance with  recent  rulings  governing  meetings  and  conventions. 

Should  the  meeting  materialize,  it  will  be  the  second 
occasion  the  Oregon  delegates  have  assembled  in  other 
than  their  annual  meeting,  and  will  carry  into  effect  the 
change  of  policy  ordered  by  Delegates  at  their  September, 
1944,  meeting  which  called  for  a purely  busines  session  prior 
to  annual  meeting  of  the  .American  Medical  Association. 

•Although  the  scientific  sessions  of  the  .A.M..A.  have  been 
cancelled  this  year,  it  is  understood  the  national  House 
of  Delegates  may  meet  in  Chicago  in  late  May  or  early 
June,  provided  government  approval  is  forthcoming.  This 
meeting  of  the  Oregon  delegates  is  scheduled  to  consider 
some  knotty  state  problems  as  well  as  enabling  our  dele- 
gate to  attend  the  Chicago  deliberations  well  fortified  with 
late  home  information  and  expressions  of  opinion. 

Before  the  -April  meeting,  if  it  materializes,  it  is  Dr. 
McLean’s  desire  to  visit  regional  groups  of  the  county 
societies  to  outline  the  issues  which  will  come  before  the 
delegates.  He  will  probably  be  accompanied  by  one  or 
more  members  of  the  profession  so  that  all  phases  of  re- 
cent activities  and  problems  can  be  covered. 


MEDICAL  REFORMS  SIDETRACKED 
IN  RAILROAD  CONFERENCES 


Recent  happenings  have  substantiated  the  warning  con- 
veyed in  a recent  issue  of  Northwest  Medicine  not  to  ex- 
pect any  medical  reforms  desired  by  the  profession  to 


emerge  from  any  purely  in-the-family  railroad  conferences. 

Two  such  meetings  have  been  held  between  railroad 
employee  and  management  groups.  While  slight  reforms  in 
procedure  emerged  to  the  advantage  of  the  employees,  ab- 
solutely nothing  resulted  toward  removing  the  objections 
of  the  medical  profession. 

Heretofore  it  has  been  the  custom  of  one  of  the  railroads 
involved  to  reimburse  its  so-called  hospital  department 
to  the  extent  of  10  per  cent  of  the  expenditure  as  a sort 
of  company  compensation  for  employees  injured  in  “on 
duty”  accidents.  This  resulted  in  the  employees  actually 
paying  part  of  the  cost  of  their  own  accidents  suffered 
while  on  duty  for  the  advantage  of  the  company.  The  in- 
consistency of  this  procedure  as  compared  with  nonrail- 
road employee  compensation  practices  elsewhere  has  re- 
sulted in  a change.  On  duty  accidents  will  now  be  com- 
pletetly  paid  for  by  the  company,  with  employee  funds 
going  to  defray  costs  of  off  duty  accidents  and  sickness. 

No  other  changes  resulted.  While  the  employee  and 
company  interests  are  perhaps  more  clearly  defined  than 
formerly,  the  same  old  demand  for  priority  of  doctors’ 
services  and  limited  panel  of  “company”  physicians  is  re- 
tained lock,  stock  and  barrel,  with  the  full  exploitation  of 
doctors  and  poor  quality  of  medical  care  which  this  in- 
volves. Once  more  the  doctors  appear  to  have  been  kicked 
around  by  these  practical  minded  parties  maneuvering 
for  their  own  financial  and  other  advantage. 

The  railroaders  know  they  are  faced  with  a potential 
problem,  but  the  suspicion  increases  that  they  intend  to 
pursue  stalling  tactics,  unless  forced  to  do  otherwise,  until 
such  time  as  physicians  returning  from  the  armed  services 
make  doctors  available  “a  dime  a dozen.”  There  is  more 
than  passing  impression  that  the  recent  conferences  were 
deliberately  maneuvered  with  this  goal  in  mind,  and  in 
this  respect  there  would  seem  to  be  more  suspicion  directed 
toward  management  than  toward  employee  groups. 


March,  1945 


STATE  SECTIONS — OREGON 


95 


STATE  COUNCIL  MEETING 


The  regular  February  meeting  of  the  Council  of  the 
Oregon  State  Medical  Society  was  held  in  Portland  Feb- 
ruary 3. 

A report  was  received  from  Richard  B.  Adams,  analyz- 
ing some  of  the  legislation  introduced  or  pending  before 
the  state  legislature  which  might  affect  the  practice  of  medi- 
cine or  the  public  health. 

Matthew  Riddle  reported  for  the  committee  on  Medical 
Service  on  the  need  and  estimated  costs  of  the  statewide 
survey  of  health  needs  which  has  been  proposed.  .Addi- 
tional study  of  the  problem  is  being  made. 

The  request  of  the  Jackson  County  Medical  Society 
that  Oregon  Physicians  Service  provide  hospital  service  on 
a prepayment  basis  for  the  dependents  of  employee  groups 
in  that  county  was  read,  provoked  a little  discussion,  but 
was  not  acted  upon,  pending  further  information  and 
study. 

A report  of  the  investigation  made  by  the  Washington 
State  Medical  Association,  upon  which  it  reached  a deci- 
sion not  to  include  a health  center  in  the  plans  for  the 
proposed  Medical  School  in  that  state,  was  read  and 
filed  in  the  records. 

The  matter  of  date  for  a spring  meeting  of  the  House 
of  Delegates  was  discussed,  and  it  was  decided  to  hold  the 
meeting  .April  7 and  8.  Invitation  was  also  e.xtended  to 
officials  of  the  Council  on  Medical  Economics  of  the 
-American  Medical  .Association  to  hold  a regional  meet- 
ing at  the  same  time,  if  deemed  advisable. 

Following  disposal  of  a number  of  routine  matters  the 
meeting  adjourned. 


BLUE  CROSS,  OREGON  PHYSICIANS 
SERVICE  HOLD  HARMONY  MEETING 

Officials  of  the  Oregon  Physicians  Service  and  the  Blue 
Cross  plan  have  once  more  repeated  a step  in  their  efforts 
to  iron  out  difficulties  between  the  two  organizations.  On 
numerous  occasions  in  the  past  various  groups  have  met 
to  discuss  the  problem  of  coordinating  their  efforts,  but 
no  tangible  results  followed.  The  latest  effort  to  get  to- 
gether took  the  form  of  a dinner  meeting  at  the  Mult- 
nomah Hotel,  Portland,  on  the  afternoon  of  February  4. 

In  attendance  at  the  meeting  were  members  of  the  coun- 
cil of  the  Northwest  Hospital  Service  plan,  including  Presi- 
dent E.  B.  McNaughton,  .A.  L.  Morland,  Ralph  W.  Nel- 
son, secretary  of  the  Portland  Council  of  hospitals.  Sister 
Elizabeth  Clare  of  Portland,  Sister  John  of  the  Cross,  of 
.Astoria,  W.  Galesdorf  of  Salem  and  others. 

Directors  of  Oregon  Physicians  Service  attending  the 
harmony  meeting,  following  a regular  meeting  of  their  own 
earlier  in  the  day,  were  D.  R.  Ross,  president,  J.  W.  Bren- 
non  of  Pendleton  and  Gordon  B.  Leitch  of  Portland.  Also 
attending  the  meeting  were  E.  H.  McLean  of  Oregon  City, 
president  of  the  Oregon  State  Medical  Society,  who  pre- 
sided over  the  informal  gathering,  Blair  Holcomb,  presi- 
dent of  the  Multnomah  County  Medical  Society,  Stanley 
Lamb  and  Mr.  Clyde  B.  Foley,  executive  secretary  of  the 
Oregon  State  Medical  Society,  as  well  as  administrative 
officials  of  both  organizations  including  Mr.  Frank  Dick- 
son and  Mr.  Willard  C.  Marshall,  who  arranged  for  the 
gathering. 


Each  guest  was  given  an  opportunity  to  express  his  or 
her  views,  and  when  these  were  stated  it  was  agreed  that 
efforts  should  be  continued  toward  unifying  the  programs 
of  the  two  organizations  since  their  objectives  are  similar. 
It  was,  therefore,  voted  that  a committee  of  six,  three  mem- 
bers from  each  organization,  be  named  to  attempt  to  draft 
a workable  plan,  if  such  appears  possible,  to  be  submitted 
to  the  Blue  Cross  and  Oregon  Physicians  Service  at  an 
early  date. 

Named  to  this  committee  for  Blue  Cross  interests  .were 
Mr.  Ralph  Nelson,  Mr.  Frank  Dickson  and  Mr.  .A.  L. 
Morland.  Representing  the  Oregon  Physicians  Service  were 
President  D.  R.  Ross,  Dr.  Gordon  B.  Leitch  and  Mr. 
Willard  Marshall.  It  is  understood  this  committee  is  to  meet 
soon  and,  if  a workable  plan  can  be  developed  for  co- 
ordination of  efforts,  the  plan  will  be  submitted  to  the 
parent  organization  for  ratification. 

ASSOCLATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS  OFFERS  CALL  FOR 
NONPARTICIPATION 

Letters  have  been  received  by  numerous  doctors  through- 
out the  state  from  the  Association  of  American  Physicians 
and  Surgeons  of  Gary,  Indiana,  soliciting  their  personal 
and  financial  participation  in  an  organized  effort  to  refuse 
their  services  to  any  system  of  politicalized  or  state  medi- 
cine. The  appeal,  intriguing  and  well  presented,  has  re- 
sulted in  numerous  inquiries  asking  what  to  do. 

The  idea  of  a group  of  individuals  refusing  to  go  along 
with  any  system  of  politicalized  regimentation  of  the 
practice  of  medicine  originated  with  members  of  Lake 
County  Medical  Society,  in  Indiana,  and  the  formation 
of  the  .American  Physicians  and  Surgeons  group  represents 
an  impatience  with  the  less  spectacular  efforts  of  the  Na- 
tional Physicians  Committee,  combined  with  an  effort  to 
spread  the  idea  of  nonparticipation  to  national  proportions. 
It  also  is  believed  to  have  originated  in  part  from  dissatis- 
faction with  the  seeming  lack  of  efforts  put  forth  by  the 
.American  Medical  Association,  ignoring  the  fact  the  .A.M..A. 
cannot  undertake  certain  actions  not  included  in  its  char- 
ter for  tax  and  other  reasons. 

The  idea  of  nonparticipation  has  considerable  merit,  but 
as  advanced  by  the  Indiana  group  may  be  slightly  pre- 
mature and  not  without  inherent  weaknesses.  It  should  not 
be  dismissed  lightly,  even  if  joining  the  movement  as  pre- 
sented cannot  be  completely  recommended  at  this  time. 
Further  investigation  of  the  subject  is  now  being  made  and 
it  is  hoped  to  have  an  analysis  of  the  factors  involved  and 
conclusions  reached  to  appear  in  our  next  issue. 


STATE  BOARD  OF  HEALTH 


Governor  Snell  has  announced  the  appointments  of  C.  E. 
Hardwick  of  Hood  River,  and  reappointment  of  Thomas 
Robertson  of  The  Dalles,  and  Charles  E.  Hunt  of  Eugene 
as  members  of  the  State  Board  of  Health. 

Dr.  Hardwick  succeeds  Dr.  Thompson  Coberth  of  The 
Dalles,  resigned  because  of  ill  health.  Dr.  Hardwick  is  a 
graduate  of  the  University  of  Oregon  Medical  School  and 
has  practiced  in  Hood  River  for  fifteen  years.  Dr.  Robert- 
son is  a past-secretary  and  Dr.  Hunt  a past-president  of 
the  Oregon  State  Medical  Society. 

.All  the  appointees  to  the  board  will  serve  for  a term  of 
four  years. 
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UNIVERSITY  OF  WASHINGTON 
MEDICAL-DENTAL  SCHOOL 


During  recent  years  there  has  been  much  discussion  re- 
garding establishing  a University  of  Washington  medical- 
dental  school.  As  the  result  of  many  conferences  between 
university  regents  and  faculty  with  officials  of  Washington 
State  Medical  Association  and  King  County  Medical  So- 
ciety, as  well  as  legislators,  a Bill  was  introduced  into  the 
recent  session  of  the  Washington  Legislature  for  the  estab- 
lishment of  such  a school.  It  was  sponsored  in  the  Senate 
by  Senator  .■\lbert  D.  Rosellini  of  Seattle,  who  supervised 
it  during  the  course  of  its  consideration,  ably  assisted  by 
Senator  Donald  Black,  M.D.,  of  Port  .\ngeles,  and  in  the 
House  by  Rep.  U.  S.  Ford,  M.D.,  of  Forks  It  passed  both 
branches  of  the  Legislature  and  was  signed  by  the  Gover- 
nor. The  Bill  as  passed  calls  for  an  appropriation  of  $450,- 
000  for  expansion  of  the  premedical  school  in  operation  at 
the  University,  with  $3,750,000  for  erection  of  a medical 
school  and  hospital  as  soon  as  building  materials  are  avail- 
able. 

Immediate  plans  for  development  of  the  school  contem- 
plate expansion  and  complete  equipment  of  the  existing 
premedical  school  to  make  it  a school  of  the  highest  quality 
for  teaching  the  basic  medical  sciences,  which  comprise 
anatomy,  physiology,  chemistry,  bacteriology  and  pathol- 
ogy. It  is  planned  to  begin  operation  of  the  school  in  the 
fall  of  1945,  with  complete  physical  preparations  and  a 
carefully  selected  teaching  force  to  meet  the  demands  re- 
quired. It  is  planned  to  start  with  a Freshman  class  and 
add  other  classes  as  the  school  progresses. 


STATE  DEPARTMENT  OF  HEALTH 


ACTIVITIES  OF  ST.ATE  DEPARTMENT 
OF  HEALTH  DURING  1944 

Objectives  of  the  Division  of  Local  Health  Services  in- 
clude consultation  and  assistance  to  local  health  depart- 
ments in  an  effort  to  help  each  local  unit  to  best  serve  the 
health  needs  of  its  area.  Within  this  Division,  and  directly 
responsible  to  its  Chief,  who  also  is  the  .Assistant  Director 
of  Health,  are  the  Field  Consultation  and  the  Public  Health 
Nursing  sections. 

Because  of  inability  to  secure  the  services  of  a properly 
qualified  physician  as  head  of  the  Field  Consultation  Sec- 
tion, the  work  was  carried  by  the  Chief  of  the  Division. 
During  the  year,  all  local  health  departments  were  given 
assistance  in  planning  and  directing  their  activities  so  that 
adequate  services,  facilities  and  standards  would  be  main- 
tained in  spite  of  the  many  limitations  caused  by  wartime 
pressures.  Complete  studies  of  services,  facilities  and  local 
health  problems  were  made  for  four  local  health  depart- 
ments. On  the  basis  of  the  findings  plans  for  expanded 
setrvices  were  made  and  assistance  in  carrying  out  the 
plans  was  given  two  local  units. 

The  Public  Health  Nursing  Section  program  translates 


the  major  objectives  of  the  Division  of  Local  Health  Serv- 
ices through  the  assistance  given  to  local  health  depart- 
ments to  help  them  strengthen  and  improve  their  public 
health  nursing  services.  Because  the  public  health  nurse 
gives  direct  service  to  individual  families  by  visits  to  the 
home,  the  nursing  service  is  a major  factor  in  individualiz- 
ing all  public  health  services.  Therefore,  the  quality  as  well 
as  the  quantity  of  public  health  nursing  service  is  highly 
important. 

In  order  to  supply  present  essential  nursing  services, 
provide  for  future  nursing  needs,  and  to  maintain  good 
standards  of  service,  members  of  the  State  Staff  have 
actively  participated  in  the  programs  of  National,  State, 
Local  and  Sectional  nursing  organizations,  including  the 
State  Nursing  Council  for  War  Services,  the  State  Com- 
mitte  on  Procurement  and  .Assignment  of  Nurses  and  the 
Student  Recruitment  Program  for  the  Cadet  Nurse  Corps. 

The  Section  arranged  with  the  University  of  Washing- 
ton an  eight  weeks  intensive  course  in  public  health  for 
graduate  nurses.  Ten  nurses  received  federal  stipends  for 
the  course  and  were  returned  to  local  health  departments. 
Federal  stipends  were  provided  for  five  nurses  to  take  a 
special  three  weeks  course  in  venereal  disease  control  at  the 
University  of  California.  These  nurses  are  now  assisting 
others  with  the  technics  of  venereal  disease  nursing.  The 
industrial  advisory  nurse  also  conducted  an  Extension 
Course  for  the  University  of  Washington  for  industrial 
nurses  in  Eastern  Washington. 

In  addition  and  also  in  cooperation  with  the  University 
of  Washington,  courses  at  Firland  Sanatorium  in  tubercu- 
losis nursing  were  given  for  graduate  and  undergraduate 
nurses.  By  this  plan,  improvement  in  the  quality  of  tuber- 
culosis nursing  services  should  result.  .An  immediate  result 
was  that  additional  nurses  were  made  available  to  the 
Sanatorium. 

In  the  Communicable  Disease  Control  Section,  the  lab- 
oratory services  sent  out  a total  of  196,399  special  outfits 
and  containers  during  the  year  and  received  127,824  speci- 
mens. Of  this  number,  a total  of  156,891  laboratory  exam- 
inations were  made. 

Tuberculosis  Control  Program  statistics  show  17  counties 
were  given  financial  assistance  by  the  State  Health  De- 
partment throughthe  use  of  money  made  available  from 
the  Tuberculosis  Equalization  fund.  Ninety-three  per  cent 
of  the  State’s  population  had  access  to  tuberculosis  clinic 
facilities  through  the  cooperatively  planned  State-County 
program. 

.A  mobile  miniature  film  unit  was  made  available  to  the 
tuberculosis  program  during  the  year  and  24,268  films  were 
taken.  Major  portion  of  service  was  given  to  war  indus- 
trial plants  in  the  last  quarter  of  1944. 

The  Venereal  Disease  Control  program  has  continued  its 
major  function  of  assistance  and  consultation  to  local 
health  units  and  communities  in  the  control  of  venereal 
disease.  Investigations  of  contacts  have  played  an  impor- 
tant part  in  the  control  program.  Supplies  of  penicillin 
were  obtained  for  distribution  to  physicians  and  local 
health  departments  for  the  treatment  of  certain  cases  of 
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venereal  disease.  Supplies  of  other  drugs  for  treatment  of 
specific  cases  of  venereal  disease  also  have  been  distrib- 
uted free  of  charge  to  physicians  requesting  it. 

Operation  of  the  Washington  Infirmary  for  the  treat- 
ment of  women  with  venereal  disease  continued,  although 
the  number  of  patients  sent  there  did  not  reach  the  maxi- 
mum anticipated. 

Epidemiologic  Program  of  the  Communicable  Disease 
Control  Section,  conducted  a number  of  special  epidemio- 
logic studies  throughout  the  year.  These  included  studies 
on  trachoma,  rodent  control,  brucellosis,  poliomyelitis, 
malaria  control  and  rheumatic  fever.  Other  epidemiologic 
investigations  were  made  of  food  poisoning,  botulism, 
diphtheria,  typhoid  fever  and  diarrhea.  A review  and  dis- 
cussion of  administrative  policies  and  procedures  for  the 
control  of  communicable  disease  were  held  at  two  confer- 
ences for  local  health  offices.  These  meetings  were  con- 
ducted in  Seattle  and  Spokane. 

The  Mental  Hygiene  Section  of  the  State  Health  De- 
partment opened  its  first  clinic  in  Seattle  in  September. 
During  the  following  months  989  interviews  with  patients 
were  held  and  284  consultative  conferences  held.  The 
services  of  the  section  are  available  to  returning  service 
men  who  are  experiencing  adjustment  difficulties  and  to 
parents  of  children  having  behavior  difficulties. 

Plans  have  been  made  for  a traveling  staff  to  conduct 
psychiatric  clinics  in  local  areas  as  well  as  a second  perma- 
nent clinic  to  be  established  in  Eastern  Washington  as  soon 
as  professional  personnel  can  be  employed.  .Applications 
and  referrals  for  service  are  received  from  private  sources, 
social  agencies  and  veterans’  organizations. 

In  the  reorganization  plan  of  the  State  Health  Depart- 
ment, the  Dental  Program,  which  had  functioned  as  a unit 
of  the  former  Division  of  Maternal  and  Child  Hygiene  and 
Crippled  Children’s  Services,  became  the  Dental  Hygiene 
Section  within  the  Division  of  Preventive  Medical  Service. 
The  change  in  status  permitted  the  Dental  Program  to  be- 
come an  integral  part  of  the  total  program  of  the  State 
Health  Department.  Extensive  plans  were  formulated  for 
a state-wide,  long-term  dental  hygient  program.  In  addi- 
tion, special  advisory,  consultation  and  supervisory  serv- 
ice were  provided  to  many  cities  and  counties  throughout 
the  state. 

The  Emergency  Maternity  and  Infant  Care  Program 
under  the  Maternal  and  Child  Hygiene  and  Crippled  Chil- 
dren’s Section,  handled  8,122  maternity  patient  enrollments 
in  the  year,  6,319  being  completed  with  3,066  cases  car- 
ried; infants  cared  for  totaled  682  with  193  cases  completed 
and  459  cases  carried. 

From  January  1 to  November  30,  1944,  there  were 
4,440  births  reported  for  the  E.  M.  I.  C.  program,  with 
only  three  maternal  and  87  infant  deaths,  including  still- 
births. This  is  well  below  the  State  rates  for  deaths  in 
these  groups.  Eighty-six  hospitals  are  participating  in  the 
program,,  with  31  counties  being  served.  A total  of  791 
physicians  is  participating. 

Other  Maternal  and  Child  Hygiene  activities  included 
child  health  conferences,  maternity  hospitals  and  homes 
license  program  crippled  children’s  and  rheumatic  fever 
programs  and  maternal  and  child  hygiene  and  orthopedic 
advisory  nursing  services. 

The  Industrial  and  .Adult  Hygiene  Section  directed  its 
services  toward  the  development  of  a program  and  activi- 


ties designed  to  protect  and  promote  healthful  working 
environment. 

It  is  estimated  that  approximately  255,351  employees 
were  affected  by  the  industrial  hygiene  problems  investi- 
gated by  the  Section  during  1944.  As  a result  of  these 
investigations  recommendations  were  made  affecting  ap- 
proximately 178,458  industrial  workers.  Of  this  number 
approximately  99,895  employees  were  affected  through  the 
compliance  with  the  recommendations. 

-An  increasingly  close  correlation  of  activities  of  the 
State  Department  of  Labor  and  Industries  and  the  State 
Department  of  Health  in  matters  pertaining  to  indus- 
trial hygiene  has  been  affected  throughout  the  year.  Copies 
of  all  occupational  disease  claims  are  made  available  to 
this  section.  .A  careful  medical  analysis  by  this  Section 
of  2,630  of  these  occupational  disease  reports  indicated 
the  need  for  early  industrial  hygiene  investigations  in  a 
large  number  of  instances  to  determine  their  validity.  De- 
tailed joint  planning  by  these  two  departments  has  re- 
sulted in  the  formulation  of  a program  for  early  reporting 
of  occupational  diseases  to  this  section  and  for  its  investi- 
gation of  further  cases  of  occupational  disease  and  will 
make  possible  prevention  of  further  cases  of  occupational 
disease  and  will  also  provide  the  Department  of  Labor 
and  Industries  with  valuable  information  to  assist  them  in 
determining  their  validity  for  compensation. 

■A  joint  program  was  carried  on,  assisting  the  Navy  and 
Maritime  Commission  in  reducing  health  hazards  in  the 
shipbuilding  industry.  Close  cooperation  was  given  other 
government  agencies  in  a program  to  kep  workers  on  the 
job  in  war  industries.  The  section  gave  considerable  aid 
to  the  United  States  Public  Health  Service  and  Maritime 
Commission  in  the  Washington  portion  of  their  nation- 
wide study  of  welding  hazards  in  shipbuilding. 


MEDICAL  NOTES 


Just  Benefits  for  Nurses.  .A  peculiar  condition  exists 
at  Firland  Sanatorium.  The  nurses  and  aids  are  asking  to 
receive  civil  service  ratings  from  which  they  have  hither- 
to been  specifically  excluded.  .All  other  positions  in  the  Se- 
attle health  department,  as  well  as  other  classifications  at 
Firland,  are  under  civil  service.  Inclusion  of  the  nurses 
will  give  them  the  benefit  o fthe  city  pension  system,  to- 
gether with  retirement  allowances  and  permanent  dis- 
ability benefits. 

.American- Japanese  Nurse  Excluded.  There  has  been 
much  newspaper  publicity  concerning  Miss  Masako  Taka- 
yoshi,  known  among  her  friends  as  Tacki.  .A  native  of 
Seattle  and  a graduate  of  the  city  schools,  she  became  a 
trained  nurse  and  was  holding  an  official  position  at  King 
County  Hospital  when  Japanese  on  the  Coast  were  ex- 
cluded, following  our  declaration  of  war  against  Japan. 
This  nurse  was  well  esteemed  by  officials  and  other  nurses, 
but  was  obliged  to  be  evacuated  with  others  of  her  race. 
During  the  past  year  or  more  she  has  held  an  official 
position  in  a Denver  Hospital,  but  against  the  advice  of 
some  of  her  friends  she  was  determined  to  return  home, 
believing  that  she  could  resume  her  former  position  in 
King  County  Hospital.  .After  a short  trial,  however,  oppo- 
sition to  her  presence  led  to  the  wise  decision  to  return  to 
Denver,  where  the  opposition  to  citizens  of  Japanese  an- 
cestry is  not  intense  as  on  the  Pacific  Coast. 
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Building  Plans  Progressing.  Bids  have  been  called  for 
construction  of  a cadet  nurses’  home  at  Western  State 
Hospital,  Fort  Steilacoom.  Its  estimated  cost  is  $150,000. 
The  building  will  be  L-shaped,  of  frame  and  masonry  con- 
struction and  will  cover  an  area  of  105  by  140  feet.  It  will 
consist  of  two  stories  and  partial  basement. 

Union  Presents  Iron  Lung.  -At  King  County  Hospital, 
Seattle,  there  has  been  a necessity  for  an  additional  “iron 
lung”  which  has  been  supplied  by  the  hospital  section  of 
Building  Service  Union,  Local  No.  6.  The  new  respirator 
has  all  the  latest  equipment  to  meet  emergency  application. 

New  Hospital  .\ssured.  Plans  have  been  completed  for 
construction  of  a one-story  50-bed  hospital  at  Kennewick. 
It  wil  be  of  concrete  construction,  at  an  estimated  cost  of 
about  $300,000. 

Oxygen  Memorial  Tent.  Friends  and  citizens  of  -\na- 
cortes,  who  hold  in  high  esteem  the  memory  of  recently 
deceased  Dr.  S.  G.  Brooks  ,are  accumulating  the  sum  of 
S800  for  the  purchase  of  an  oxygen  tent  which  will  be  held 
as  a memorial  for  him.  \'arious  city  organizations  as  well 
as  individuals  are  participating  in  this  metmorial  effort. 

Rehabilitation  Requested.  Rebuilding  of  the  infirmary 
for  tuberculosis  at  the  U.  S.  Veterans  Hospital  at  Walla 
W’alla  has  ben  requested  by  the  Veterans  Administration, 
which  has  been  presented  to  Washington  authorities.  The 
proposed  rehabilitation  would  cost  about  $33,000. 


OBITUARIES 


Dr.  James  H.  Mathews,  49  years  of  age,  of  Seattle, 
died  January  30  folowing  a surgical  operation.  He  was 
born  at  Niagara  Falls,  N.  Y.  in  1895.  He  graduated  from 
University  of  Michigan  Medical  School  in  1922.  .After 
serving  internship  at  Harpe  Hospital,  Detroit,  he  became 
resident  physician  at  University  of  Michigan  Hospital, 
later  being  in  charge  of  the  department  of  ophthalmology. 
He  came  to  Seattle  in  1926,  practicing  as  a specialist  in 
eye,  ear,  nose  and  throat  diseases.  He  was  a distinguished 
member  of  the  medical  profession,  of  a genial  and  happy 
disposition  that  attracted  many  friends.  He  was  an  offi- 
cial of  several  social  organizations  and  was  president-elect 
of  King  County  Medical  Society. 

Dr.  Samltel  G.  Brooks  of  .Anacortes  died  January  16, 
aged  57  years.  He  was  born  at  Honeoy  Falls,  N.  Y.,  in 

1888.  After  graduating  from  the  University  of  Michigan, 
he  received  his  medical  degree  from  its  medical  school  in 
1909.  He  located  for  practice  in  .Anacortes  in  1912.  In 
1917  he  enlisted  in  the  .Army  Medical  Corps,  being  mus- 
tered out  with  the  rank  of  major  in  1919.  As  well  as  being 
an  outstanding  physician  and  surgeon,  he  was  a public 
spirited  citizen,  esteemed  and  beloved  by  the  people  of  his 
home  city. 

Dr.  Windsor  .A.  Brown  of  Seattle,  age  76  years,  died 
February  3.  He  was  born  in  .Aurora,  111.,  in  1868.  He  grad- 
uated from  the  University  of  A'ermont  Medical  School  in 

1889.  He  practiced  at  Worcester,  Mass.,  where  he  served 
as  city  physician  and  was  a member  of  the  school  board 
until  1909,  when  he  located  in  Seattle.  He  retired  from 
active  practice  a year  ago. 

Dr.  William  H.  Dean,  age  84  years,  of  Yarrow  Point, 
died  December  30.  He  was  born  in  Tunnel,  Ohio,  in  1861. 
He  graduated  from  Starling  Medical  School,  Columbus, 
Ohio,  in  1894.  He  practiced  for  forty  years  in  Ohio,  after 
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which  he  retired  and  has  lived  at  Yarrow  Point  since 
1921. 

Dr.  Carl  E.  Richards,  69  years  of  age,  of  Sumner,  died 
at  Tacoma  February  13.  He  graduated  from  University  of 
Louisville  School  of  Medicine  in  1907.  For  the  past  sev^en- 
teen  years  he  has  lived  in  Sumner,  where  he  was  a prom- 
inent and  well  known  physician. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 

Cowlitz  County  Medical  Society  met  at  a regular  dinner 
meeting,  Wednesday  evening,  February  21,  at  the  Hotel 
Monticello,  Longview. 

Dr.  Herman  .A.  Dickel,  Psychiatrist  at  the  University 
of  Oregon  Medical  School  and  .Active  Director  of  Child 
Guidance,  discussed  the  prevention  of  nervousness  and 
psychiatric  disorders.  He  also  spoke  on  the  prevalence  of 
psychoneuroses  among  returning  soldiers,  and  stressed  the 
importance  of  early  diagnosis  and  treatment  by  a general 
practitioner. 

.A  committee  from  the  Society  was  appointed  to  work  in 
cooperation  with  the  proposed  Veterans  Hospital  for  this 
district. 

The  .Auxiliary  met  at  the  home  of  Mrs.  J.  F.  Christensen. 
Mrs.  H.  M.  Morgan  gave  a book  review  of  “The  Happy 
Hypocrite.”  Mrs.  C.  J.  Sells  reported  on  the  State  .Aux- 
iliary Board  meeting  in  Seattle  last  week. 


KING  COUNTY  MEDICAL  SOCIETY 

The  regular  meeting  of  King  County  Medical  Society 
was  held  February  5,  8:15  pjn.,  at  the  U.  S.  Naval  Hospi- 
tal, Seattle.  Members  were  greeted  by  Capt.  Joel  T.  Boone, 
medical  officer  in  command.  President  Harold  E.  Nichols 
presided  at  the  business  meeting. 

M.  H.  Evoy  was  elected  to  membership.  .Applications 
were  read  for  the  first  time  of  J.  M.  Kerr,  H.  J.  Meyers 
and  K.  B.  Skubi.  .Applications  were  read  for  the  second 
time  of  R.  L.  Gregg,  N.  P.  Murphy  and  G.  B.  O’Neil. 

Lt.  Comdr.  Israel  Steinburg  presented  many  roentgeno- 
grams demonstrating  “The  Diagnostic  A^alue  of  Contrast 
Visualization  of  Cardiovascular  Structures.”  He  stated 
that  with  this  method  it  has  been  possible  to  outline  and 
state  the  size,  shape  and  position  of  each  component  part 
of  the  cardiovascular  system. 

Lt.  Comdr.  John  .A.  Duncan  described  “Surgery  on 
Board  a Hospital  Ship.”  .After  mention  of  the  operation 
of  such  a ship  under  the  Hague  Conference  of  1907,  he 
gave  in  detail  the  arrangements  on  shipboard  for  treating 
patients  medically  and  surgically,  with  many  interesting 
details,  showing  the  thorough  scientific  accomplishments, 
often  under  difficult  and  trying  situations.  It  was  evidence 
of  the  meticulous  care  expended  on  wounded  naval  serv- 
ice men. 

Comdr.  Wendell  G.  Scott  described  “Body  Section 
Radiography  in  a Naval  Hospital.”  Exhibiting  many 
roentgenograms,  he  demonstrated  methods  of  obtaining 
views  of  the  body  in  various  sections.  Methods  of  pro- 
cedure were  explained  in  detail,  illustrated  by  many  inter- 
esting and  instructive  laminagraphs.  This  procedure  can 
be  used  to  advantage  in  visualizing  the  cardiovascular 
system  and  diagnosis  of  aortic  diseases. 

Comdr.  .A.  M.  French  and  Comdr.  Wendell  G.  Scott 
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presented  a paper  with  roentgenograms  on  “Radiographic 
Diagnosis  of  Prolapses  of  the  Gastric  Mucosa  Into  the 
Duodenum.”  This  is  a condition  recognized  and  demon- 
strated within  a brief  recent  time.  Comparatively  few  cases 
have  been  reported.  This  prolapse  into  the  pylorus  causes 


gastric  obstruction,  leading  to  a variety  of  incorrect  diag- 
noses. Symptoms  and  operative  therapy  were  described. 
\ beautiful  moving  picture  in  natural  colors  was  pre- 
sented, graphically  displaying  the  condition  and  its  recog- 
nition. 


IDAHO  STATE 
MEDICAL  ASSOCIATION 


MEDICAL  NOTES 


Kootenai  County  Medical  Society  held  a meeting  at 
Coeur  d’.41ene,  February  21.  The  following  officers  were 
elected  for  the  current  year:  President,  John  T.  Wood; 
Vice-President,  Hamilton  H.  Greenwood,  Secretary-Treas- 
urer, E.  R.  W.  Fox;  Delegate  to  State  Medical  .Association, 
.Ale.xander  Barclay;  .Alternate,  O.  M.  Husted. 

Memorial  .Auditorium.  Directors  of  Wallace  Civic 
.Auditorium  Association  have  approved  the  suggestion  that 
the  civic  auditorium  which  will  be  built  after  the  war 
shall  be  dedicated  to  the  men  and  w'omen  now  serving  in 
the  armed  services. 

Major  Bruce  C.  Budge  of  Boise  has  been  home  on  a 
month’s  furlough  after  spending  two  years  in  the  .Aleutian 
Islands. 


.Appointed  County  Physician.  F.  W.  Rolfs  of  Mullan 
has  been  appointed  Shoshone  County  physician  to  suc- 
ceed J.  R.  Bean.  Dr.  Rolfs  assumed  office  February  1. 

John  N.  Alley,  who  has  practiced  during  the  last  four 
years  at  Lewiston,  has  accepted  appointment  to  the  staff 
of  Eastern  Washington  State  Hospital  at  Medical  Lake. 
For  a number  of  years  Dr.  Alley  was  in  charge  of  the 
tuberculosis  hospital  at  Lapwai.  In  1929  he  was  in  charge 
of  the  U.  S.  Hospital  for  Indians  at  Tacoma. 

New  Hospital  for  Rexburg.  Madison  County  approved 
a bond  issue  of  $100,000  for  construction  of  a hospital  at 
Rexburg.  The  hospital  will  be  built  after  the  war. 

Francis  Marsh  has  located  for  practice  at  Lapwai.  For- 
merly he  practiced  at  Culdesac,  and  has  recently  been  dis- 
charged from  the  army  after  service  in  the  South  Pacific. 
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Louis  Salazar,  full  time  physician  for  the  Bureau  of  In- 
dian .Affairs,  is  now  stationed  at  Ketchikan. 

W.  M.  Whitehead  of  Juneau  has  been  appointed  to  the 
Territorial  Board  of  Education  for  a term  of  six  years. 

R.  W.  MacCalmont  of  U.  S.  P.  H.  S.,  formerly  of  Ko- 
diak, has  been  transferred  to  the  States. 

C.  P.  Parkinson,  formerly  of  Cordova,  is  now  located 
at  .Ann  .Arbor,  Michigan. 

C.  C.  Carter  of  Juneau,  who  has  been  serving  as  Com- 
missioner of  Health  since  the  death  of  W.  W.  Council,  has 


now  been  appointed  by  the  Governor  for  the  remainder 
of  this  term  and  the  appointment  confirmed  by  the  Legis- 
lature now  in  session. 

Lulu  M.  Disoway  of  Fort  Yukon  has  been  away  on  a 
six  months  leave  of  absence  and  expects  to  return  about 
the  first  of  April. 

Lowell  E.  Williams,  formerly  of  Seward,  is  now'  locat- 
ed at  the  Mason  Clinic,  Seattle. 

Paul  B.  Haggland  recently  visited  in  Seattle  and  Cali- 
fornia. 


CLINICAL  FORUM 


OBSTETRIC  PROBLEM  FOR  MARCH 
Mrs.  E.  B.,  17  years  of  age,  was  seen  first  in  consulta- 
tion about  5:00  one  morning.  She  was  in  very  serious  con- 
dition. Had  recently  passed  blood  clots  which  were  offered 
as  evidence  of  severe  bleeding.  Her  pulse  was  of  good  qual- 
ity but  the  rate  was  140.  She  had  the  appearance  of  shock. 

History:  She  was  due  to  be  confined  in  about  two 
weeks.  She  had  consulted  a physician  for  the  first  time 
thirty-six  hours  before,  at  which  time  she  had  a blood 
pressure  of  142/90.  Her  urine  contained  two  plus  albumin 
but  no  casts.  Last  evening  about  9:00  p.m.  she  W'as  seized 
with  severe  p>ain  in  her  abdomen  and  shortly  afterwards 


began  to  flow,  and  flowed  quite  considerably.  Her  physi- 
cian sent  her  into  the  hospital  immediately. 

His  examination  revealed  normal  temperature,  blood 
pressure  160/90,  pulse  108.  .Although  she  was  having 
cramps,  she  complained  of  constant  abdominal  pain.  She 
was  bleeding  quite  a good  deal.  She  w'as  given  M.S.  1/6  gr. 
which  gave  some  relief  but  her  bleeding  continued.  Just 
prior  to  this  the  baby’s  heart  tones  were  60,  rising  to  70 
within  the  next  half  hour  or  so. 

Toward  morning  her  bleeding  still  continued,  her  pains 
remained  the  same,  and  because  her  pulse  was  135  to  140 
consultation  was  requested.  The  girl  was  evidently  in  con- 
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siderable  distress.  The  seriousness  of  her  situation  did  not 
seem  to  be  commensurate  with  the  amount  of  blood  lost. 
Her  heart  tones  were  good,  blood  pressure  110/80;  the  rate 
as  above  stated  and  lungs  normal.  Fundus  rose  to  the  costal 
margin,  woody  in  consistency,  and  without  any  period  of 
relaxation.  No  FHT  could  be  heard. 

What  would  be  your  diagnosis  and  treatment? 


COMMENTS  ON  PEDI.\TRIC  PROBLEM 
IN  FEBRU.4RY  ISSUE 

First  commentator  expresses  these  opinions:  Practically 
any  child  with  a temperature  of  10S°  will  not  sleep  very 
much  nor  will  any  of  his  near  relatives  or  attendants. 
Some  of  the  important  symptoms  indicative  of  diagnosis 
were  undoubtedly  left  out,  which  is  really  quite  illustrative 
of  medical  practice.  Parents  so  often  bring  a child  into  the 
office  and  points  which  appear  most  important  to  them, 
such  as  “teething,”  nervousness,  jumping  in  his  sleep,  are 
mentioned  instead  of  pulling  at  his  hair  or  ears,  or  inabil- 
ity to  raise  an  arm  or  leg  and  crying  when  coughing. 

The  absence  of  reporting  facts  of  importance  is  one  of  the 
intriguing  elements  of  pediatric  practice.  A pediatrician 
strives  to  keep  himself  from  being  misled  by  the  parents 
and  bringing  to  light  actual  important  conditions.  This 
child  undoubtedly  had  an  upper  respiratory  infection.  It 
may  not  have  been  located  in  any  particular  area  but  was 
diffuse  throughout  the  developing  sinuses,  pharynx,  pos- 
sibly larynx,  which  should  be  revealed  by  hoarse  breathing. 

In  respect  to  the  second  child  one  would  expect  to  find 
here  some  mention  of  an  acetone  breath,  cherry  lips,  and 
othter  indications  of  a marked  acidosis  which  would  accom- 
pany so  high  a fever.  One  would  not  expect  to  see  the 
condition  of  his  abdomen  with  an  acidosis  unless  it  had 
been  in  existence  only  for  a short  time.  Later,  one  would 
expect  to  find  the  scaphoid  abdomen  with  other  signs  of 
marked  dehydration.  One  might  also  consider  a meningitis, 
even  a beginning  polio,  the  differentiation  and  determination 
of  which  could  be  made  only  by  further  examination  and 
laboratory  findings. 

The  third  child  might  be  considered  a possible  diabetic. 
However,  there  would  be  more  of  a history  of  thirst,  also 
probably  the  mother  would  mention  an  unusual  appetite. 
The  laboratory  work  would  straighten  out  the  diagnosis, 
examination  of  urine,  etc. 

Second  commentator  offers  these  views:  .4ny  young  child 
under  a year  of  age  with  a temperature  of  105°  is  apt  to 
show'  signs  of  headache.  The  fact  that  his  throat  is  red 


can  indicate  a strep  infetction  w'ith  a reaction  such  as  noted 
above.  Those  children,  however,  sleep  fairly  well  but  in 
case  of  whining  a question  put  to  the  parents  as  to  whether 
the  child  pulls  his  hair  or  ears  will  almost  surely  bring  an 
affirmative  answer.  .4n  examination  of  the  ears  will  reveal 
red  bulging  drums  which  can  be  relieved  by  paracentesis 
with  a result  that  he  will  sleep  the  next  night. 

The  second  child,  with  a high  temperature,  respirations 
60,  leads  one  to  consider  that  a pneumonia  is  present.  If 
fine  rales  are  heard  in  the  chest,  these  are  conclusive  evi- 
dence. Ofttimes,  however,  one  is  unable  to  detect  them 
but  later,  sometimes  during  the  course  of  this  disease,  they 
w'ill  be  detected  and  near  the  time  of  recovery  will  become 
quite  apparent. 

In  the  case  of  the  third  child  one  would  conclude  that 
he  has  ammonia  in  his  urine.  The  conditions  stated  rela- 
tive to  the  problem  were  that  these  children  were  observed 
during  the  cold  season.  Erom  October  to  April  in  the  North- 
west it  is  a very  common  occurrence  to  observe  very  young 
children  with  ammonia,  although  the  last  few  years  those 
with  deep  ulcers  are  not  very  often  seen.  Mothers  are 
more  alert  to  bettering  their  children  and  seek  advice  early. 
Frequently  w'ashing  the  child  w'ith  a w’eak  solution  of  vine- 
gar and  impregnating  the  diapers  with  the  same  solution 
will  suffice.  If  this  does  not  work,  use  bichloride  of  mercury. 

In  Brenneman’s  “Practice  of  Pediatrics”  it  is  stated  that 
no  instances  of  irritation  from  using  bichloride  have  been 
reported.  I use  the  same  solution  advised  in  that  article 
and  have  seen  several  instances  where  the  mother  has  stated 
the  ammonia  cleared  up  quite  quickly,  and  then  the  diaper 
area  was  affected  by  another  rash  w'hich  disappeared  ap- 
parently by  discontinuing  the  use  of  the  bichloride. 

There  are  certain  instances  of  this  affection  which  neither 
vinegar  controls  nor  the  bicTiloride  cures  completely,  due 
probably  to  the  fact  that  the  bacillus  causing  this  infection 
is  deeply  seeded  in  the  bladder  and/or  rectum  of  the  child. 
One  wonders,  if  that  be  the  case,  why  ammonia  in  the 
urine  is  not  observed  during  the  summer  months. 

Conclusion  of  pediatric  cases:  The  first  infant  with  a 
high  temperature,  whining  and  with  little  sleep  for  him  or 
the  family  the  night  before,  had  an  otitis  media  which  was 
relieved  by  myringotomy. 

The  second  infant  was  suffering  from  a bronchial  pneu- 
monia. Areas  of  fine  crepitant  rales  were  heard  all  over  the 
chest  anterior  and  posterior. 

The  third  child  was  suffering  from  ammonia  in  his  urine. 
Treating  with  a bichloride  of  mercury  solution  quickly  re- 
lieved the  condition  and  healed  the  ulcers. 
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The  Etiology,  Diagnosis  and  Treatment  of  .Amebiasis. 
By  Charles  Franklin  Craig,  M.D.,  M..A.  (Hon.),  F..A.C.S., 
F..4.C.P.,  Colonel,  United  States  .\rmy.  Retired,  D.S.M., 
Emeritus  Professor  of  Tropical  Medicine,  Medical  School, 
Tulane  University  of  Louisiana,  etc.  Illustrated.  332  pp., 
S4.S0.  The  Williams  & Wilkins  Co.,  Baltimore,  1944. 

The  increasing  interest  of  physicians  in  the  diseases  that 
have  been  considered  ordinarily  to  be  more  prevalent  in 
tropical  climates,  and  frequently  referred  to  as  “tropical 
diseases”  has  resulted  in  the  publication  of  a number  of 
new  books  devoted  to  one  or  more  of  such  diseases.  Much 
of  the  material  in  these  newer  books  may  be  found  in  the 
recent  editions  of  the  standard  textbooks  of  clinical  para- 
sitology. 

In  some  instances  it  seems  that  the  “natural  history” 
of  some  of  these  diseases,  as  we  have  learned  it  from  the 
textbooks,  has  not  complied  in  all  respects  with  problems 
that  have  confronted  the  military  and  naval  forces  in  their 


efforts  toward  prevention  and  control.  The  men  in  the 
jungles  of  the  South  Pacific,  in  North  .Africa  or  in  Italy 
have  learned  new  things  about  some  of  these  diseases. 
More  is  still  to  be  learned  by  groups  in  the  .Army,  Navy 
and  U.  S.  Public  Health  Service,  studying  special  phases 
of  problems  concerning  them. 

Because  many  of  our  soldiers  and  sailors  are  fighting 
in  areas  in  which  amebiasis  has  been  prevalent  and  because 
the  author  feels  that  too  many  physicians  display  “a  sur- 
prising amount  of  ignorance  regarding  the  infection,”  he 
must  have  felt  that  a monograph  on  the  subject  was 
timely.  The  book  under  discussion  contains  much  that 
would  be  of  value  as  a reference  book  for  the  pathologist, 
teacher  of  parasitology  and  also  the  clinician  making  the 
diagnosis  and  managing  the  case.  It  is  only  309  pages  in 
length,  yet  the  reviewer  feels  that  the  meat  of  its  content, 
stripped  of  its  historical  background,  repetitions  and 
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lengthy  reports  of  numerous  studies,  could  be  condensed 
into  half  the  volume. 

In  the  chapter  on  Epidemiology  it  is  felt  that  the 
author  treats  certain  theoretical  possibilities  too  much  as 
though  they  were  actual  probabilities.  Certain  conditions 
existent  in  the  tropics  and  poorly  sanitized  countries  are 
not  such  important  factors  in  the  spread  of  amebiasis 
in  this  country. 

The  section  on  pathology  is  excellent,  as  is  the  section 
on  complications  and  sequelae.  Both  are  well  illustrated. 
The  section  on  laboratory  diagnosis  adequately  describes 
the  conventional  methods  used  to  study  material  submit- 
ted for  exaihination. 

The  author  may  be  correct  in  his  contention  that  the 
majority  of  physicians  have  not  given  this  disease  as  much 
attention  as  he  feels  is  warranted.  His  emphasis  on  the 
importance  of  laboratory  examinations  made  by  well- 
trained,  experienced  personnel  is  well  taken. 

W.  R.  Giedt 


The  1944  Year  Book  of  Industrial  and  Orthopedic 
Surgery.  Edited  by  Charles  F.  Painter,  M.D.,  Orthop>edic 
Surgeon  to  the  Massachusetts  Women’s  Hospital  and  Beth 
Israel  Hospital,  Boston.  432  pp.,  $3.  The  Year  Book  Pub- 
lishers, Inc.,  Chicago,  1945. 

\ large  proportion  of  published  articles  dealing  with 
this  subject  during  the  past  year  have  pertained,  to  recon- 
struction problems  and  experiences  of  surgeons  in  military 
services.  Much  of  the  new  surgery  has  not  yet  been  pub- 
lished in  detail,  but  will  receive  sufficient  publicity  in  due 
course  of  time.  It  is  noted  that  less  consideration  is  paid 
at  present  to  tuberculosis  lesions,  congenital  defects  in  the 
skeletal  system,  scoliosis,  rachitic  deformities  and  flat- 
foot  which  used  to  make  up  the  bulk  of  orthopedic  litera- 
ture. .\rthritis,  especially  in  its  chronic  forms,  now  occu- 
pies much  attention.  Lesions  about  the  shoulder  have  re- 
ceived a great  deal  of  attention,  especially  with  reference 
to  the  scalenus  anticus  syndrome  and  fibrositis  in  the 
shoulder  group  of  muscles.  Recognition  of  dislocation  of 
intervertebral  disks  as  the  cause  of  formerly  diagnosed 
sciatica  and  osteoarthritis  has  served  to  clear  up  many 
uncertain  diagnoses  of  the  lower  spine.  It  is  noted  that 
considerable  space  is  devoted  to  arthritis  and  lesions  of  the 
spine.  The  book  is  divided  into  two  parts,  one  being  ortho- 
p>edic  surgery,  the  other  industrial  medicine  and  surgery. 
Illustrations  are  profuse  and  well  executed,  efficiently  illus- 
trating many  of  the  subjects  considered. 


.Arterial  Hypertension.  Its  Diagnosis  and  Treatment. 
By  Irvine  H.  Page,  M.D.  and  .Arthur  Curtis  Corcoran, 
M.D.,  Research  Division  of  the  Cleveland  Clinic  Founda- 
tion. 352  pp.,  $3.75.  The  Year  Book  Publishers,  Inc.,  1945. 

■Arterial  hypertension  is  a condition  with  which  every 
practicing  physician  has  more  or  less  contact.  It  has  re- 
ceived special  publicity  within  recent  years.  It  is  stated 
that  this  manual  is  prepared  for  those  whose  special  in- 
terests do  not  lie  exclusively  in  this  field.  Modes  of  diag- 
nosis and  treatment  are  stressed  which  are  considered  to  be 
important.  The  patient  is  considered  in  terms  of  physical 
and  mental  deviations  from  the  normal  which  are  associat- 
ed with  or  result  from  the  presence  of  hypertension. 

.After  discussing  the  early  stages  of  this  condition,  essen- 
tial and  malignant  hypertension  are  specifically  considered, 
attention  being  paid  to  the  psychotherapy  of  this  condition. 
Circulation  in  early  hypertension  also  deals  with  coronary 


circulation,  the  myocardium  and  elastic  arteries.  There  is  a 
chapter  on  hypertensive  heart  disease  and  its  relation  to 
angina  pectoris,  coronary  thrombosis  and  myocardial  in- 
farction. 

Under  treatment  there  are  discussions  of  therapy  with 
thiocynate,  kidney  extract  and  Vitamin  .A.  There  is  a 
chapter  on  surgical  treatment.  While  there  is  question  con 
cerning  the  effectiveness  of  sympathectomy,  it  is  stated 
the  weight  of  evidence  is  much  in  favor  of  its  specific 
effect.  Whether  life  is  thereby  prolongd  remains  unproved, 
though  it  is  said  occumulating  clinical  evidence  suggests 
that  this  result  is  frequently  attained. 


The  Marihuana  Problem  In  the  City  of  New  York. 
Sociological,  Medical,  Psychological  and  Pharmacological 
Studies  by  the  Mayor’s  Committee  on  Marihuana.  220 
pp.,  $2.50.  The  Jacques  Cattell  Press,  Lancaster,  Penn., 
1944. 

This  volume  is  the  report  of  a committee  appointed  by 
Mayor  LaGuardia,  resulting  from  reports  of  baneful  re- 
sults from  the  use  of  this  drug  in  the  city  of  New  York. 
Indian  hemp,  commonly  known  as  marihuana  or  hashish, 
has  been  known  to  man  for  more  than  3,000  years.  Orig- 
inally indigenous  in  Central  .Asia,  it  has  been  grown  ex- 
tensively in  .Africa.  It  was  planted  in  New  England  for 
commercial  purposes  in  the  seventeenth  century,  and  now 
grows  either  wild  or  cultivated  in  nearly  all  of  our  states. 
Commercially  it  has  been  used  in  the  manufacture  of 
rope,  twine  and  textiles.  Smoking  of  marihuana  became  a 
problem  about  twenty  years  ago  and  has  received  great 
publicity  in  the  past  ten  years.  .An  extensive  investigation 
of  its  use  has  disclosed  it  is  widely  used  in  the  Borough  of 
Manhattan,  the  majority  of  smokers  being  negroes  and 
Latin  .Americans.  It  has  not  led  to  addiction  in  the  medi- 
cal sence  of  the  word,  neither  has  it  led  to  morphine,  heroin 
or  cocaine  addiction.  Its  smoking  is  not  widespread  among 
school  children  as  has  been  widely  publicized,  nor  has  juve- 
nile delinquency  been  associated  with  it. 

The  most  common  reactions  of  the  drug  have  been  that 
it  makes  the  user  feel  “high.”  The  most  common  agreement 
by  its  users  is  the  feeling  of  adequacy  and  efficiency.  Or- 
ganic illness  was  not  given  as  a cause  for  smoking  “reefers.” 
The  confirmed  smoker  uses  about  six  to  ten  cigarettes  a 
day.  It  is  reported  that  consumption  of  whiskey  negates 
the  potency  of  the  drug.  .All  effects  described  from  the  use 
of  the  drug  are  expressions  of  forms  of  cerebral  excitation, 
working  through  the  nervous  system.  Drug  action  on  the 
organs  themselves  was  not  seen.  In  consequence  of  the 
euphoria-producing  action,  it  is  suggested  as  applicable  in 
treatment  of  various  types  of  mental  disease.  It  also  re- 
sults in  stimulation  of  the  appetite.  Some  experimenters 
have  thought  it  was  useful  in  the  treatment  of  morphine 
and  heroin  addicts.  It  seems  to  have  offered  some  relief 
from  the  distress  of  withdrawal  symptoms. 
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EDITORIALS 

WHO  SHALL  PROVIDE  PREPAID 
MEDICAL  SERVICE 

For  a period  of  years  monthly  prepaid  medical 
and  hospital  services  for  low  wage  earners  have 
been  provided  by  physicians  of  Oregon  and  Wash- 
ington. This  form  of  practice  was  pioneered  in 
Washington,  when  Pierce  County  Medical  Society 
established  a medical  service  bureau  in  Tacoma 
more  than  twenty  years  ago  to  extend  these  services 
to  low  wage  earners.  Subsequently  similar  bureaus 
were  organized  by  county  medical  societies  in  King, 
Spokane,  Yakima  and  other  counties  to  the  num- 
ber of  fifteen,  most  of  which  have  been  in  opera- 
tion for  twelve  to  fifteen  years.  Recently,  two  more 
have  been  established.  About  ten  years  ago  Oregon 
Physicians  Service  was  instituted  for  conducting 
the  same  form  of  medical  and  hospital  service  in 
Oregon.  In  both  states  this  practice  has  been  con- 
ducted with  success  and  satisfaction. 

Several  years  ago  the  Blue  Cross  was  organized 
in  the  East  under  the  supervision  of  a far-seeing 
group  of  laymen.  It  provided  hospital  service  on  a 
monthly  prepayment  basis,  thus  introducing  an 
hitherto  unrecognized  form  of  hospital  care.  Under 
energetic  and  widespread  publicity  this  form  of 
service  met  a popular  reception  which  in  a few 
years  accumulated  a clientele  of  very  large  pro- 
portions. 

This  hospital  service  was  gradually  established 
in  a number  of  eastern  and  midwestern  states, 
where  contract  practice  not  only  was  nonexistant 
but  was  vigorously  opposed  by  the  medical  pro- 
fession. In  due  time,  however,  this  form  of  caring 
for  the  low  wage  earners  began  to  be  looked  upon 
more  favorably.  In  some  states  the  Blue  Cross 
performed  valiant  service  by  introducing  prepaid 
hospital  care  which  served  as  a preliminary  ex- 
ample for  establishment  of  medical  service  on  a 
similar  basis.  Rumors,  however,  have  been  re- 
ceived that  in  some  sections  friction  has  arisen 
between  these  forms  of  service,  which  might  nat- 
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urally  be  anticipated  since  hospital  practice  in- 
volves very  largely  the  practice  of  medicine. 

When  in  its  progress  westward  the  Blue  Cross 
reached  Oregon  and  Washington,  its  promoters,  dis- 
covered that  the  hospital  service  which  they  were 
administering  was  already  established  and  func- 
tioning in  these  states.  They  proposed  to  take  over 
the  hospital  service  and  tried  to  establish  arrange- 
ments with  the  medical  service  bureau  systems  to 
leave  the  medical  service  to  the  doctors  and  permit 
the  Blue  Cross  to  sell  hospital  service.  The  doctors 
in  both  states,  engaged  in  this  form  of  practice, 
could  see  no  reason  why  they  should  abandon  the 
hospital  service  which  they  have  successfully  ad- 
ministered in  past  years. 

The  Blue  Cross  established  its  Plan  in  Oregon 
and  proceeded  with  promotion  of  a vigorous  cam- 
paign for  the  sale  of  hospital  contracts.  Its  pro- 
moters found  that  the  Insurance  Commissioner  of 
Washington  asserted  this  hospital  plan  came  under 
the  insurance  laws  of  the  state,  and  it  would  be 
necessary  to  form  a corporation  in  order  to  func- 
tion like  other  insurance  companies,  as  was  done 
by  the  medical  service  bureaus  of  the  state  last 
year.  To  meet  this  situation  no  Plan  was  estab- 
lished in  Washington  but  an  active  selling  cam- 
paign was  conducted  from  the  Portland  office.  In 
order  to  avoid  necessity  of  incorporation  the  Blue 
Cross  promoters  sponsored  an  ingenious  bill  which 
was  presented  and  supported  with  vigor  at  the 
recent  state  legisaltive  session,  which,  if  enacted, 
would  have  permitted  the  establishment  of  a Blue 
Cross  Plan  in  Washington  without  incorporation 
as  an  insurance  company.  This  bill,  however,  fell 
by  the  wayside  along  with  a large  number  which 
were  introduced  and  advocated  by  special  interests. 

The  situation  at  present  is  that  the  physicians  of 
Oregon  and  Washington  are  proceeding  with  the 
operation  of  their  prepaid  medical  and  hospital 
services  as  they  have  been  conducted  in  recent 
years  with  family  coverage  included  in  the  Wash- 
ington program.  Whether  any  change  in  these  pro- 
cedures may  become  later  established  has  been 
left  to  future  developments. 

THE  RED  CROSS  AND  CONFIDENTIAL 
PROFESSIONAL  INFORMATION 

In  view  of  the  general  popularity  of  the  Ameri- 
can Red  Cross  and  the  essential  work  it  is  doing 
for  our  children,  our  relatives,  our  friends  and  their 
families,  anything  that  savors  of  criticism  may  be 
viewed  with  disfavor.  This  comment  is  written  in 
full  appreciation  of  these  facts. 

In  the  course  of  his  day’s  work  probably  every 


physician  has  received  on  occasion  a telegram,  or 
telephone  communication,  from  a local  or  remote 
chapter  of  the  American  Red  Cross,  requesting  in- 
formation concerning  a patient  who  is  a member  of 
a service  man’s  family.  The  request  for  this  infor- 
mation arises  as  a result  of  an  illness  of  an  indi- 
vidual who  has  a relative  in  the  armed  forces  and 
the  desire  on  the  part  of  one  or  the  other  to  obtain 
a leave  or  furlough  which  will  permit  the  service 
man  or  woman  to  be  near  the  ill  relative  during  a 
particularly  critical  phase  of  an  illness  which  may 
possibly  entail  a major  operation.  In  order  to  de- 
termine the  bona  hide  nature  of  a request  of  this 
character,  a commanding  officer  requests  the  Red 
Cross  to  obtain  a specified  type  of  information  from 
the  patient’s  attending  physician.  Among  the  sev- 
eral questions  which  the  Red  Cross  wishes  an- 
swered by  the  physician  is  one  forming  the  basis 
of  this  editorial  which  is  the  demand  to  know  the 
exact  nature  of  the  patient’s  illness,  without  hav- 
ing previously  obtained  the  patient’s  written  con- 
sent for  a release  of  such  information. 

It  is  the  instinctive  desire  of  every  physician  to 
facilitate  and  expedite  all  such  requests.  He  must 
be  reminded,  however,  that  when  he  releases  such 
confidential  information  without  authorization,  he 
thereby  makes  himself  liable  to  legal  action  in  the 
form  of  a suit  for  damage  on  one  or  several  counts, 
depending  on  the  factors  involved.  This  may  ap- 
pear on  first  sight  as  a far-fetched  and  forced 
point  of  view,  but  to  one  familiar  with  the  genesis 
of  suits  for  malpractice  this  matter  offers  material 
for  thoughtful  consideration  and  correction. 

There  are  certain  factual  considerations  to  be 
remembered.  One  is  that  all  medical  officers  serving 
with  the  armed  forces  are  subject  to  suit  for  mal- 
practice by  service  men  who  may  feel  constrained 
to  bring  such  action.  Again,  civilian  physicians 
who,  without  pay  and  as  a patriotic  duty  in  the 
early  days  of  the  war,  examined  draftees  prior  to 
their  induction  were  also  subject  to  suit  by  any 
aggrieved  draftee.  Such  suit  occurred  in  the  State 
of  Oregon  and  a $5000  award  for  damages  was 
granted.  No  Federal  agency  came  to  this  physi- 
cian’s aid.  Physicians  have  also  been  sued  and 
threatened  with  suit  for  unauthorized  release  of 
professional  information. 

In  a Northwest  community  local  officials  of  the 
.American  Red  Cross  have  been  approached  on  sev- 
eral occasions  concerning  this  matter.  Lip  to  the 
present  no  evidence  of  a desire  to  cooperate  in  ar- 
riving at  a solution  to  this  problem  has  occurred. 
Cooperation  is  essential  and  the  solution,  as  we  see 
it,  is  simple,  when  shorn  of  red  tape  and  disinterest. 
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WE  CAN  SAVE  OURSELVES 

During  recent  years  there  have  been  repeated 
and  increasing  attacks  on  the  practice  of  medicine 
and  methods  of  its  operation  by  the  medical  pro- 
fession. Professional  social  reformers,  legislators, 
labor  unions  and  individual  uplifters  have  in  turn 
pronounced  their  opinions  upon  the  methods  which 
should  be  followed  in  treating  the  sick,  the  amount 
of  compensation  which  should  be  returned  to  medi- 
cal practitioners  and  many  other  features  regard- 
ing treatment  of  their  patients  which  they  have 
considered  improvements  and  reforms  over  methods 
conducted  by  physicians,  whose  lifework  has  been 
devoted  to  caring  for  the  sick.  Some  physicians 
have  been  so  overcome  by  these  attacks  that  they 
have  been  w’illing  to  lie  dow’n  and  submissively 
take  what  has  been  offered  them.  On  the  other 
hand,  there  are  individuals  and  groups  of  physi- 
cians who  have  been  ready  to  combat  these  at- 
tempts at  regimentation  and  dictation  concerning 
the  practice  of  medicine. 

More  and  more  ’hcis  resentment  arisen  against 
such  procedures,  and  various  methods  suggested 
to  meet  and  overcome  them.  At  present  there  is  a 
decided  movement  toward  nonparticipation  in  such 
measures,  whether  enacted  by  legislatures,  labor 
unions  or  other  groups.  If  the  medical  profession 
was  united  in  such  refusal  to  cooperate,  these  rules 
and  regulations  could  not  be  enforced.  It  is  sug- 
gested to  anyone  interested  in  such  line  of  action 
to  read  the  Oregon  Section  in  this  issue,  in  which 
appears  a discussion  of  this  matter  which  is  worthy 
of  attention. 

REGIONAL  MEETING  OF  COUNCIL  ON 
MEDICAL  SERVICE  AND  PUBLIC 
RELATIONS 

A meeting  of  this  Council  will  be  held  at  Mult- 
nomah Hotel,  Portland,  April  7,  attended  by  rep- 
resentatives from  Oregon,  Washington,  Idaho, 
Montana  and  Wyoming.  The  object  of  the  meet- 
ing is  to  inform  medical  leaders  from  these  states 
of  the  activities  of  the  American  Medical  Asso- 
ciation and  its  various  Councils  and  to  enable 
the  representatives  of  these  bodies  to  become  ac- 
quainted personally  with  the  medical  men  in  the 
various  regions.  The  Council  has  also  found  it 
highly  profitable  to  obtain  direct  information  from 
local  men  in  these  discussions.  Many  points  are 
brought  out  that  would  be  missed  entirely  in  meet- 
ings of  a national  character.  Of  necessity  the  at- 
tendance at  the  meeting  is  held  to  a small  number 
because  of  federal  regulations.  Local  men,  however, 
are  invited  to  attend  as  there  is  no  limit  on  at- 


tendance from  the  local  area  in  which  the  meeting 
is  to  be  held. 

The  morning  program  will  consist  of  short  ad- 
dresses by  Mr.  Thomas  A.  Hendricks,  secretary  of 
the  Council  on  Medical  Service  and  Public  Rela- 
tions; Dr.  Joseph  S.  Lawrence,  director  of  the 
Washington  office  of  the  Council;  Mr.  J.  W.  Hollo- 
way, Jr.,  director  of  the  Bureau  of  Legal  Medicine 
and  Legislation;  Dr.  Carl  Peterson,  secretary  of 
the  Council  on  Industrial  Health,  and  Dr.  Victor 
Johnson,  secretary  of  the  Council  on  Medical  Edu- 
cation and  Hospitals.  In  the  afternoon  matters  of 
regional  interest  will  be  discussed. 

Since  this  meeting  will  have  been  held  previously 
to  receipt  of  this  month’s  journal  issue,  the  purpose 
of  this  announcement  is  to  inform  readers  of  it 
having  been  scheduled  and  that  a report  will  be 
published  next  month  dealing  with  addresses  and 
papers  presented  as  well  as  discussions  and  com- 
ments. Physicians  on  the  Pacific  Coast  are  so  far 
distant  from  national  medical  headquarters  that 
personal  contacts  of  this  nature  are  valuable  and 
helpful. 

IMEDICAL  LEGISLATION 

Our  four  legislativ^e  sessions  terminated  last 
month,  several  after  extensions  beyond  the  sixty 
day  limit  by  the  stopping-the-clock  maneuver.  In 
one  state  the  number  of  bills  introduced  approxi- 
mated a thousand,  the  large  majority  of  which  died 
aborning.  Fortunately  for  the  public  wellbeing, 
only  a small  minority  of  such  a welter  could  be 
considered  for  adoption.  As  occurs  in  all  state 
legislative  sessions,  many  bills  were  introduced 
bearing  on  public  health  and  medical  practice,  some 
of  which  were  for  the  benefit  of  special  interests, 
others  aimed  at  promotion  of  public  welfare. 

Under  State  Sections  of  this  issue  are  presented 
summaries  of  bills  enacted  and  those  defeated  in 
Washington,  Idaho  and  Alaska.  The  report  from 
the  Oregon  legislature  was  not  available  at  this 
time  but  will  be  scheduled  for  next  month’s  issue. 
It  will  be  noted  that  bills  approved  had  evidently 
been  subjected  to  careful  consideration  and  for 
the  most  part  will  receive  public  approval.  Few 
regrets  will  accrue  for  defeated  bills. 

A CANCER  SUPPRESSION  DRIVE 

The  unsolved  medical  enigma  of  today  is  cancer. 
Endless  theories  have  been  expounded  to  explain 
why  normal  body  cells  should  assume  malignancy 
but  none  have  yet  been  substantiated.  Repeatedly 
have  unscientific  specific  treatments  attained  wide 
publicity  and,  strange  to  relate,  patients  scienti- 
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ficially  diagnosed  as  having  cancer  have  recovered 
and  secured  longevity  following  such  therapy,  as 
has  been  equally  true  at  times  with  no  treatment 
whatever.  Yet  neither  theory  nor  medical  therapy 
has  been  proven  dependable  in  treatment  of  this 
condition.  Neverthless,  a multitude  of  patients 
have  been  relieved  and  many  permanently  cured 
under  application  of  surgery,  roentgen  ray  or  ra- 
dium. It  is  universally  recognized  that  only  on  this 
triad  can  be  placed  expectation  of  cure.  These,  how- 
ever, are  equally  dependent  on  one  prerequisite  re- 
quirement, early  diagnosis.  Unless  this  has  been 
obtained,  it  is  futile  to  delude  the  patient  with  ex- 
pectation of  cure. 

Many  workers  are  devoting  their  energies  to  pro- 
mote and  develop  the  campaign  for  information  on 
this  vital  factor  of  early  diagnosis.  Such  a campaign 
is  being  conducted  during  this  month  of  April, 
sponsored  by  the  American  Cancer  Society,  of 
which  Dr.  Clarence  C.  Little  of  New  York  is  direc- 
tor. Promoters  of  this  campaign  plan  a drive  for 
$5,000,000  to  carry  on  cancer  research,  prevention 
work,  establishment  of  clinics  and  diagnostic  cen- 
ters, education  of  the  public  as  well  as  stimulating 
the  medical  profession  itself  to  an  enthusiastic  co- 
operation to  attain  this  objective. 

Based  on  previous  case  records  and  statistics, 
figures  are  published  stating  how  many  people,  now 
in  apparently  good  health,  will  develop  cancer  and 
the  number  who  will  succumb  to  this  diseeise  dur- 
ing the  coming  year.  Such  an  array  of  predictions 


has  an  impressive  effect  which  will  undoubtedly 
command  the  attention  of  thoughtful  observers.  To 
produce  active  results  no  class  of  citizens  can  be 
more  influential  than  physicians  in  contact  with 
patients  and  friends  in  promotion  of  this  ambitious 
program. 

PRIZES  FOR  MEDICAL  ARTISTS 

At  the  annual  meetings  of  the  American  Medical 
Association  in  recent  years,  there  have  been  ex- 
hibits of  the  artistic  productions  of  medical  artists 
which  have  attracted  wide  attention.  In  sculpture, 
painting  and  photography  talents  of  no  mean  order 
have  been  exhibited.  Doubtless  the  exigencies  of 
war  have  deprived  many  medical  artists  of  the 
time  and  opportunity  for  employing  their  talents  in 
these  endeavors.  Suspension  of  the  A.  M.  A.  meet- 
ings will  prohibit  the  hitherto  public  presentations 
of  their  productions. 

At  this  time,  however,  an  opportunity  is  offered 
for  those  of  artistic  temperament  to  attain  sub- 
stantial results  from  talents  along  these  lines.  The 
American  Physicians  Art  Association,  through 
Mead  Johnson  & Company,  is  offering  a series  of 
prizes  for  artistic  medical  productions  in  sculpture, 
painting,  prints  and  photography  which  should  be 
attractive  to  those  possessing  abilities  of  this  na- 
ture. On  an  advertising  page  in  this  issue  details 
are  given  explaining  all  requirements  demanded  for 
participating  in  these  remunerative  artistic  efforts. 


GOVERNMENT  DOMIN.\TION 

\ very  interesting  document  released  by  the  Catholic 
Hospital  .Association  in  collaboration  with  the  Department 
of  Social  Action,  National  Catholic  Welfare  Conference,  is 
worthy  of  careful  reading.  “Catholic  Viewpoints  with  ref- 
erence to  a National  Health  Program.”  Bulletin  No.  220.  A 
quote  “The  Government  in  the  Wagner  Bill.” 

“In  the  Wagner  Bill  the  Government  is  given  exclusive 
dominant  and  coercive  power  over  the  health  care  of  the 
nation.  It  determines  the  individuals  who  are  to  be  general 
practitioners  and  who  are  to  be  specialists  and  thereby  sub- 
stitutes itself  for  those  control  agencies  voluntary  in  char- 
acter, which  have  traditionally  supervised  medical  practice. 
The  Government  sets  itself  up  as  an  educational  accrediting 
agency  since,  while  it  recognizes  the  assistance  of  the  super- 
visory groups  over  the  professional  schools  in  the  health 
field,  it  still  makes  a Government  official  responsible  for  the 
application  of  recognized  and  accepted  standards  to  the 
schools  of  medicine. 

“If  the  accepted  system  had  broken  down  even  at  one 
significant  point,  there  might  be  justification  for  the  crea- 
tion of  a dominant  governmental  plan.  What  seems  to  have 
happened  is  rather  this,  that  under  the  present  emergency 
when  Government  must  be  dominant  in  so  many  areas,  the 
opportunity  is  being  seized  of  extending  governmental  dom- 
ination into  all  areas  not  as  yet  brought  under  complete 
Governmental  Power.” 


Poll  Congress  on  Socialized  Medicine.  A study  made 
by  Surveys,  Inc.,  for  Look  Magazine,  of  Congressional 
opinion  on  a number  of  vital  legislative  problems,  shows  the 
following: 

Do  you  favor  Socialized  Medicine? 

Yes  14.5  per  cent 

No  81.9  per  cent 

No  opinion  3.6  per  cent 

PHYSICAL  FITNESS 

When  a nation  goes  to  war,  physical  fitness  of  the  young 
men  of  the  country  is  a vital  matter.  Fortunately  or  un- 
fortunately, fitness  in  our  modern  civilization,  though  de- 
sirable, is  not  so  essential.  Whether  a man  can  chin  himself 
seven  times,  or  jump  two  feet,  is  not  so  important,  but 
maintenance  of  good  health  is  important.  We  can  recollect 
many  examples  of  individuals  who  would  be  rejected  for 
military  service  but  have  been  outstanding  in  business,  the 
professions  and  the  arts.  They  have  triumphed  in  spite  of 
physical  disabilities.  (Ed.,  Minn.  Med.,  Dec.,  1944). 

PENICILLIN  FOR  MENINGOCOCCEMIA 
The  prompt  administration  of  penicillin  in  the  case  of  a 
Waterhouse-Friderichsen  syndrome  (a  sudden  and  severe 
infection  due  to  the  presence  of  meningococcic  bacteria) 
accounts  for  at  least  one  favorable  recovery.  J.  M.  Hayes, 
M.D.,  Los  .Angeles,  and  John  F.  Whalen,  M.D.,  .Altadena, 
Calif.,  report  in  The  Journal  of  the  American  Medical  Asso- 
ciation for  March  17.  With  increasing  prevalence  of  menin- 
gococcic meningitis  there  has  been  an  associated  rise  in  cases 
of  so-called  Waterhouse-Friederichsen  syndrome. 
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ISCHEMIA  AS  CAUSE  OF  CANCER* 
Regner  W.  Kullberg,  M.D. 

ASTORIA,  ORE. 

It  is  with  hesitation  that  a general  practitioner 
attempts  an  opinion  on  the  subject  of  cancer,  espe- 
cially when  one  realizes  that  many  have  made  its 
study  their  life  work,  and  experimental  evidence  is 
more  scientifically  accurate.  But  since  it  is  the 
policy  of  all  research  efforts  to  glean  from  any 
source  material  which  might  contribute  toward  a 
solution,  this  paper  is  offered,  not  cis  a solution, 
but  merely  as  a suggestion  to  possible  new  lines  of 
study. 

In  the  pigeon-holes  of  one’s  mind,  observations 
become  recorded  as  time  passes.  These  records  can- 
not help  but  be  analyzed  and  interpreted.  As  far  as 
cancer  is  concerned,  the  result  is  almost  always 
disappointing,  but  here  and  there  appears  a grain 
of  evidence  for  the  accompanying  theory  which 
finds  little  or  no  contradiction. 

Briefly  stated,  the  theory  herein  advanced  is 
that  cancer  has  its  beginning  in  tissue  that  has 
been  subjected  to  ischemia,  usually  prolonged,  with 
subsequent  tissue  degeneration.  By  ischemia  is 
meant  the  diminution  in  the  arterial  blood  supply 
limiting  the  supply  of  oxygen  and  necessary  nutri- 
ents to  the  tissue  involved.  If  this  ischemia  contin- 
ues long  enough  or  is  severe  enough,  an  area  of 
necrosis  or  ulceration  results.  The  extent  of  this 
ischemia  and  tissue  degeneration  depends  upon  the 
factor  producing  it,  and  upon  the  adequacy  of  the 
collateral  circulation  that  tried  to  maintain  the 
nutrition  of  the  part  involved. 

According  to  this  theory,  this  ischemia  would 
be  the  intrinsic  factor,  upon  which  so  many  ex- 
trinsic factors  work  to  produce  carcinoma.  It  is 
also  true  that  this  ischemia,  however,  may  in  itself 
be  produced  by  extrinsic  factors.  Cells  subject  to 
function  and  hindered  by  ischemia  from  performing 
this  function  adopt  what  might  be  termed  an 
amebalike  action  and  start  an  unorganized  activity 
and  growth  of  their  own.  They  adopt  that  most 
important  characteristic  of  lawless  autonomy  and 
increased  energy  of  growth  in  spite  of  an  extraor- 
dinarily inadequate  blood  supply  as  compared  to 
normal  tissue. 

How  does  the  malignancy  occur?  There  must  be 
an  area  of  damaged  cells,  to  which  living  repair 
cells  can  transfer,  not  finding  nourishment  in  their 
normal  habitat.  We  can  culture  any  living  tissue  on  ^ 

♦ Read  before  a meeting  of  Clatsop  County  Medical  So- 
ciety, Astoria,  Ore.,  April  9,  945. 


proper  media  and  under  conditions  which  main- 
tain the  right  temperature.  Since  this  can  be  done 
outside  the  living  body,  it  can  certainly  be  done  in 
the  body.  Is  it  not  reasonable  to  believe  that  living 
repair  cells,  which  are  attempting  to  repair  a dam- 
aged area,  can  make  the  transfer  from  an  area  too 
ischemic  for  normal  growth  to  a culture  medium  of 
necrotic  tissue  produced  by  ischemia  and  main- 
tained at  the  proper  temperature,  namely,  body 
temperature?  This  account  of  cell  transfer  is  sim- 
ilar to  that  mentioned  by  Little.^ 

The  fact  that  a repair  cell  has  become  separated 
from  its  normal  regulatory  connections  is  the  be- 
ginning of  malignancy.  It  may  at  once  become 
parasitic  in  its  action,  getting  its  food  from  live 
tissue  and  its  secretions.  The  fact  that  it  had  to 
separate  itself  is  the  beginning  and  the  manner  in 
which  derangement  of  the  vital  processes  within 
the  cell  begins.  If  most  of  the  cells  are  so  damaged 
by  the  ischemia  that  they  die,  they  become  a part 
of  that  ulcerative  process  which  is  so  fertile  for 
malignancy. 

Smith  and  Gault‘S  say:  “The  view  that  unre- 
strained and  malignant  proliferation  is  a universal 
cell  property  must  be  accepted  in  the  light  of  the 
enormous  amount  of  knowledge  accumulated 
through  many  centuries.”  In  other  words,  these 
repair  types  of  nucleated  cells  act  like  amebae, 
reaching  out  for  their  nourishment  in  all  directions. 
Finding  more  nourishment  in  necrotic  material 
than  in  the  area  of  increasing  ischemia,  such  a cell 
would,  because  of  its  attempt  to  survive,  seek  and 
absorb  its  nourishment  from  that  source  and  break 
away  from  its  normal  supply,  becoming  that  in- 
dependent cell  which  starts  a new  growth.  Mayo^ 
said:  “The  essentials  of  cancer  are  uncontrolled 
hyperplasia  developed  in  repair  typ>es  of  nucleated 
cells.” 

The  malignant  growth  is  a process  independent 
and  out  of  control  because  it  is  disconnected  from 
the  normal  circulation  and  has  set  up  an  independ- 
ent parasitic  life  very  much  as  does  a fetus.  The 
new  growth  receives  its  primary  nourishment  from 
damaged  cells.  As  it  rapidly  increases  in  size  it  be- 
comes more  truly  parasitic  by  its  extension  into 
the  surrounding  tissues,  especially  through  the 
lymphatics,  feeding  on  lymph  which  is  most  similar 

1.  Little,  C.  C. : Parental  Influence  on  Incidence  of  Can- 
cer. J.A.M.A.,  125:93-97,  May  13,  1944. 

2.  Smith,  L.  W.  and  Gault,  B.  S. : E.s.sentials  of  Path- 
ologry,  p.  227.  D.  Appleton-Century  Co.,  New  York,  1938. 

3.  Mayo,  C.  H.:  Quoted  by  Buie,  L.  A.  in  I’ractical  Proc- 
tology, p.  376.  W.  B.  Saunders  Co.,  Philadelphia,  1937. 
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to  the  exudate  in  which  it  began.  It  may  spread  by 
metastases  or  may  be  transplanted  experimentally. 

There  would  be  many  victims,  if  it  were  not  for 
a good  circulation,  but  the  change  of  repair  cells 
to  malignant  cells  evidently  occurs  quite  easily 
when  the  set-up  is  just  right,  as  is  evidenced  by 
the  fact  that  in  the  microscopic  examination  of  a 
malignant  polyp,  for  example,  it  can  be  seen  that 
malignant  changes  are  found  to  occur  in  several 
localized  areas  instead  of  being  diffuse.^  “Cramer’s 
observation  that  cauterization  of  the  base  of  a 
benign  tar  papilloma  may  convert  it  into  a malig- 
nant one  can  be  taken  as  an  example  of  the  destruc- 
tion of  growth  restraint  in  the  body.  Nothing  has 
been  added  to  the  cells  of  the  tumor  but  something 
has  been  removed  from  the  environment.”^  Accord- 
ing to  my  theory,  the  conversion  to  malignancy 
occurred  because  of  the  decreased  blood  supply  in 
the  environment. 

Little®  tells  of  occluding  the  nipples  on  one  side 
of  mice  by  cautery,  causing  75  per  cent  of  the 
cancers  to  occur  on  that  side  and  to  occur  earlier. 
It  seems  hard  to  explain  this  on  any  other  basis 
than  that  of  ischemia.  It  has  been  said  that  a very 
large  proportion  of  mammaiy'  cancers  occur  in 
breasts  which  are  the  seat  of  chronic  mastitis.  Since 
we  know  that  most  inflammatory  processes  in  the 
breast  do  not  develop  cancer,  it  is  easier  to  say  that 
this  would  occur  only  when  a local  pressure  ische- 
mia has  developed  because  of  the  stagnation,  caus- 
ing degeneration  and  giving  sufficient  culture  media 
for  repair  cells  to  start  their  new  growth.  Anderson" 
states  his  belief  in  a pressure  theory  of  cancer.  Since 
pressure  is  one  of  the  causes  of  ischemia  I wish  to 
acknowledge  this  similarity.  Since  his  book  was 
published  in  1939,  experimental  evidence  should 
now  be  available,  it  seems,  to  prove  or  disprove  the 
influence  of  pressure. 

The  greatest  degree  of  ischemia  is  found  in  older 
individuals,  with  a consequent  increase  in  cancer  in 
them.  Clarke®  states  that  carcinoma  of  the  skin  is 
definitely  a disease  of  old  age.  A greater  degree  of 
ischemia  in  these  older  individuals  would,  it  seems, 
account  for  this. 

Conheim’s  theory  has  been  disproven  by  the  fact 
that  tumors  rarely  arise  from  embryonic  displace- 
ment cells.  Could  this  not  be  because  they  are 
usually  in  close  contact  with  normal  cells,  contain- 

4.  Buie,  Louis  A.;  Practical  Proctology,  p.  377.  W.  B. 
Saunders  Co..  Philadelphia.  1937. 

5.  Boyd,  W. ; Text  Book  on  Pathology,  p.  267.  Lee  & 
Febiger,  Philadelphia,  1943. 

6.  Little.  C.  C. : Cancer.  A Study  for  Laymen,  p.  36. 
Farrar  H’  Rinehart,  Inc.,  New  York. 

7.  Anderson,  M.  F. : Cancer  of  Breast  and  Cancer  of 
Uterus.  The  F'^anklin  Press,  Clinton.  Iowa,  1939. 

8.  Clarke,  H.  M. : Primary  Carcinoma  of  Extremity. 
Surg.  Gynec.  & Obst.,  79:669-672,  Dec.,  1944. 


ing  that  growth  restraint  found  where  blood  supply 
is  normal?  Unless  reparative  processes  are  needed, 
the  growth  restraint  remains  normal.  This  growth 
restraint,  of  course,  cannot  exert  itself  according  to 
my  theory  where  ischemia  is  present. 

Those  who  have  allowed  ischemia  to  develop  in 
one  place  to  the  point  of  cancer  formation,  will  no 
doubt  have  ischemic  areas  elsewhere  and  be  more 
susceptible.  Berson  and  Berger®  say:  “Once  a can- 
cerous tumor  has  been  removed  from  a patient,  the 
individual  should  be  suspected  to  the  end  of  his 
days.  He  should  be  observed  for  other  primary  ma- 
lignant neoplasms.” 

Brindley^®  states:  “A  patient  with  one  cancer  is 
a good  subject  for  the  development  of  a second,  and 
is  more  susceptible  than  one  who  is  cancer-free.” 
Warren  and  Ehrenreich^^  have  calculated  this  sus- 
ceptibility as  elevenfold. 

It  is  stated  that  one  cancer  does  not  bestow  any 
degree  of  immunity  against  the  appearance  of  ad- 
ditional spontaneous  cancers.  This  would  support 
the  suggestion  of  ischemia.  The  first  cancer  should 
be  a warning  to  that  patient  to  avoid  further  de- 
velopment of  ischemia.  The  mode  of  life  which 
brought  on  the  first  ischemic  area  would  have  to 
be  discarded  for  a more  active  circulatory  stimu- 
lating existence.  Good  health  is  the  only  valuable 
form  of  immunity  so  far  known.  Podolsky  states 
that  one  of  the  most  interesting  facts  that  has  come 
to  light  is  that  cancer  develops  more  slowly  in  well 
nourished  individuals  than  in  those  who  are  anemic 
and  in  poor  health. 

Maud  Slye^^  was  never  able  to  induce  cancer  in 
mice  resistant  by  heredity.  In  mice  susceptible  to 
cancer  in  a specific  location,  she  was  never  able  to 
produce  a malignant  growth  in  other  areas  in  spite 
of  repeated  trauma.  The  location  of  ischemia  would 
tend  to  be  the  same  in  offspring  as  far  as  the  hered- 
itary influence  in  concerned.  An  ischemic  character- 
istic can  certainly  be  hereditary  just  as  much  as 
any  characteristic  that  is  definitely  known  to  be  so. 
Could  not  this  be  the  influence  transmitted  through 
milk,  since  “fostered  mice  show  the  same  general 
type  of  mammary  gland  structure  as  their  foster 
mother”?  The  same  could  account  for  transfer- 
ability  of  susceptibility  in  the  case  of  parabionts. 

9.  Berson.  H.  L.  and  Berger,  L. ; Multiple  Carcinomas 
of  Large  Intestine.  Surg.  Gynec.  & Obst.,  80:75-84,  Jan., 
1945. 

10.  Brindley,  G.  V.:  Multiple  Piimary  Malignancies  of 
Large  Intestine.  South.  M.  J.,  31:355-362.  April.  1938. 

11.  Warren,  S.  and  Ehrenreich,  T. : Multiple  Primary 
Malignant  Tumors  and  Susceptibility  to  Cancer.  Cancer 
Research,  4:554,  Sept..  1944. 

12.  Slye,  Maude:  Quoted  by  Berson  and  Berger  (9 
supra).  1945. 

13.  Oberling,  C. : Riddle  of  Cancer,  pp.  79-81.  Trans- 
lated by  W.  H.  Woglom,  Yale  University  Press,  New 
Haven,  1944. 
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Oberling^^  says  that  something  additional  is  needed 
to  supplement  the  hereditary  factor  as  in  the  strik- 
ing example  observed  by  Maud  Slye,  where  a den- 
tal malformation  produced  sacroma  of  the  jaw.  The 
sarcoma  always  appears  at  the  point  where  the 
offending  lower  incisor  constantly  traumatizes  the 
upper  gum.  Early  removal  of  the  incisor  prevents 
the  sarcoma,  even  though  its  hereditary  factor  is 
there. 

The  story  of  two  of  my  patients  illustrates  how 
circulatory  nourishment  has  been  definitely  im- 
proved, following  castration.  One  was  a panhys- 
terectomy for  an  extensive  cancer  of  the  corpus 
uteri.  The  patient,  a diabetic,  had  lost  her  hair 
prior  to  operation,  and  this  was  not  due  to  a local 
condition.  A fine  crop  of  hair  has  since  returned, 
and  the  patient  states  that  she  is  well  and  appears 
so.  There  has  been  no  return  of  the  cancer  after 
eleven  years. 

The  other  case  had  what  was  considered  pallia- 
tive surgery  for  intestinal  obstruction  due  to  ex- 
tensive pelvic  adenocarcinoma  with  marked  metas- 
tases  to  the  surface  of  the  bowel.  Handfuls  of 
cancer  tissue  were  taken  out  of  the  pelvis,  including 
the  ovarian  tissue.  The  patient  recovered  and  felt 
well  for  six  years,  when  a second  abdominal  opera- 
tion was  necessary  for  the  preexisting  adenocar- 
cinoma of  corpus  uteri.  At  that  time  not  a single 
nodule  was  found  on  the  bowel.  These  patients 
had,  of  course,  received  roentgen  therapy,  but  does 
it  not  seem  reasonable  to  assume  that  in  both  of 
these  instances  there  had  been  a circulatory  im- 
provement, constitutional  in  character,  which  hin- 
dered the  recurrence?  According  to  the  theory  sug- 
gested, an  ischemic  factor,  the  estrogenic  hormone, 
was  removed  by  castration. 

Herrell“  says  that  he  has  never  found  adeno- 
carcinoma of  the  uterus  in  a castrated  woman. 
RandalE’  says:  “I  have  yet  to  find  adenocarcinoma 
of  the  uterus  in  a woman,  regardless  of  her  age, 
whose  vulvar  and  vaginal  tissues  suggest  depriva- 
tion of  estrogenic  hormones.” 

Trevis  et  aP'^  say:  “It  is  now  common  observa- 
tion that  after  orchiectomy,  patients  with  carci- 
noma of  the  prostate  which  has  metastasized  to 
bone  often  show  considerable  temporary  clinical 
improvement.  This  benefit,  as  a rule,  consists  of 
marked  decrease  of  pain  at  the  sites  of  the  skeletal 

14.  Herrell,  W.  E. : Studies  on  Endometrium  in  Associa- 
tion with  Normal  Menstrual  Cycle.  Am.  J.  Obst.  & Gynec., 
37:559-572,  April,  1939. 

15.  Randall,  C.  L. ; Recognition  and  Management  of 
Woman  Predisposed  to  Uterine  Carcinoma.  J.A.M.A., 
127:20-25,  Jan.  6.  1945. 

16.  Trevis.  N..  Abels,  J.  C..  Woodard,  H.  Q.,  and 
Farrow,  J.  H. : Effects  of  Orchiectomy  on  Primary  and 
Metastatic  Carcinoma  of  Breast.  Surg.  Gynec.  & Obst., 
79:589-605,  Dec.,  1944. 


metastases,  increased  appetite,  gain  in  weight  and 
muscular  tone.” 

It  would  have  been  interesting  to  have  known 
the  incidence  of  cancer  among  the  castrated  sing- 
ers of  Italy.  In  the  18th  Century  4000  boys  yearly 
were  castrated  to  supply  choristers,  singers  for  the 
opera  and  for  concerts.  “Castration  preserved  the 
high  timbre  of  the  boy’s  voice  and  added  to  the 
grown  man’s  lung  piower.”  According  to  this  theory, 
their  increased  vital  capacity  made  them  less  sub- 
ject to  cancer. 

Ischemia  produced  by  chemicals  is  possible  since 
“degeneration,  fibrosis  and  even  necrosis  have  re- 
sulted from  poisoning  by  epinephrine,  nicotine, 
digitalis,  parathyroid  injection,  vitamin  D,  nitrites, 
carbon  monoxide,  carbon  disulfide  and  reduced 
oxygen  pressure  and  also  after  excessive  physical 
labor.”^’' 

Might  ischemia  not  explain  why  irradiation 
starts  a malignancy  in  the  body  but  never  in  vitro? 
There  is  no  circulatory  damage  with  lessened  nutri- 
tion in  a culture  medium. 

A large  variety  of  agents  is  listed  by  Rous^® 
which  will  give  rise  to  tumors  on  test.  Gallstones 
can  certainly  cause  ischemia  by  pressure.  Illfitting 
harness  on  horses  is  known  to  cause  new  growths. 

Roentgen  rays,  radium,  ultraviolet  light,  freez- 
ing and  burns  can  certainly  produce  ischemic 
areas,  and  we  “know  they  are  considered  extrinsic 
factors  in  the  production  of  cancer.  Aniline  dyes, 
coal  tar,  synthetic  hydrocarbons,  hormones,  viruses 
and  parasites  may  also  be  included.  Even  injection 
of  sugar,  lard  or  olive  oil  into  the  subcutaneous 
tissues  sometimes  results  in  sarcomas.  All  of  these 
and  many  other  substances  can,  in  varying  lengths 
of  time,  damage  tissues  to  the, extent  of  producing 
ischemic  areas  by  scar  formation,  degeneration, 
constriction  of  blood  supply.  The  result  is  common 
knowledge. 

This  process  would  take  place  most  readily 

1.  In  the  breast  (ulceration  in  tubules  from 
mastitis  and  trauma). 

2.  In  the  cervix  (from  infection  and  trauma 
causing  ulceration). 

3.  In  the  stomach  (from  vasoconstrictor  drugs, 
etc.,  causing  peptic  ulcers). 

4.  In  the  large  bowel  (75  per  cent  of  carcinomas 
of  the  bowel  occur  in  the  most  fixed  portions 
where  trauma  occurs  most  frequently.  Only  about 
1 per  cent  of  cancers  of  the  bowel  occur  in  the 
small  intestine). 

17.  Current  Comment,  Visceral  Reactions  to  Anoxia. 
J.A.M.A.,  126:1089,  Dec.  23,  1944. 

18.  Rou.s,  P. : Newer  Causes  of  Cancer  J.A.M.A.,  122: 
573-581,  June  26,  1943. 
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5.  In  the  gallbladder. 

6.  In  the  esophagus. 

7.  On  the  lips  (subject  to  burns  and  trauma). 

8.  On  the  bridge  of  the  nose  from  pressure  and 
exposure. 

9.  In  the  bladder  (nearly  one-third  of  cancers 
that  affect  man  are  found  in  situations  where 
acidity  is  constant  and  high,  as  in  the  stomach, 
cervix,  and  urinary  bladder).^® 

10.  In  the  adenoma  of  the  thyroid  (less  circula- 
tion and  more  degeneration  than  in  exophthalmic 
goiter). 

These  are  the  common  places  for  the  occurrence 
of  cancer. 

-According  to  this  theory  eugenics  would  offer 
little  prospect  of  diminishing  the  frequency  of  the 
disease.  We  cannot  promote  castration  to  alleviate 
cancer,  but  we  can  obtain  that  same  feeling  of  well- 
being by  proper  recreational  facilities.  Short  periods 
spent  at  ideal  recreational  resorts  would  seem  to  be 
a good  alternative.  There  seems  to  be  nothing  in 
literature  where  cancer  strains  of  mice  have  been 
given  such  controlled  freedom  of  life  as  to  promote 
the  greatest  possible  circulatory  stimulation  and 
the  results  compared  with  controls.  Our  own  ex- 
perience has  been  limited  to  about  300  animals  and 
birds,  kept  as  suggested,  and  with  no  resulting 
tumor  development. 

According  to  Margian  of  the  cancer  clinic  of  the 
Royal  Institute  of  Public  Health  in  England,^®  the 
chances  for  cure  after  surgery  and  radium  are  in- 
creased by  multiple  transfusions.  Does  not  this 
indicate  that  blood  contains  elements  of  defense 
against  cancer? 

Oberling  cites  that  in  1936  Wasaink  of  Amster- 
dam and  Ahlbohm  of  Stockholm  “showed  that 
cancer  of  the  mouth,  throat,  and  esophagus  in 
women  is  often  preceded  by  a form  of  anemia,  in 
which  the  secretions  of  gastric  juice  are  diminished 
or  absent.  It  may  persist  from  youth,  and  is  accom- 
panied by  a group  of  other  manifestations  known 
collectively  for  years  as  the  Plummer-Vinson  syn- 
drome. There  is  an  early  loss  of  the  teeth,  the  nails 
are  thin,  soft  and  concave  (“spoon  nails”),  and 
the  mucous  membrane  of  the  tongue,  mouth,  throat 
and  esophagus  becomes  atrophic,  dry,  pale  and 
tends  to  fissure.”  This  is  certainly  due  to  a dimin- 
ished blood  supply  or  ischemia.  The  fact  that  the 
condition  can  be  cured  easily  by  the  administration 
of  iron  and  hydrochloric  acid  gives  hope  to  the 
prevention  of  cancer. 

19.  Podolsky,  ID.:  War  on  Cancer,  p.  47.  Reinhold  Pub- 
lishing Corporation,  1943. 

20.  Podolsky,  E. : War  on  Cancer,  p.  115.  Reinhold  Pub- 
lishing Corporation,  1943. 


Much  can  be  done  to  eradicate  chronic  irritation 
that  produces  ischemia.  Removal  of  diseased  cervi- 
cal tissue  has  reduced  the  incidence  of  cancer  of 
the  cervix  greatly.  This  is  removing  that  tissue 
which  would  otherwise  become  ischemic.  Purulent 
drainage  tends  to  toughen  the  tissue  over  which  it 
flows  and  after  a long  time  it  becomes  ischemic 
and  ulcerative,  with  consequent  carcinoma  de- 
veloping. 

Cancer  cells,  being  repair  cells,  are  more  imma- 
ture and  less  hardy  than  normal  cells,  very  much 
like  a young  plant.  This  makes  them  more  subject 
to  destruction  by  such  means  as  roentgen  rays, 
radium,  etc.  than  normal  cells.  These  same  things 
can  produce  ischemia  by  damage  to  circulation 
and,  therefore,  according  to  our  theory,  also  pro- 
duce cancer.  The  fact  that  this  is  true  does  not 
invalidate  their  careful  use  to  destroy  the  cancer 
that  is  already  there.  Their  use  in  treatment  is 
temporary  in  comparison  with  the  usual  prolonged 
or  repeated  application  which  makes  them  become 
an  extrinsic  cause  of  cancer.  This  brings  us  to  the 
realization  that  temporary  and  spastic  ischemia 
does  not  always  produce  cancer.  It  may  be  so  se- 
vere as  to  produce  gangrene,  replacing  any  cancer 
set-up.  It  always  does  some  damage.  For  that  rea- 
son efforts  made  to  avoid  ischemia  will  not  only 
lessen  the  danger  of  cancer  but  possibly  other  de- 
generative diseases  as  well. 

As  I have  mentioned  before,  cancer  does  not 
occur  too  readily  unless  the  set-up  is  just  right. 
The  reason  for  this  is  the  natural  tendency  for  a 
collateral  circulation  to  penetrate  areas  of  poor 
blood  supply.  Blood  vessels  also  quickly  penetrate 
areas  of  produced  or  traumatic  ischemia.  The 
physiologic  reaction  of  hyperemia  also  carries  addi- 
tional nutritional  supply  to  the  tissues  in  case  of 
emergencies,  as  in  blushing  or  increased  muscular 
activity.  It  would  be  the  early  help  given  to  this 
process  that  would  help  to  lessen  the  incidence  of 
cancer. 

To  avoid  undue  prolonged  exposure  to  environ- 
mental influences  such  as  cold  and  heat,  we  need  a 
peaceful  world  where  transportation  barriers  are 
nonexistant.  We  also  need  an  economically  sound 
civilization  to  promote  a much  higher  standard  of 
living  that  there  may  be  greater  physical  comfort, 
better  food,  more  wholesome  recreation,  more  ac- 
tive worldwide  public  health  activities.  It  is  thus 
that  we  expect  to  conquer  tuberculosis  and,  accord- 
ing to  my  theory,  it  is  by  this  means,  too,  that 
cancer  will  be  conquered. 
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RHEUMATIC  PERICARDIAL  EFFUSION 
TREATED  SUCCESSFULLY  WITH 
PENICILLIN* 

J.  R.  Ridlon,  M.D. 

MEDICAL  DIRECTOR,  U.  S.  PUBLIC  HEALTH  SERVICE 
AND 

A.  B.  Geyer,  M.D. 

SURGEON,  U.  S.  PUBLIC  HEALTH  SERVICE 
U.  S.  MARINE  HOSPITAL 
DETROIT,  MICH. 

The  following  case  is  presented  as  an  interesting 
example  of  the  role  which  penicillin  may  play  in 
the  treatment  of  some  of  the  complications  of  rheu- 
matic fever. 

A.  S.,  an  18  year  old  enlisted  man  in  the  Navy,  was  ad- 
mitted to  this  hospital  on  December  17,  1943.  On  admis- 
sion he  stated  that  the  present  illness  began  three  and  one 
half  weeks  previously  with  an  upper  respiratory  infection, 
consisting  of  a sore  throat  and  dry  unproductive  cough. 
The  symptoms  of  this,  particularly  the  sore  throat,  per- 


sulfadiazine  1 gm.  q.i.d.,  the  latter  being  given  for  the 
subsiding  pharyngitis. 

On  December  20,  the  left  wrist  became  swollen,  tender 
and  red.  The  temperature  up  to  this  time  had  oscillated 
between  38.7°  C.  and  37.5°  C.,  the  average  temperature 
being  about  38.2°  C.  On  December  20  there  also  was  noted 
a pleuropericardial  friction  rub ; the  heart  sounds  were  still 
heard  very  distinctly.  The  laboratory  work  up  to  this  time 
showed  a normal  urine,  13  gm.  of  hemoglobin,  12,600  white 
cells  with  74  per  cent  neutrophiles,  and  the  sedimentation 
rate  was  28  by  the  Cutler  method.  On  December  21  the 
temperature  became  elevated  to  39.9°  C.  A few  scattered 
rales  were  heard  in  the  lungs,  the  man  had  considerable 
respiratory  distress  and  the  heart  sounds  were  muffled.  It 
was  felt  that  the  patient  had  developed  a pericardial  effu- 
sion and  clinically  he  was  dangerously  ill ; oxygen  therapy 
was  started. 

The  small  doses  of  sulfadiazine  were  stopped  and  25,000 
units  of  penicillin  were  given  every  three  hours  intramus- 
cularly for  six  doses,  a total  of  150,000  units.  The  average 
temperature  on  December  21  was  39.7°  C.,  and  on  Decem- 
ber 22  38°  C.  It  was  normal  on  December  23  and  from 
then  on  it  remained  normal  except  for  occasional  slight 


Fig.  1.  Shows  outline  of  heart  and  pericardial  effusion.  Fig.  2.  Shows  decrease  of  effusion  five  days  later. 
Fig.  3.  Effusion  entirely  resolved  two  weeks  after  fig.  2. 


sisted  up  to  the  time  of  admission.  Two  weeks  before  ad- 
mission he  began  to  have  pain  and  swelling  in  various  joints 
of  his  body,  accompanied  by  fever  and  prostration.  He 
had  been  confined  to  bed  during  this  time.  For  four  days 
immediately  prior  to  admission  he  noted  some  shortness  of 
breath  and  a slight  diffuse  anterior  chest  discomfort  which 
was  vague  in  character.  The  past  history  was  essentially 
negative  other  than  the  patient  stated  that  two  years  pre- 
viously he  had  scarlet  fever.  There  was  no  history  of  any 
joint  symptoms  at  that  time. 

Examination  revealed  an  acutely  ill  young  man,  some- 
what dyspneic.  His  throat  was  mildly  injected  and  examin- 
ation of  the  lungs  was  essentially  negative.  The  left  car- 
diac border  was  two  cm.  to  the  left  of  the  nipple  line; 
there  was  a loud  rough  systolic  murmur  heard  best  at  the 
apex  and  in  the  mitral  area ; the  heart  sounds  were  well 
heard;  the  pulse  rate  was  118  and  the  blood  pressure  was 
120  systolic  and  65  diastolic.  There  was  no  objective  evi- 
dence of  any  inflammatory  process  in  any  of  the  joints 
upon  admission. 

A diagnosis  was  made  of  acute  rheumatic  fever  with  car- 
diac involvement  and  a subsiding  acute  pharyngitis.  The 
patient  was  treated  with  sodium  salicylate  gr.  20  q.i.d.  and 


elevation.  A blood  culture  taken  prior  to  starting  peni- 
cillin was  negative. 

Roentgenogram  (fig.  1),  taken  on  December  22  showed 
increase  in  the  heart  shadow  and  a configuration  indicative 
of  pericardial  effusion.  There  was  also  evidence  of  a pleural 
effusion  on  the  left.  By  December  25  the  man’s  breathing 
was  considerably  easier  than  it  had  been  and  oxygen  ther- 
apy was  stopped  (note  roentgenogram,  fig.  2,  taken  De- 
cember 27). 

By  December  28  the  blood  pressure,  which  had  dropped 
to  90  systolic  and  50  diastolic,  had  increased  to  118  sys- 
tolic and  60  diastolic  which  was  practically  the  same  as  it 
was  on  entrance  to  the  hospital  and  the  patient  definitely 
felt  clinically  improved.  No  pericardial  aspiration  was 
deemed  necessary.  On  January  7,  1944,  the  heart  sounds 
were  still  somewhat  obscured  but  by  January  10  they  were 
normal  and  the  area  of  cardiac  dullness  appieared  to  be 
greatly  decreased. 

A roentgenogram  taken  January  11  (fig.  3)  revealed  that 
the  pericardial  effusion  had  completely  resolved.  Salicylate 
therapy  was  discontinued  on  January  14  and  from  then  on 
to  the  man’s  discharge  from  the  hospital  on  .4pril  5,  the 
course  was  that  of  a typical  active  rheumatic  heart  disease. 
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The  patient  was  eventually  allowed  up  and  the  amount 
of  exercise  he  took  was  governed  by  his  pulse  rate.  The 
sedimentation  rate  fell  slowly  and  finally  came  within  nor- 
mal limits  on  February  22.  The  patient  had  no  more  joint 
symptoms  while  in  the  hospital  after  the  flare-up  of  the 
left  wrist  on  December  20  which  only  lasted  for  three  days. 
A roentgenogram  of  the  chest  on  March  20  showed  a car- 
diac shadow  comparable  with  the  picture  of  January  11 
and  the  clouding  in  the  left  costophrenic  sinus  had  cleared 
further.  Prior  to  discharge  a tonsillectomy  was  done  after 
the  patient  had  been  placed  on  sulfadiazine  therapy  for 
several  days.  This  caused  a slight  elevation  of  temperature 
which  lasted  only  four  days  and  caused  no  recurrence  of 
the  joint  symptoms. 

When  one  considers  the  usual  course  of  rheu- 
matic carditis  with  pericardial  effiusion,  its  long 
duration  both  as  to  the  persistence  of  the  hyper- 
pyrexia and  the  effusion,  one  is  forced  to  the  con- 
clusion that  penicillin  was  the  effective  therapeutic 
agent  in  this  case.  In  reviewing  the  history  it  is 
found  that  the  man  gave  symptoms,  four  days  be- 
fore entrance,  suggestive  of  carditis.  The  initial 
physical  examination,  however,  showed  nothing 
suggestive  of  either  a pericardial  or  pleural  effusion. 
Four  days  after  entrance  the  physical  signs  of  the 
effusion  appeared  and  the  next  day  its  presence 
was  proven  by  a roentenogram. 

The  temperature  of  39.9°C.  at  the  onset  of  these 
complications  was  reduced  in  thirty-six  hours  to 
37°C.  and,  except  for  occasional  rise  to  37.2°C.  or 
37.3 °C.,  through  four  months  hospitalization  it  was 
normal.  The  effusion  that  first  made  itself  manifest 
on  December  21,  1943,  had  entirely  cleared  up,  to 
physical  examination,  in  twenty  days  and  the 
roentenogram  of  January  11,  1944,  proved  the  cor- 
rectness of  the  physical  examination. 

In  attempting  to  evaluate  the  mode  of  action  of 
penicillin  in  this  case,  one  must  correlate  it  with 
his  theory  as  to  the  etiology  and  pathogenesis  of 
rheumatic  fever.  We  accept  the  theory  propounded 
many  years  ago  by  Weintraub  that  rheumatic  fever 
is  to  be  regarded  as  a form  of  reaction  of  hyper- 
sensitivity. We  accept,  because  of  the  work  of 
Zinsser,^'  Klinge,®  Clawson®  and  others,  the  idea 
that  the  sensitizing  agent  in  rheumatic  fever  is  a 
streptococcal  antigen.  These  various  works  lead  to 
the  conclusion  that  the  streptococcal  antigen  en- 
ters the  blood  stream  from  some  focal  infection  and 
first  allergizes  the  various  tissues  involved  in  rheu- 
matic fever,  as  the  joints,  myocardium,  etc.  After 
a certain  latent  period,  suggestive  of  the  latent 
period  of  serum  sickness,  there  is  produced  a typi- 
cal antigen  antibody  reaction,  which  is  the  direct 

1.  Zinsser,  H.  J.  and  Grinnell,  F.  B.;  Further  Studie.s 
on  Bacterial  Allergy.  Immunology,  10:725-730,  July,  1925. 

2.  Klinge,  F. ; Der  Rheumatismus,  Berlin : Springer, 

1933. 

3.  Clawson,  B.  ,J. ; Relation  of  Experimental  Rheumatoid 
Inflammation  to  Allergy.  Ann.  Int.  Med.,  4:433-439,  Nov., 
1930. 


cause  of  the  various  symptoms  of  rheumatic  fever. 

In  the  present  case,  from  our  knowledge  of  penic- 
illin, we  can  rule  it  out  as  having  any  part  in 
either  the  allergizing  action  of  the  antigen  or  in 
the  antigen  emtibody  reaction.  If  this  classic  theory 
of  the  etiology  of  rheumatic  fever  is  correct,  the 
only  place  left  for  the  beneficial  role  of  penicillin  is 
in  preventing  the  continued  outpouring  of  strep- 
tococcal antigen  into  the  blood  stream  by  elimina- 
tion or  eradication  of  foci  of  infection.  The  fact 
that  this  patient  was  on  sulfadiazine  and  salicy- 
lates, with  continued  temperature  from  his  en- 
trance in  the  hospital  to  development  of  the  effu- 
sion with  no  benefit  and  the  temperature  dropped 
to  normal  within  thirty-six  hours  after  penicillin 
was  used,  the  other  therapeutic  agents  are  elimi- 
nated and  penicillin  remains  as  the  only  factor  to 
explain  this  marked  improvement. 

SUBTROCHANTERIC  OSTEOTOMY  FOR 
TREATMENT  OF  NONUNION 
OF  HIP  FRACTURES* 

James  D.  Stewart,  M.D. 

EUGENE,  ORE. 

Progress  in  recent  years  in  the  perfection  of 
methods  of  treatment  of  hip  fracture  should  in 
time  make  the  discussion  of  this  subject  unneces- 
sary, and  the  materials  presented  only  of  medical 
historical  value.  As  yet,  however,  there  are  a few 
cases  that  fail  to  unite  in  spite  of  proper  reduction 
and  internal  fixation,  and  are  the  rare  unrecognized 
cases  of  hip  fracture  from  outlying  districts  that 
are  completely  neglected,  either  by  reason  of  inade- 
quate medical  care  or  the  lack  of  desire  for  care. 
The  subject  is  certainly  an  old  one,  as  osteotomies 
in  this  area  have  been  done  for  many  years,  usually, 
however,  for  quite  different  indications.  (Fig.  1.) 

The  use  of  subtrochanteric  osteotomy  and  treat- 
ment of  nonunion  in  hip  fractures  is  a rather 
familiar  surgical  procedure.  In  order  to  employ  it 
successfully,  however,  certain  indications  must  be 
present  and  must  be  considered.  The  indications 
are  much  the  same  as  would  be  listed  for  any  other 
surgical  procedure,  namely,  that  one  choose  the 
case  properly,  employ  the  correct  surgical  pro- 
cedure, and  afford  adequate  aftercare. 

There  naturally  will  be  individual  variations  in 
the  consideration  of  such  indications.  The  correct 
choice  of  a case,  in  my  opinion,  must  be  considered 
both  from  the  standpoint  of  the  individual  patient’s 
physical  and  mental  capacities,  as  well  as  the  con- 
dition of  the  ununited  hip  fracture.  The  patient 

♦ Read  before  the  Seventieth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Portland,  Ore.,  Sept.  2-3.  1944. 
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should  be  one  who  has  a reasonable  chance  of  sur- 
viving a major  surgical  procedure,  one  who  has 
been  active  and  will  be  relatively  active  again. 
He  should  also  be  intelligent  enough  to  under- 
stand a little  of  the  mechanics  of  the  procedure, 
and  be  sufficiently  stable  mentally  to  cooperate  in 
the  aftercare.  There  are  probably  rare  cases  which 
do  not  come  in  this  group,  where  the  mechanical 
insufficiency  of  the  hip  is  painful,  and,  even  though 
activity  was  not  contemplated,  yet  the  procedure 
would  be  justified  for  relief  of  distress  and  to  im- 
prove handling  the  case. 

The  selection  from  a standpoint  of  the  condition 
of  the  hip  depends  upon  rather  well  defined  factors. 


One  must  take  into  consideration  the  physical  con- 
dition of  the  head,  neck,  shaft  and  acetabulum  in 
order  properly  to  evaluate  the  indications  for  this 
procedure.  The  head  should  be  viable,  although  it 
may  be  quite  atrophic.  It  should  not  be  relatively 
fixed  in  an  arthritic  acetabulum,  as  it  must  be 
rotated  some  in  order  to  bring  it  into  proper  posi- 
tion and  must  be  used  yet  as  a weightbearing  organ 
w'ithout  pain.  The  neck  is  usually  short  or  absent. 
If  one  has  a viable  head  in  a good  acetabulum  and 
a long  healthy  neck,  then  reduction  and  internal 
fixation  might  well  be  tried.  The  shaft  of  the  femur 


may  be  high,  although  it  should  be  capable  of  being 
brought  down  to  preserve  as  much  length  as  pos- 
sible. A high,  fixed  shaft,  however,  is  not  neces- 
sarily a contraindication,  as  the  osteotomy  can  be 
performed  in  spite  of  this.  (Fig.  2.) 

Having  chosen  such  an  individual,  with  the 
proper  materials  to  work  with,  then  the  surgical 
reconstruction  can  be  proceeded  with  and  should  be 
directed  along  lines  to  accomplish  certain  things, 
to  afford  the  best  possible  end-result  and  the  best 
functioning  hip  for  the  patient.  One  should  attempt 
to  correct  the  weight-bearing  line  to  increase  the 
efficiency  of  the  gluteal  muscles  and  to  accomplish 
proper  fixation. 

In  order  to  correct  the  w'eight-bearing  line, 
naturally  the  shaft  of  the  femur  should  be  brought 
under  the  head  and  its  long  axis  should  be  directed 
through  the  head  into  the  acetabulum,  thus  avoid- 
ing the  shearing  effect  which  would  occur,  if  the 
line  was  directed  outside  the  acetabulum.  This 
shearing  effect  is  probably  a decided  factor  in  pro- 
ducing nonunion  of  neck  fractures.  The  gluteal 
muscle  attachments  must  be  brought  dowm  onto 
the  shaft  as  far  as  possible,  in  order  to  increase 
their  working  length.  With  increase  of  working 
length,  naturally  one  increases  the  efficiency  of  the 
muscle  action  and  of  weight-bearing.  The  use  of 
internal  metallic  fixation  to  maintain  the  afore- 
mentioned structures  allows  early  movement  of  the 
extremity  and  does  not  require  the  use  of  immo- 
bilization in  a plaster  of  paris  cast. 

The  procedure  employed  in  these  cases  is  as  fol- 
lows: Through  a lateral  approach,  usually  using 
the  same  incision  which  was  previously  used  for 
internal  fixation,  it  is  carried  through  the  skin  and 
subcutaneous  tissues  down  to  the  greater  tro- 
chanter. The  lateral  crest  of  the  greater  trochanter 
is  exposed  and  muscle  splitting  is  used  to  expose 
the  upper  six  or  eight  centimeters  of  the  shaft. 
This  same  line  of  cleavage  is  carried  superiorly,  or 
cephalad,  up  on  to  the  muscles  attaching  to  the 
greater  trochanter,  and  is  carried  in  deep  over  the 
neck  of  the  femur  and  the  iliofemoral  ligament. 
Using  subperiosteal  stripping,  the  attachments  are 
removed  from  the  proximal  end  of  the  shaft  of  the 
femur  until  the  lesser  trochanter  can  be  palpated 
medially.  The  tough  iliofemoral  ligament  and  cap- 
sular ligament  of  the  hip  are  sectioned  and  portions 
of  them  removed  in  order  to  visualize  the  old  frac- 
ture area. 

The  shaft  of  the  femur  is  then  osteotomized  at 
the  inferior  margin  of  the  greater  trochanter,  direct- 
ing the  osteotome  through  the  shaft  to  emerge  just 


114 


NONUNION  OF  HIP  FRACTURES STEWART 


VOL.  44,  No.  4 


at  or  above  the  lesser  trochanter.  A second  osteot- 
omy is  performed,  cephalad,  through  the  base  of 
the  greater  trochanter  to  remove  it  from  the  frag- 
ment of  neck  yet  present.  Then  this  triangular 
shaped  piece  of  bone,  which  has  been  severed  from 
the  shaft  and  the  trochanter,  is  removed.  The 
undersurface  of  the  head  can  be  visualized;  the 
head  is  rotated  so  that  the  old  fracture  surface 
faces  caudally.  The  shaft  is  then  forced  over  under 
the  head  by  abducting  the  extremity  on  the  frac- 
ture table. 

One  or  two  3 or  4-inch  Venable  type  vitallium 
screws  are  then  directed  obliquely  upward  from 
the  outer  surface  of  the  shaft  up  through  the  can- 
cellous bone  of  the  medullary  cavity  into  the  head. 
These  can  be  visualized  as  they  project  from  the 
upper  end  of  the  shaft  into  the  head.  There  is 
usually  a small  defect  left  here  which  is  filled  with 
bone  chips  from  a portion  of  neck  previously  re- 
moved. Next,  the  greater  trochanter  is  brought 
down  onto  the  upper  end  of  the  shaft  and  attached 
here,  using  one  or  two  1.5  to  2 inch  slender  vital- 
lium screws.  The  fragments  are  then  tested  for 
soundness  by  releasing  all  traction  so  that  the 
shaft  can  be  rotated  and  stresses  placed  upon  it. 

If  fixation  seems  adequate,  the  wound  is  closed 
in  layers,  dressed  with  mediplast,  and  a large 
figure-of-eight  bandage  placed  about  the  hip.  The 
patient  is  returned  to  bed  and  six  to  eight  pounds 
of  traction  applied  to  the  affected  leg  which  is  kept 
in  abduction  and  neutral  position  for  rotation. 

The  aftercare  in  these  cases  includes  traction  for 
three  weeks  with  the  figure-of-eight  bandage  in 
place.  The  advantages  of  specially  trained  ortho- 
pedic nurses  were  not  at  hand,  and  these  indi- 
viduals were  cared  for  by  the  regular  floor  nurses. 
They  were  instructed,  however,  in  handling  the 
cases.  They  were  allowed  to  be  turned  for  back 
rubs,  to  be  up  on  the  back  rest  for  a change  of 
position,  and  placed  on  and  off  the  bed  pan  as 
needed,  but  had  the  use  of  an  overhead  frame  and 
trapeze  to  help  shift  themselves  in  bed  and  for 
exercising.  The  sutures  are  usually  removed  on  the 
fifth  to  seventh  day,  a small  mediplast  bandage 
replaced,  and  the  figure-of-eight  bandage  reapplied. 

Most  of  the  cases  had  some  pain  for  about  forty- 
eight  hours,  then  got  along  very  nicely  on  very 
moderate  analgesics.  An  immediate  roentgenogram 
was  taken,  another  in  three  weeks,  another  at  eight 
weeks,  and  usually  a fourth  at  four  months. 

If  the  patient  is  strong  enough  at  the  end  of 
three  weeks,  he  is  allowed  out  of  bed  in  the  wheel 
chair  and  up  in  a walker,  and  may  go  home  to  get 


about  on  crutches  or  in  a wheel  chair,  or  to  sit 
about  in  an  easy  chair  during  the  remainder  of  his 
convalescence.  Weight-bearing  is  not  started  until 
after  eight  weeks,  if  the  position  of  the  fragments 
is  adequate,  and  if  there  is  no  impingement  of 
the  screws  into  the  acetabulum.  Union  is  usually 
not  present  at  that  time  and  may  not  develop  for 
some  little  time.  Theoretically,  it  is  not  necessary  to 
have  bony  union  present  in  these  cases. 

This  discussion  is  based  on  the  treatment  of 
eleven  cases,  briefly  outlined  as  follows: 

CASE  REPORTS 

Case  1.  Mrs.  S.  L.,  age  64,  very  senile,  bed-ridden 
diabetic,  with  exceedingly  atrophic  bones  and  a fractured 
hip  with  failure  of  union  for  about  six  years  duration.  An 
attempt  was  made  to  reconstruct  this  hip  because  of  pres- 
sure brought  to  bear  by  the  family  and  the  patient  herself. 
However,  she  did  not  do  well.  The  wound  healed  satisfac- 
torily, but  it  was  impossible  to  keep  her  in  proper  position 
and  the  bone  failed  entirely  to  unite,  even  by  fibrous  union. 

Case  2.  J.  M.,  a 30-year-old  male  w'ho  was  injured  when 
he  fell  off  a truck  and  sustained  a fracture  to  the  base  of 
the  neck  of  the  femur.  This  failed  to  unite  in  spite  of 
what  was  considered  adequate  internal  fixation,  and  patient 
was  left  with  coxa  plana  deformity  and  a painful,  non- 
functioning hip.  A subtrochanteric  osteotomy  was  done 
and  the  trochanteric  plate  used  to  maintain  proper  position. 
This  healed  satisfactorily,  and  after  six  months  convales- 
cense  he  was  about  on  it,  active  and  working  as  a bus 
dispatcher. 

Case  3.  F.  S.,  a 60-year-old  male,  whose  hip  collapsed 
one  day  as  he  was  walking  through  his  garden.  Roent- 
genograms showed  a fracture  through  the  neck  of  the 
femur.  Patient  had  a positive  Wassermann,  and  there  was 
a defect  in  the  neck  of  the  femur,  apparently  a gumma. 
This  failed  to  respond  to  any  form  of  treatment,  cast  or 
internal  fixation;  hence,  a subtrochanteric  osteotomy  was 
tried.  However,  this  failed  completely  and  he  ended  with  a 
deformity  similar  to  a congenital  dislocation  of  the  hip, 
but  was  able  to  walk  about  on  it  until  he  fractured  the 
leg  on  the  opposite  side. 

Case  4.  F.  T.,  an  injured  workman  who  sustained  injury 
to  both  inferior  extremities.  He  had  been  bedfast  with 
what  was  considered,  according  to  his  statement,  to  be 
internal  osteomyelitis  for  several  years,  and  had  been  back 
at  work  for  only  a year  and  a half  when  he  was  injured. 
He  sustained  a very  severe  injury  through  the  trochanter 
of  the  right  hip  and  a spiral  fracture  of  the  left  lower  leg. 
During  the  process  of  fixation  his  condition  went  bad  and 
anesthesia  was  terminated.  Hence,  the  original  treatment 
of  the  fracture  was  only  partially  accomplished. 

The  position  was  quite  satisfactory.  However,  in  spite 
of  cast  and  internal  fixation,  the  fractures  failed  to  unite. 
Subsequent  reduction  was  performed  with  internal  fixation 
with  Lorenzo  screws;  however,  these  failed  to  unite  as 
well.  Finally.,  a subtrochanteric  osteotomy  was  done,  using 
a trochanteric  plate  to  aid  in  fixation  and  this  has  proved 
successful.  This  patient  is  now  working  as  an  optical  tech- 
nician. 

Case  S.  Mrs.  M.  F.,  a 68-year-old  woman  with  a fracture 
of  the  right  hip,  was  doing  quite  well  on  internal  fixation 
until  one  day,  when  she  was  exercising  the  good  leg  in  bed, 
she  had  a mild,  convulsive  seizure  which  caused  her  to 
tumble  from  the  bed  and  reinjure  the  hip.  Following  this, 
the  position  was  corrected ; however,  the  healing  failed.  As 
a result,  a subtrochanteric  osteotomy  was  done,  and  three 
months  later  she  was  up  and  about  for  a short  time.  How- 
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Case  6.  Fig.  3.  There  is  nonunion  with  overriding.  Head 
of  acetabulum  is  atrophic,  but  free  of  arthritis.  It  appears 
viable. 

Fig.  4.  Shows  relationship  of  head  to  shaft  and  greater 
trochanter  and  vitallium  fixation  screws  eight  weeks 
postoperatively. 

Fig.  5.  Is  Gaenslen  lateral  view  of  pi'oximal  femur, 
revealing  proper  alignment  in  lateral  plane. 

ever,  this  was  followed  by  further  cerebral  accident  and 
eventual  total  disability. 

Case  6.  Mrs.  A.  C.  sustained  a hip  fracture  while  isolated 
in  the  mountains  one  winter.  When  she  was  able  to  come 
out  for  care,  it  was  found  that  she  had  a nonunion  of  the 
transverse  fracture  of  the  neck  of  the  right  femur.  There 
had  been  considerable  absorption  and  overriding,  but  she 
presented  a viable  head  with  some  atrophy,  a good  joint 
space,  and  a shaft  capable  of  being  brought  down  (fig.  3). 
Inasmuch  as  she  could  not  walk  on  the  extremity  without 
serious  pain  and  disability,  it  was  thought  that  a subtro- 
chanteric osteotomy  should  be  done.  This  was  performed 
with  very  satisfactory  results.  The  position  was  maintained 
throughout,  healing  shown  by  roentgenogram.  Six  months 
later  the  patient  was  up  and  about,  running  her  own  house- 


Case 7.  Fig  6.  Nonunion  of  neck  fracture  with  partial 
absorption  and  overriding,  two  and  one-half  years  dura- 
tion. 

Fig.  7.  Shows  relation  of  head  of  shaft  and  greater 
trochanter  and  vitallium  fixation  screws  eight  weeks 
postoperatively. 

Fig.  8.  Is  Gaenslen  lateral  view  of  proximal  femur, 
showing  proper  alignment  in  lateral  plane. 

hold  (figs.  4,  5).  Figure  5 is  a Gaenslen  lateral  roentgeno- 
gram, showing  the  head  on  the  end  of  the  shaft. 

Case  7.  Mrs.  C.  is  a 69-year-old  woman  who  is  small, 
very  slight,  and  who  had  had  a fractured  hip  with  non- 
union for  about  two  and  a half  years.  She  presented  an 
unstable,  painful  hip  that  could  not  be  used  for  weight- 
bearing, and  muscle  leverage  was  bad.  There  was  much 
bone  atrophy  but  apparently  a viable  head  and  a good 
acetabulum  (fig.  6) . Therefore,  a subtrochanteric  osteotomy 
was  done  and  she  made  a very  fine  convalescence  for  the 
first  two  and  a half  weeks,  following  which  she  had  a 
heart  attack  which  kept  her  in  bed  for  another  four  to 
five  weeks.  .All  this  time,  the  reconstructed  hip  functioned 
very  well  and  was  subjected  to  bed  exercises.  She  now  has 
a stable,  painless  hip  which  is  very  satisfactory.  However, 
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Case  8.  Fig.  9.  Illustrates  old  nonunion  of  fracture  of 
neck  of  left  femur  after  fracture  of  Lorenzo  screw  and 
some  form  of  osteotomy. 

Fig.  10.  Illustration  after  subtrochanteric  osteotomy, 
showing  excellent  union  of  trochanter  and  intermediate 
mass  of  bone  to  shaft  but  poor  union  to  head. 

she  is  not  up  and  around  much  because  of  the  invaliding 
condition  of  her  heart  (figs.  7,  8). 

Case  8.  F.  B.,  a S4-year-old  workman,  was  injured  in  an 
automobile  accident,  sustained  a fracture  through  the  base 
of  the  neck  of  the  left  femur.  This  was  treated  first  by 
Smith-Peterson  nail  which  missed,  and  then  by  overcorrec- 
tion and  Lorenzo  screw.  However,  the  screw  snapped  one 
day  when  the  patient  was  standing  and  shaving,  and  the 
conditions  recurred.  The  screw'  was  replaced  without  any 
results.  He  W'as  then  taken  to  a nearby  town,  where  an 
osteotomy  was  performed,  and  he  was  placed  in  a cast  for 
three  months,  but  still  to  no  avail  (fig.  9). 

He  returned  here  for  further  care,  at  w'hich  time  a sub- 
trochanteric osteotomy  was  done  and  the  shaft  of  the 
femur  w’as  osteotomized  too  low'.  Hence,  a space  between 
the  head  and  the  end  of  the  shaft  was  bridged  with  bone 
fragments.  Under  the  circumstances,  the  greater  trochanter 
was  used  to  steady  the  head  in  position  as  w'ell  as  to  be 
used  as  a muscle  lever.  The  hip  has  healed  very  well,  par- 
ticularly in  the  region  of  the  trochanter  and  shaft.  How- 
ever, there  is  only  a narrow  margin  of  healing  on  the 
head  (fig.  10).  This  has  not  changed  in  position  in  spite  of 
guarded  weight-bearing,  hence  the  results  should  ultimately 
be  good. 

Case  9.  Mrs.  K.  M.  is  an  old  diabetic  who  had  had  a 
fractured  hip  for  a good  many  months,  and  apparently 
was  doing  well,  when  at  the  time  of  an  automobile  accident 
she  sustained  sudden  severe  pain  in  the  hip  and  it  was 
found  that  she  had  fractured  the  hip  and  the  fixation 
screws  (fig.  11).  The  condition  w'as  corrected  and  fixation 
again  attempted,  without  results.  Therefore,  after  several 
months  it  was  decided  that  a subtrochanteric  osteotomy 
should  be  attempted,  although  the  subject  was  not  a good 
one  for  a good  end-result.  This  was  done,  and  the  patient 
was  kept  controlled  during  the  next  six  to  eight  weeks.  She 
has  been  up  and  around  now'  for  about  two  and  a half  to 
three  months  and  is  still  using  crutches,  but  has  a painless, 
relatively  stable  hip  (fig.  12). 

Case  10.  Mrs.  H.  D.,  a 66-year-old  nurse,  sustained  a 
fractured  hip  about  five  months  ago  which  failed  to  unite. 
She  became  very  despondent.  There  was  marked  bone 
atrophy  and  overriding,  and  a very  painful  hip.  The  bony 
structure  was  not  considered  good  in  this  case.  However, 
the  joint  space  and  the  acetabulum  appeared  satisfactory 


Case  9.  Fig.  11.  Illustrates  nonunion  and  fracture  of 
Venable  screws  following  auto  accident. 

Fig.  12.  Shows  rather  mechanically  poor  subtrochan- 
teric osteotomy  with  roentgen  evidence  of  healing. 


Case  11.  Fig.  13.  Shows  nonunion  of  fracture  at  base 
of  neck  of  right  femur,  w'ith  fracture  of  Lorenzo  screw. 

Fig.  14.  Anteroposterior  view  of  subtrochanteric  oste- 
otomy which  is  mechanicaly  good  ten  weeks  postopera- 
tively. 

and  it  was  evident  that  she  had  something  to  gain,  if  a 
stable  hip  could  be  obtained.  Therefore,  a subtrochanteric 
osteotomy  w'as  done,  which  did  well  for  the  first  three 
months.  She  was  up  and  about  and  free  of  distress.  Then, 
for  no  apparent  reason,  as  she  turned  in  bed,  the  entire 
condition  broke  down,  and  again  the  pain  recurred.  She  is 
at  the  present  time  undergoing  treatment  in  cast  with 
replacement  of  the  shaft  of  the  femur  under  the  head,  a 
more  radical  type  of  reconstruction. 

Case  11.  D.  L.,  a 40-year-old  workman,  was  injured 
while  passing  through  the  railroad  yards,  sustained  a tran- 
matic  amputation  of  one  leg  and  a fracture  of  the  other 
hip.  This  was  reduced  and  fixed  with  a Lorenzo  screw. 
However,  after  about  five  weeks,  he  was  allowed  to  go 
home.  One  day,  as  he  turned  ov'er  in  bed,  he  sustained  a 
severe  pain  in  the  hip  which  caused  recurrence  of  disability. 
It  was  found  that  the  screw  had  fractured  and  the  deformity 
had  completely  recurred  (fig.  13).  A second  reduction  was 
of  no  avail,  hence  a subtrochanteric  osteotomy  was  done 
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about  two  and  a half  months  ago  (fig.  14).  The  patient  is 
already  up  and  about  and  ready  for  his  artificial  limb. 

SUMMARY 

A method,  not  original  with  me,  of  salvaging  old 
ununited  fractures  of  the  neck  of  the  femur,  is  here 
emphasized,  stressing  the  choice  of  the  case  and 
the  structural  change  to  be  accomplished. 

Of  the  eleven  cases  presented,  the  outcome  was 
absolute  failure  in  two,  poor  in  two,  fair  in  three, 
and  good  in  four.  The  failure  cases  were  charac- 
terized by  absorption  and  loss  of  position  and 
alignment.  The  poor  cases  show  adequate  align- 
ment, but  questionable  healing,  and  use  crutches. 

The  fair  cases  show  healing  and  good  position, 
but  mechanically  not  satisfactory  for  full  use.  The 
good  ones  are  united  in  proper  position  and  me- 
chanically satisfactory  for  use.  Since  this  paper 
was  written,  a twelfth  case  has  been  completed,  to 
be  added  to  the  last  group. 

MECKEL’S  DIVERTICULITIS  WITH 
REGION.VL  ILEITIS 
Liberino  Patricelli,  M.D. 

SEATTLE,  WASH. 

•Although  there  are  many  reports  in  medical 
literature  concerning  Meckel’s  diverticulitis  and 
regional  ileitis  as  separate  pathologic  entities,  there 
has  been  to  my  knowledge  no  report  of  a case  with 
Meckel’s  diverticulitis  and  regional  ileitis  occurring 
in  the  same  patient.  I had  the  privilege  of  attending 
such  a case  in  association  with  a senior  physician 
who  is  not  now  living.  Therefore,  I wish  to  present 
this  case  as  one  that  was  considered  a very  diffi- 
cult diagnostic  problem  and  also  because  both 
pathologic  entities  at  one  time  or  another  presented 
rather  vague  but  predominate  symptoms  in  this 
particular  patient.  I wish  also  to  state  that,  in 
spite  of  the  fact  that  this  patient  had  two  patho- 
logic diseases,  either  of  which  was  serious  enough, 
the  manifestations  at  times  were  so  vague  and 
negative  in  character  that  she  was  diagnosed  as  a 
psychoneurotic.  I feel  it  is  inadvisable  to  present 
the  historical  background  of  Meckel’s  diverticulitis 
and  regional  ileitis  but,  rather,  wish  to  introduce 
into  medical  literature  a case  report  of  both  of 
these  conditions  existing  simultaneously. 

CASE  REPORT 

A 23  year  old  married  girl  came  to  the  hospital  with  the 
chief  complaints  of  loss  of  weight,  nausea  and  crampy 
abdominal  pains  for  a period  of  two  years.  Gastrointestinal 
series  were  done  with  negative  results.  There  was  nothing 
in  the  roentgeongrams  that  could  be  interpreted  as  a posi- 
tive finding  of  any  sort.  The  patient  had  a rather  constantly 
elevated  afternoon  temperature  and  for  that  was  admitted 
to  the  hospital  for  observation  and  diagnosis.  At  this  time 
another  gastrointestinal  series  was  done  and  again  the  results 


were  entirely  negative.  With  a negative  physical  examina- 
tion, negative  gastrointestinal  and  chest  roentgenograms, 
the  patient  was  thought  to  be  a neurotic.  She  was  hard  to 
tolerate  and  difficult  to  care  for.  She  would  sneak  out  of 
her  room,  coming  back  whenever  she  so  desired,  and  in 
general  disobeyed  orders.  Because  of  a background  of  a 
marital  life  of  violent  discord,  she  was  diagnosed  as  a 
psychoneurotic  on  her  first  admission  and  discharged  from 
the  hospital. 

-About  a week  later  she  was  admitted  into  another  hos- 
pital. On  the  second  admission,  a freiantigen  test  was  made 
which  was  positive.  This  was  done  because  some  positive 
tests  had  been  obtained  in  cases  of  regional  ileitis.  Again  all 
physical  and  laboratory  tests  were  completely  negative. 
While  in  this  hospital  she  complained  of  constant  pain  in 
the  lower  left  quadrant.  She  continued  to  lose  weight  al- 
though on  a high  caloric  diet,  and  had  an  occasional  ele- 
vated afternoon  temperature  which  could  not  be  explained. 
-At  this  point,  the  history  was  elicited  of  a grossly  bloody 
stool  while  sick  in  bed  at  home  about  three  years  previously. 
She  passed  so  much  blood,  most  of  which  was  red,  that  it 
frightened  her  severely  and  she  called  a neighbor. 

With  this  history,  the  patient  was  operated  on  with  a 
preoperative  diagnosis  of  Meckel’s  diverticulitis  by  the 
junior  author  (L.P.)  and  a regional  ileitis  by  the  senior 
author  (G.C.M.)  The  diverticulum  was  resected  by  a side- 
to-side  anastomosis.  The  adjacent  bowel  was  examined  and, 
while  it  was  thought  to  be  rather  thick  and  edematous,  it 
was  replaced  without  resection,  believing  that  the  entity 
was  caused  by  the  adjacent  infection  of  the  diverticulitis. 

From  that  time  on  the  patient  did  not  do  well.  She 
gradually  lost  more  weight,  became  palish-green  in  color 
and  developed  diarrhea.  About  two  weeks  postoperatively 
she  develojjed  abdominal  pain  and  a rectovaginal  fistula, 
discharging  purulent  material.  Immediately  postoj>eratively 
she  had  a ravishing  appetite  but  soon  develop)ed  anorexia 
and  finally  refused  to  eat  at  all.  .About  three  weeks  later 
she  develop>ed  diarrhea  and  borborygmi  which  could  be 
heard  easily  by  anyone  standing  at  the  bedside.  Peristalsis 
was  very  active.  -At  the  end  of  six  weeks  she  died,  having 
wasted  to  about  sixty  pounds. 

Postmortem  examination  revealed  a rectovaginal  fistula, 
extending  into  the  abdomen  at  the  site  of  the  small  bowel 
above  the  Meckel’s  diverticulitis.  The  bowel  above  the 
original  site  of  diverticulitis  was  very  thick  and  edematous. 
Section  showed  a microscopic  picture  typical  of  ileitis.  The 
lumen  of  this  bowel  was  markedly  constricted.  The  site  of 
the  anastomosis  was  well  healed.  Postmortem  findings  by 
the  pathologist  were,  therefore,  regional  ileitis  and  Meckel’s 
diverticulitis. 


ANTIVIVISECTION  OBSTRUCTS  SCIENCE 

The  unsound  sentimentalism  created  by  the  decision  of 
the  parents  of  a 21  month  old  daughter,  killed  by  the  fam- 
ily’s bull  terrier,  to  have  the  animal  killed  “serves  to  reem- 
phasize the  difficulties  faced  by  physicians  and  scientists  in 
attempting  to  carry  out  their  service  to  mankind  by  ex- 
periments on  animals,”  The  Journal  of  the  American  Medi- 
cal Association  for  March  10  declares. 

The  total  lack  of  consideration  and  the  crass  indifference 
toward  the  grief  and  bereavement  of  the  parents  that  was 
shown  by  the  busybodies  who  deluged  the  parents  with 
protests  when  it  was  decided  to  have  the  dog  killed.  The 
Journal  says,  “is  almost  unbelievable ; yet  these  are  the 
stuff  of  which  antivivisectionists  is  made.  To  them  the  life 
of  a dog  is  more  important  than  the  life  of  a child.  Their 
warped  mentalities  conceive  that  this  dog  should  be  saved 
and  pampered,  perhaps  to  kill  another  child,  certainly  to 
be  a constant  care,  expense  and  potential  menace.  The  same 
muddled  thinking  would  deny  the  use  of  animals  to  scien- 
tists in  the  laboratory,  preferring  that  rats,  mice,  guinea 
pigs  and  frogs  should  live,  even  if  the  lives  of  human  beings 
must  be  lost  in  consequence  . . .” 
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SEROLOGY  OF  BABIES* 

A.  H.  Van  Dell,  M.T. 

TACOMA,  WASH. 

It  has  been  requested  of  the  laboratories  during 
the  past  years,  and  especially  now  while  we  have 
many  complex  situations  involving  the  newborn,  to 
answer  the  many  questions  regarding  serologic  tests 
for  syphilis  in  young  babies,  especially  those  in 
line  for  possible  adoption. 

As  we  know,  cord  blood  belongs  to  the  child  but 
reacting  substances  are  produced  by  the  mother 
and  filter  through  the  placenta.  The  immature 
baby’s  tissue  does  not,  as  a rule,  acquire  the  ability 
to  produce  anti-  or  reacting  bodies  until  about  two 
months  following  birth,  and  rarely  in  that  many 
years.  The  average  normal  tissue  should  mature, 
respond  and  produce  these  bodies  after  about  four 
months.  Antigen  should  act  as  a stimulus  to  cause 
earlier  generation. 

A positive  serologic  test  of  the  cord  blood  or 
blood  drawn  from  the  baby  the  first  few  weeks  after 
birth  would  be  due  to  the  reaction  of  the  mother’s 
antibodies.  Following  this,  the  titre  of  the  test  may 
drop  sufficiently  or  even  become  negative  until  the 
baby’s  tissue  responds.  With  sufficient  mother’s 
antibodies  present  the  test  may  remain  positive 
during  this  period. 

A negative  test  on  a child  from  a positive  mother 
should  be  repeated  at  intervals  for  two  years  at 
least.  As  a rule,  reagin  from  the  mother  disappears 
early.  It  is  recommended  that  complement  fixation 
test,  plus  a flocculation  test,  be  performed  in  labora- 
tory approved  by  the  State  Department  of  Health. 

It  is  recommended  that  tests  be  made  of  the 
mother’s  blood  during  the  period  of  gestation  and 
also  about  four  weeks  after  delivery  to  rule  out, 
serologically,  the  possibility  of  an  infection  in  the 
child.  Later  tests  may  include  a postnatal  infection. 

Many  blood  tests  are  drawn  early  in  the  preg- 
nancy and  a late  maternal  infection  could  very 
well  be  overlooked.  The  disease,  if  present,  should 
manifest  itself  serologically  by  the  time  the  last 
test  would  be  run,  and  this  certainly  would  add  to 
the  certification  of  the  baby’s  health  to  the  new 
guardians.  A negative  test,  run  on  the  young  child 
just  before  adoption,  does  not  rule  out  an  infection 
with  Treponema  pallidum. 

Adoption  proceedings,  as  a rule,  allow  plenty  of 
time  for  this  added  and  valuable  procedure.  The 
local  health  departments  should  arrange  for  the 
last  blood  test  in  cases  where  the  mothers  do  not 
report  for  postnatal  care. 

♦ From  Pierce  County  Hospital. 


RIGHT-SIDED  AORTIC  ARCH* 

REPORT  OF  SIX  CASES 

William  Y.  Burton,  M.D. 

Lendon  H.  Smith,  Jr.,  B.A. 

Gerald  A.  Heustis,  B.A. 

PORTLAND,  ORE. 

Right-sided  aortic  arch  rarely  gives  rise  to  symp- 
toms. Hence,  prior  to  the  widespread  use  of  the 
roentgen  ray,  it  was  usually  an  incidental  autopsy 
or  dissecting  room  finding.  Various  anatomists^’ ^ 
have  reported  its  cadaveric  incidence  as  1 in  158, 
1 in  223,  1 in  676,  1 in  1040,  1 in  1400  and  1 in 
1600  bodies  examined.  Eisen®  reports  the  condition 
in  about  1 in  every  288  patients  subjected  to  a 
fluoroscopic  examination  of  the  chest.  Over  a period 
of  five  years  our  incidence  at  the  University  of  Ore- 
gon Medical  School  Hospitals  and  Clinics  has  been 
1 in  every  20,000  roentgenograms  of  all  types. 
Since  chest  films  and  barium  studies  are  not  made 
on  all  patients,  it  is  obvious  that  the  condition  has 
been  missed  frequently. 

However,  the  anomaly  may  produce  esophageal 
or  tracheal  compression,  especially  in  later  life  with 
the  tendency  toward  dilatation  and  tortuosity  of 
the  larger  vessels,^  and  it  must  be  differentiated 
from  other  conditions  such  as  aneurysms,  neo- 
plasms, abscesses,  gland  masses  and  transposition 
of  the  vessels®  which  might  give  rise  to  similar 
symptoms. 

ANATOMY 

The  first  portion  of  the  aorta  ascends  in  the 
normal  relationship  to  the  pulmonary  artery.  The 
second  portion,  instead  of  curving  gently  to  the 
left,  ascends  directly  and  becomes  the  arch  just 
above  the  angle  between  the  trachea  and  the  right 
bronchus  or  takes  a longer  course  craniad,  so  there 
is  no  contact  with  the  right  bronchus.  The  arch 
may  remain  completely  on  the  right  side,  becoming 
a right-sided  thoracic  aorta  which  runs  to  the  left 
before  passing  through  the  diaphragm,  but  it  more 
commonly  crosses  the  midline  to  the  left,  dorsal  to 
the  esophagus. 

At  the  junction  of  the  arch  with  the  descending 
aorta,  there  is  often  a diverticulum  which  may  at- 
tain a large  size;  in  one  case  it  was  one  inch  long.® 
This  pouch  projects  directly  forward  or  forward 

♦ From  Department  of  Radiology,  University  of  Oregon 
Medieal  School. 
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and  to  the  left  against  the  posterior  wall  of  the 
esophagus  and  at  its  foremost  point  gives  rise  in 
most  instances  to  the  left  subclavian  and  the 
ductus  arteriosus,  the  latter  ending  at  the  usual 
location  on  the  pulmonary  artery"- (fig.  1 b). 

The  left  subclavian  artery  may  arise  from  the 
aorta,  there  being  no  diverticulum,  or  the  left  sub- 
clavian may  pass  in  front  of  the  trachea  as  the 
first  branch  of  the  aorta  or  from  a left  innominate 
artery  (fig.  1 c),  the  latter  two  varieties  being  less 
common  than  the  postesophageal  types.  The  de- 
scending aorta  may  be  long  and  tortuous  and  ex- 
tend well  into  the  right  chest  cavity^^  (cases  3 and 
4),  but  returns  to  the  midline  at  the  diaphragmatic 


two  having  disappeared  before  the  posterior  ones 
have  been  established.  Normally,  the  first,  second 
and  fifth  arches  bilaterally  and  the  dorsal  part  of 
the  right  sixth  arch  disappear,  leaving  the  ventral 
aortic  roots  as  the  external  carotids,  the  third 
arches  as  the  first  segment  of  the  internal  carotids, 
the  left  fourth  arch  with  the  left  dorsal  aortic  root 
as  the  definitive  aortic  arch,  the  right  fourth  arch 
together  with  a section  of  the  right  dorsal  aortic 
root  and  the  sixth  dorsal  segmental  artery  as  the 
right  subclavian,^^  the  ventral  portions  of  the  sixth 
arches  as  the  pulmonary  arteries,  and  the  dorsal 
segment  of  the  left  sixth  as  the  ductus  arteriosus^* 
(fig.  1 a). 


Fig  1 a.  Diagrammatic  representation  of  the  normal 
aorta  and  pulmonary  artery  and  their  main  branches. 
Those  portions  of  the  arches  and  dorsal  aortic  roots  which 
normally  disappear  are  here  shown  as  broken  lines.  The 
vestigial  fifth  arch  is  not  depicted.  The  numerals  desig- 
nate the  corresponding  arch ; IC,  infernal  carotid ; EC, 
external  carotid ; RS,  right  subclavian  artery ; LS,  left 
subclavian  artery ; AA,  aortic  arch ; DA,  dorsal  aorta ; 
PA,  pulmonary  artery. 

Fig.  1 b.  Diagram  showing  the  most  common  type  of 
right-sided  arch.  If  the  postesophageal  diverticulum 
(Div.)  is  absent,  the  left  subclavian  will  arise  directly 
from  the  aorta,  but  still  run  behind  the  esophagus.  The 


ligamentum  arteriosum  (LA),  the  diverticulum  and  the 
right  arch  from  a potentially  constrictive  fibrovascular 
ring  about  the  esophagus  and  trachea.  CC,  common  carotid 
artery. 

Fig.  1 c.  Diagram  showing  a variety  of  right-sided  arch, 
in  which  the  left  subclavian  artery  arises  as  the  first 
branch  of  the  aorta  or  from  a_  left  innominate  artery,  in 
either  case  running  anteriorly  'to  the  esophagus.  A post- 
esophageal diverticulum  may  be  present,  in  which  case 
the  ligamentum  arteriosum  would  run  dorsally  to  meet 
the  diverticulum,  the  subclavian  maintaining  its  anterior 
position.  But  the  anomaly  as  pictured  above  should  not 
displace  the  esophagus  forward  unless  the  aorta  is  unduly 
tortuous  and  curves  behind  it. 


level.  The  left  recurrent  laryngeal  nerve  hooks 
around  the  ligamentum  arteriosum  before  its  ascent, 
while  the  right  nerve  runs  under  the  arch. 

EMBRYOLOGY 

In  mammalian  embryos  all  six  primitive  aortic 
arches  are  never  present  simultaneously,  the  first 


7.  Hastings,  W.  S. : Right  Aortic  Arch  with  Persistent 
Left  Root.  J.  Tech.  Methods,  14:69-72,  March,  1935. 

8.  Abbott,  F.  C. : Specimen  of  Right  Aortic  Arch.  .T. 
Anat.  and.  Phys.,  26:13.  (Proceedings)  1892. 

9.  Lockwood,  Cl.  and  Withers,  F.  E. : Right  Aortic  Arch. 
J.  Anat.  and  Phys.,  24:55  (Proceedings  of  Anat.  Soc.) 
1890. 

10.  Ewen,  H. : Transposition  of  the  Aorta  Guy’s  Hosp. 
Repts.,  5:233,  1840. 

11.  Branster,  R.,  Herlihy,  W.  F.,  Lawson,  D.  W.  and 
Nowland,  R.  J. : Apparently  Hitherto  Unrecorded  Varia- 
tion of  Human  Aortic  Arch.  M.  J.  Australia,  1:47-48, 
Jan.  10,  1942. 

12.  Roesler,  H. ; Clinical  Roentgenology  of  Cardiovas- 
cular System,  pp.  284-287,  C.  C.  Thomas,  Springfield  and 
Baltimore,  1937. 


If  the  left  fourth  arch  becomes  nonfunctional  or 
never  develops,  due  to  mechanical  or  other  causes,*'® 
the  burden  of  the  circulating  blood  will  fall  upon 
the  right  fourth  arch  which  will  remain  as  the  con- 
duit between  the  heart  and  the  dorsal  aorta,  result- 
ing in  a right-sided  aortic  arch  (fig.  1 b).  If,  how- 
ever, the  left  dorsal  aortic  root  fails  to  develop  nor- 
mally and  the  left  fourth  arch  remains  patent,  the 
left  subclavian  artery  will  arise  anterior  to  the 
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esophagus  singly  from  the  aorta  (as  its  first  branch) 
or  from  an  innominate  (fig.  1 c).  It  may  well  be 
that  coarctation  develops  when  the  dorsal  aortic 
roots  are  not  adequate  bilaterally.^'’  A double  aortic 
arch  occurs,  if  both  the  right  and  left  roots  and  the 
fourth  arches  remain  functional. 

ROENTGEN  APPEARANCE 

The  diagnosis  may  be  made  on  the  plain  film, 
when  the  aortic  knob  is  seen  on  the  right  instead 
of  the  left;  however,  the  right-sided  shadow  may 
not  be  present  and  the  condition  suspected  only 
because  the  normal  left  knob  is  absent  (case  6). 


barium  in  the  esophagus  may  be  seen  to  pulsate.’’ 
The  amount  of  displacement  is  variable  and  de- 
pends upon  the  congenital  variation  present. 

Case  3 shows  a deep  impression  most  likely  asso- 
ciated with  a postesophageal  diverticulum  which 
extends  well  to  the  left,  while  case  1,  though  show- 
ing left  lateral  displacement  in  the  posteroanterior 
view,  demonstrates  a comparatively  small  niche  in 
the  esophagus  posteriorly  which  can  be  best  ex- 
plained, if  the  presence  of  the  subclavian  without 
the  diverticulum  is  assumed.  Roesler’**  and  Bed- 
ford and  Parkinson’®  have  radiographs  of  un- 


case 1.  Figs.  2,  3 (retouched).  Posteroanterior  and 
right  anterior  obiique  views  with  barium  in  esophagus, 
(a)  Absence  of  left  aortic  knob,  (b)  Esophagus  displaced 
to  the  left  and  anteriorly  at  the  level  of  the  aortic  arch. 

Case  3.  Pigs.  6,  7.  Posteroanterior  plain  film  and  right 
anterior  oblique  views  with  barium  in  esophagus,  (a) 
What  appears  to  be  a normal  aortic  knob,  (b)  Tortuous 
aorta,  (c)  Marked  anterior  displacement  of  esophagus 
with  narrowing  of  the  lumen. 

.'V  large  diverticulum  to  the  left  of  the  midline  may 
closely  simulate  a normal  left  aortic  knob  (cases 
3 and  4).  In  any  case,  the  diagnosis  is  conclusively 
made  by  use  of  the  barium  swallow.  The  esophagus 
at  the  level  of  the  aortic  knob  is  displaced  anterior- 
ly and  to  the  left  instead  of  posteriorly  and  to  the 
right  as  in  the  normal  (cases  1,  2 and  5).  Also,  the 


Case  2.  Figs.  4.  5 (retouched).  Posteroanterior  and 
right  anterior  oblique  views  with  barium  in  the  esophagus, 
(a)  Prominent  aortic  knob  on  right,  (b)  Esophagus  dis- 
placed to  the  left  and  anteriorly  with  compression  of  the 
esophagus. 

Case  4.  Figs.  8,  9.  Posteroanterior  plain  film  and  right 
anterior  oblique  views  with  barium  in  the  esophagus,  (a) 
Shadows  both  to  the  right  and  left  of  spine  at  the  level 
of  the  aortic  knob,  (b)  Anterior  displacement  of  esopha- 
gus. (c)  Traction  diverticulum  of  the  esophagus. 

doubted  cases  of  right-sided  aortic  arch  but  w'ith 
only  the  left  lateral  displacement  of  the  esophagus, 
the  right  anterior  oblique  views  revealing  a straight, 
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undented  column  of  barium  in  the  esophagus.  It  is 
easily  seen  how  these  latter  cases  would  represent 
the  situation  in  which  the  left  subclavian  artery 
arose  from  the  first  segment  of  the  aortic  arch  and 
passed  anterior  to  the  esophagus,  the  aorta  re- 
maining on  the  right  of  the  midline  throughout  the 
thorax^. 

CASE  REPORTS 

Case  I.  M.  A.  J.,  20  yrs.  Acute  pharyngitis.  No  symptoms 
referable  to  esophagus  or  the  cardiovascular  system  (figs. 
2,  3). 

Case  2.  J.  P.,  75  yrs.  A twisting,  tightening  sensation  in 


tempts  to  correlate  the  severe  dysphagia  of  case 
5 with  the  apparently  benign  condition  seen  in  this 
patient’s  roentgenograms. 

The  peculiar  abdominal  symptoms  manifested 
in  cases  2 and  5 are  not  without  precedent  in  the 
literature,^'^''-’'®'’'’'^®’”^'"'-^’-^  but  abdominal  pathol- 
ogy cannot  be  ruled  out  absolutely. 

In  case  2 the  abdominal  pain  is  the  most  marked 
feature  of  the  patient’s  complaints,  but  no  other 
abnormality  save  the  right  arch  can  be  demon- 


case  5.  Pigs.  10,  11.  Posteroanterior  and  right  anterior 
oblique  views  with  barium  in  esophagus,  (a)  Absence  of 
left  aortic  knob,  (b)  Esophagus  displaced  to  the  left  and 
anteriorly. 

his  upper  left  abdominal  quadrant  immediately  after  meals, 
not  constant ; first  attack  when  23  years  old,  more  frequent 
in  last  ten  years,  relieved  by  walking  or  exercise.  A gagging 
sensation  accompanies  these  attacks  and  long,  sticky  strings 
of  mucus  sometimes  rise  into  the  mouth  apparently  from 
his  throat;  no  regurgigation  or  vomiting  of  food  (figs.  4,  5). 

Case  3.  R.  K.,  S3  yrs.  Pain  in  back  and  left  flank.  Burn- 
ing on  urination,  urine  cloudy.  Slight  constipation.  No 
symptoms  referable  to  the  esophagus  or  cardiovascular 
system  (figs.  6,  7). 

Case  4.  H.  R.,  67  yrs.  Dyspnea  and  weakness.  No  other 
symptoms  referable  to  the  cardiovascular  system  or  esopha- 
gus (figs.  8,  9). 

Case  5.  S.  C.,  60  yrs.  For  about  one  year  a feeling  of 
fullness  in  throat,  chest,  and  epigastrium  one-half  hour 
after  meals,  unable  to  swallow  solid  foods  for  about  one 
year,  frequent  belching,  food  seems  to  catch  right  in  epi- 
gastrium on  swallowing,  occasional  vomiting  following 
meals.  Some  nocturnal  dyspnea.  Slight  cough  all  his  life 
(figs.  10,  11). 

Case  6.  41  yrs.  No  symptoms  referable  to  esophagus. 
Died  later  of  rupture  of  mitotic  aneurysm  of  Circle  of 
Willis  (figs.  12,  13). 

COMMENT 

The  singular  absence  of  any  symptoms  related 
to  the  anomaly  in  case  3 is  in  contrast  to  the 
marked  displacement  and  compression  of  the  esoph- 
agus shown  in  the  roentgenograms.  This  discrep- 
ancy becomes  even  more  enigmatic,  when  one  at- 


Case  6.  Figs.  2,  3.  Posteroanterior  plain  film  and 

right  anterior  oblique  views  with  barium  in  the  esophagus, 
(a)  Absence  of  left  aortic  knob,  (b)  Esophagus  displaced 
anteriorly  at  the  level  of  the  arch. 

strated  as  the  etiologic  agent.  It  must  be  assumed, 
however,  that  a more  reasonable  basis  exists  for  the 
twisting  sensation  in  his  upper  left  abdomen.  A 
nervous  or  pressure  mechanism  must  await  experi- 
mental verification. 

SUMMARY 

1.  Right  aortic  arch  is  usually  asymptomatic 
but  is  important  to  recognize  in  order  to  differen- 
tiate from  other  conditions  which  may  be  serious. 

2.  The  anomaly  is  best  recognized  by  roentgen 
barium  studies  of  the  esophagus  in  both  postero- 
anterior and  right  anterior  oblique  views. 

3.  Different  variations  of  this  anomaly  produce 
different  roentgen  findings. 

4.  The  reported  incidence  of  the  condition  has 
increased  with  more  careful  roentgen  studies. 
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TROPICAL  DISEASES  OF  INCREASING 
IMPORTANCE* 

Lt.  Col.  Frank  B.  Queen 

MEDICAL  CORPS,  ARMY  OF  THE  UNITED  STATES 
BUSHNELL  GENERAL  HOSPITAL 

BRIGHAM  CITY,  UTAH 
(Continued) 

Leishmaniasis 

There  are  three  types  of  leishmaniasis;  Old 
World  visceral  (kala-azar),  Old  World  cutaneous, 
and  American  mucocutaneous.  Their  distinction 
rests  upon  clinical,  epidemiologic  and  pathologic 
differences  in  man.  The  organisms  considered  causa- 
tive for  each  are;  L.  donovani  for  visceral  leish- 
maniasis; L.  tropica  for  Old  World  cutaneous 
leishmaniasis;  and  L.  braziliensis  for  American 
mucocutaneous  leishmaniasis.  These  cannot  be  dis- 
tinguished microscopically,  serologically  or  by 
pathogenicity  in  animals.  It  is  by  their  clinical  man- 
ifestations only  that  these  forms  are  differentiated. 
Therefore,  each  form  will  be  considered  individ- 
ually. 

OLD  WORLD  VISCERAL  LEISHMANIASIS 

Synonyms:  Kala-azar,  Dumdum  fever.  Black 
fever. 

Geographically  this  disease  is  widespread,  oc- 
curring in  the  Mediterranean  basin.  Southern  Rus- 
sia, India,  China,  Iraq,  Abyssinia,  the  Sudan  and 
West  Africa;  in  the  New  World  in  Brazil,  Argen- 
tina, Paraguay  and  Bolivia. 

The  disease  is  caused  by  Leishmania  donovani, 
and  transmitted  by  the  bite  of  the  sand  fly  (genus 
Phlebotomus) . Probably  the  sand  fly  is  the  essen- 
tial host,  since  the  parasite  in  the  fly  occurs  as  a 
flagellate.  Probable  reservoir  hosts  include  dogs 
and  some  other  domestic  animals,  and  possibly 
rarely  wild  animals. 

Clinically  kala-azar  is  a disease  of  young  indi- 
viduals. The  incubation  period  is  six  weeks  to  four 
months.  There  is  progressive  enlargement  of  the 
spleen,  diarrhea,  anemia,  leukopenia,  thrombocyto- 
penia, albumin-globulin  ratio  reversal,  emaciation 
and  multiple  hemorrhages.  Without  treatment  the 
death  rate  is  about  90  per  cent.  The  course  of  the 
disease  is  usually  two  or  three  years. 

Laboratory  diagnosis  is  by  demonstration  of  L. 
donovani  in  blood  smears  (reported  positive  in  1 — 
38  per  cent  of  cases)  or  cultures,  or  in  material 
from  spleen,  liver,  bone  marrow  or  lymph  node 
puncture.  Long  search  is  frequently  necessary  to 
find  the  parasites.  The  Leishman-Donovan  bodies 
are  round  or  oval  and  from  2 to  5 mu.  in  diameter. 
Usually  they  lie  within  the  endothelial  cells.  With 


Wright’s  stain  the  nucleus,  which  occupies  about 
one-third  of  the  cell,  is  granular  and  bright  red; 
the  cytoplasm  is  faint  blue.  Presumptive  diagnostic 
tests  are  the  Formol  gel  or  aldehyde  test,  globulin 
precipitation  test  and  antimony  test. 

Antimony  in  pentavalent  form  is  the  treatment 
of  choice,  given  as  neostibosan  which  may  be  given 
in  daily  injections  but  is  usually  given  on  alternate 
days  in  the  following  doses:  0.1  gm.,  0.2  gm.,  0.25 
gm.,  or  0.3  gm.  If  there  are  no  reactions,  the  maxi- 
mum dose  is  continued  until,  for  a 100-pound  pa- 
tient, 3 gm.  have  been  given. 

CUTANEOUS  LEISHMANIASIS 

Synonyms:  Oriental  sore,  Delhi  boil,  Allepo  boil, 
Bagdad  boil,  furunculus  orientalis,  etc. 

Geographically  this  disease  is  widespread  in  many 
parts  of  the  tropical  world  as  its  various  names 
suggest.  It  is  found  about  the  Mediterranean,  in 
India,  Central  Asia,  China  (Hunan  province), 
Persia,  Syria,  Palestine,  Arabia,  and  many  parts 
of  Africa,  including  North  Africa.  Though  its  dis- 
tribution is  roughly  that  of  visceral  leishmaniasis, 
it  does  not  occur  in  localities  where  kala-azar  is 
present.  Its  relationship  to  kala-azar  is  obscure. 

The  causative  organism  is  Leishmania  tropica 
which  cannot  be  distinguished  microscopically 
from  L.  donovani.  As  with  kala-azar,  sand  flies  of 
the  genus  Phlebotomus  are  the  suspected  vectors. 
Open  wounds  may  be  infected  by  contact  (as  by 
the  common  house  flies,  etc.). 

Clinically  the  disease  begins  as  an  itching,  red- 
dened papule  on  exposed  sites,  which  gradually 
enlarges,  ulcerates  and  forms  a rounded,  punched- 
out  type  of  ulcer,  usually  about  one  inch  in  diam- 
eter. Often  the  ulcers  are  multiple.  The  incubation 
period  is  from  a few  weeks  to  a few  months.  The 
disease  is  self-limited.  After  several  months  to  a 
year  healing  begins,  leaving  a depressed,  disfigur- 
ing scar.  Definite  diagnosis  depends  upon  finding 
the  organism  within  the  tissue  fluid  (not  pus),  as- 
pirated from  the  margin  or  base  of  the  ulcer,  or  in 
a biopsy  from  the  margin  of  the  ulcer. 

Treatment  is  local  by  means  of  injections  of 
berberine  sulfate  into  the  margins  of  the  ulcers, 
or  general  with  neostibosan  as  for  visceral  leish- 
maniasis. Cautery  excision  and  roentgen  ray  are 
said  to  be  helpful.  One  attack  confers  immunity. 

AMERICAN  LEISHMANIASIS 

Synonyms:  mucocutaneous  leishmaniasis,  naso- 
pharyngeal leishmaniasis,  Brazilian  leishmaniasis, 
espundia. 

The  geographical  distribution  of  this  disease  is 
South  and  Central  America.  It  is  especially  prev- 
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alent  in  Brazil,  Peru,  Bolivia  and  Paraguay,  though 
it  occurs  in  every  South  American  country  except 
Chile.  It  is  found  in  all  the  Central  American 
countries  and  in  Mexico. 

The  disease  is  caused  by  Leishmania  braziliensis 
which,  too,  is  indistinguishable  by  laboratory 
means  from  the  other  forms  of  Leishmania.  Sand 
flies  of  the  genus  Phlebotomus  are  the  suspected 
vectors.  Contact  infection  is  considered  possible. 

Clinically  the  disease  may  occur  on  any  exposed 
part  of  the  body,  where  it  presents  the  same  ap- 
pearance as  the  Old  World  cutaneous  leishmaniasis, 
beginning  as  a small  red  papule,  and  progressing 
to  ulceration.  Later  ulcerations  may  appear  about 
the  nose  and  mouth;  these  extend  and  may  cause 
extensive  destruction  of  the  tissues  of  the  nose  and 
face.  When  the  lesion  begins  on  a mucous  surface 
it  may  produce  a fungating  ulcer.  The  pharynx  and 
lamyx  are  sometimes  involved.  If  untreated,  death 
may  result  from  sepsis  and  exhaustion. 

Specific  diagnosis  depends  upon  the  demonstra- 
tion of  Leishmania  in  cultures  or  smears  of  fluid 
from  the  margins  of  the  ulcer,  or  in  that  aspirated 
from  nodules  before  ulceration  occurs.  Treatment 
is  the  same  as  that  for  cutaneous  leishmaniasis, 
unless  the  mucous  membranes  are  involved,  when 
treatment  is  systemic,  as  for  kala-azar. 

The  Leishmania  diseases  are  not  expected  to  gain 
a foothold  in  the  United  States.  While  some  flies  of 
the  genus  Phlebotomus  transmitting  leishmaniasis 
are  found  in  the  Gulf  States,  these  are  not  wide- 
spread, and  no  other  important  vectors  are  known. 
It  is  entirely  possible  that  some  cases  may  be 
transmitted  by  contact,  or  by  fly  contamination  of 
wounds,  but  these  will  not  be  numerous,  and  the 
disease  will  be  chiefly  seen  transiently  in  soldiers 
returning  from  infected  areas. 

Filariasis 

There  are  at  least  eight  species  of  Filaria  that 
may  infect  man.  Four  of  these  will  be  considered 
here,  because  of  their  clinical  interest,  or  their 
potentiality  of  spread  in  the  United  States.  The 
first,  and  most  important  of  these  is: 

FILARIASIS  BANCROFTI 

Geographically  this  Filaria  is  widespread  through 
the  tropical  regions  of  the  world,  being  common 
in  China,  India,  the  Pacific  Islands,  and  especially 
Samoa  (where  60  per  cent  of  the  inhabitants  are  in- 
fected), tropical  Africa,  Central  America,  South 
America  and  the  West  Indies.  In  the  United  States 
there  was  an  endemic  focus  in  and  about  Charles- 
ton, South  Carolina,  which  is  apparently  disap- 
pearing with  the  improvement  of  mosquito  control. 


Filariasis  is  transmitted  by  each  of  the  fotir  gen- 
era of  mosquitoes  of  importance  from  the  medical 
point  of  view.  In  this  country,  China,  Japan,  India, 
Egypt,  Australia,  the  West  Indies,  the  Pacific  Is- 
lands and  elsewhere,  Culex  is  the  vector;  Aedes 
transmits  the  disease  in  West  Africa,  New  South 
Wales,  Japan,  the  Pacific  Islands  and  elsewhere; 
Mansonia  in  Central  Africa,  Brazil,  India,  and 
Malaysia;  and  Anopheles  in  the  Caribbean,  Brazil, 
West  Africa,  Tunis,  India,  China,  Japan,  parts  of 
Australia  and  New  Guinea. 

The  etiologic  agent  is  Wuchereria  (Filaria)  ban- 
crofti.  Man  is  the  only  vertebrate  known  to  be 
infected  by  it.  The  adult  worms  live  in  the  lym- 
phatics of  the  extremities  and  trunk,  and  particu- 
larly in  the  lower  abdominal  and  inguinal  regions. 
The  worms  may  live  as  long  as  twelve  or  more 
years.  The  female  is  about  65  mm.  long,  and  0.25 
mm.  in  breadth;  the  males  are  about  half  this  size. 
Both  sexes  lie  in  coiled  up  masses  within  the  lym- 
phatics, where  mating  occurs.  The  microfilariae, 
which  measure  about  300x7.5  mu,  appear  in  the 
blood  at  night  in  enormous  numbers,  gradually  in- 
creasing until  the  maximum  numbers  are  found 
from  between  10  p.m.  to  2 a.m.,  after  which  they 
begin  to  disappear,  so  that  by  morning  and  dur- 
ing the  daylight  hours  few’  or  none  are  found  in 
the  peripheral  blood. 

This  nocturnal  periodicity  of  the  microfilariae  is 
a remarkable  phenomenon,  the  nature  of  which 
is  not  fully  understood.  The  appearance  of  the 
microfilariae  seems  to  result  from  the  simultaneous 
cyclical  parturition  of  the  females,  apparently  be- 
ginning in  the  early  evening  (though  observations 
on  worms  found  in  surgical  specimens  indicate  that 
parturition  occurs  about  noon).  The  periodicity 
seems  to  be  adapted  to  the  feeding  habits  of  the 
most  common  vector  (Culex)  which  bites  at  night. 
It  has  also  been  suggested  that  the  larvae  migrate 
in  response  to  light  from  the  external  to  the  inter- 
nal vessels.  The  evidence  for  this  is  Manson’s  ob- 
servation of  large  numbers  of  larvae  adherent  to 
the  walls  of  the  small  vessels  of  the  lungs  and  kid- 
neys and  of  the  large  arteries  in  the  case  of  a pa- 
tient who  committed  suicide  during  the  day.  If  the 
host  sleeps  in  the  day  and  is  up  at  night,  the 
periodicity  of  larvae  in  the  peripheral  blood  is  grad- 
ually reversed.  There  is  no  satisfactory  explanation 
for  this  phenomenon  either.  In  the  Fiji  and  some 
other  Pacific  islands,  where  the  intermediate  host 
(.\edes  variegatus)  is  a day  feeder,  the  strain  is 
nonperiodic. 
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All  the  microfilariae  not  ingested  by  the  mosquito, 
through  which  the  larval  stage  is  passed,  die  with- 
out a trace  and  produce  no  further  disease  in  man. 
In  the  mosquito  the  microfilariae  migrate  through 
its  stomach  wall  into  the  thoracic  muscles,  where 
in  about  three  weeks,  they  develop  into  the  larval 
stage.  The  larvae  then  migrate  into  the  labium  of 
the  mosquito,  from  whence  they  may  be  deposited 
on  the  skin  of  the  human  host  at  or  near  the  point 
of  the  bite.  After  penetrating  the  skin  and  reach- 
ing the  lymphatics  they  develop  into  adult  worms, 
a process  which  probably  requires  many  months. 
There  is  no  multiplication  of  the  larvae  within  the 
mosquito,  but  merely  growth  with  transformation 
into  the  infectious  larval  stage. 

Clinically,  Filariasis  bancrofti  is  characterized 
by  lymphatic  obstructive  symptoms,  most  often 
of  the  genitalia  or  lower  extremities.  When  exten- 
sive, this  gives  rise  to  elephantiasis.  Secondary 
bacterial  infections  sometimes  occur,  and  some 
authorities  believe  it  is  this  that  is  responsible  for 
the  elephantiasis.  Others  believe  gradual  fibrosis, 
together  with  the  worms  themselves  cause  the  lym- 
phatic obstruction.  xAfter  death,  the  adult  worms 
often  calcify,  and  they  may  then  sometimes  be 
detected  by  roentgenograph. 

Specific  diagnosis  depends  upon  the  demonstra- 
tion of  the  microfilariae  in  the  blood.  Because  of 
the  periodicity  of  the  cyclic  appearance  of  the 
microfilariae  in  the  peripheral  blood,  smears  for  ex- 
amination should  be  taken  between  10  p.m.  and 
2 a.m.  In  such  wet  slide  preparations  the  micro- 
filariae when  present  can  be  readily  found  by  their 
agitation  of  the  red  blood  cells  in  the  course  of 
their  motion  through  the  blood.  Sometimes  they 
can  be  more  readily  found  by  examining  the  centri- 
fuged sediment  of  a generous  sample  (15  cc.)  of 
laked  blood  or  in  the  centrifuged  sediment  of  hy- 
drocele or  ascitic  fluids.  In  Wright  or  Gram  stained 
thick  film  preparations  the  parasites  are  character- 
istic. The  different  species  may  be  distinguished  by 
the  spacing  of  the  nuclei.  There  is  also  a presump- 
tive skin  test  and  complement  fixation  reaction,  in 
which  antigen  prepared  from  the  dog  heart  worm 
(Dirofilaria  immitis)  is  utilized. 

No  specific  therapy  for  bancrofti  infections  is 
known.  Surgical  removal  of  the  affected  parts  may 
give  temporary  relief.  Pressure  bandaging  is  of  aid 
in  treating  the  elephantiasis.  Prevention  depends 
upon  mosquito  control. 

Since  the  disease  is  tropical  and  subtropical,  and 
often  fatal  to  the  mosquito  host,  thus  requiring  a 
large  number  of  mosquitoes  for  its  propagation,  the 


spread  of  Filariasis  bancrofti  in  this  country  is  not 
anticipated.  However,  individual  cases  may  be 
expected  to  develop  in  returned  soldiers  many 
months  after  they  have  left  an  infected  area,  and 
hence  cases  will  be  seen  from  time  to  time  in  this 
country. 

ONCHOCERCIASIS 

{Onchocerca  volvulus) 

This  disease  is  found  in  the  Congo  River  basin 
and  in  the  American  hemisphere  in  Guatemala  and 
Southern  Mexico. 

This  filaria  is  transmitted  in  Africa  by  the  bite 
of  a black  gnat  (Eusimulium  damnosum),  and  in 
Central  America  by  three  species  of  Eusimulium 
gnats.  All  are  daylight  feeders  and  occur  chiefly 
about  fast  running  streams,  since  well-aerated 
water  is  required  for  the  development  of  their  lar- 
vae. Man  is  the  only  vertebrate  host. 

The  microfilaria,  after  ingestion  by  the  gnat, 
undergoes  a development  period  of  about  six  days 
in  the  thoracic  muscles  of  the  gnat,  from  whence 
it  migrates  to  the  mouth  parts  and  is  introduced 
into  the  wound  made  by  the  feeding  insect. 

Clinically  the  disease  is  characterized  by  devel- 
opment, after  an  incubation  period  of  several 
months,  of  tender,  freely  movable  subcutaneous 
nodules  2 to  30  mm.  in  diameter  near  the  site  of 
the  infecting  bite  which  is  usually  on  the  head, 
upper  trunk  or  extremities.  The  nodules  are  com- 
posed of  the  adult  filariae,  male  and  female,  en- 
meshed together  in  connective  tissue  network.  The 
larvae  are  produced  in  large  numbers  and  migrate 
through  the  tissues  for  some  distance,  giving  rise 
to  intense  itching  and  cutaneous  irritation.  Some- 
times they  migrate  into  the  eye  (about  5 per  cent 
of  cases),  causing  conjunctivitis  and  ophthalmitis 
with  blindness. 

Diagnosis  is  established  by  identifying  the  larvae 
or  the  adult  worms  in  the  excised  nodules,  skin 
biopsies,  bits  of  bulbar  conjunctiva,  or  in  fluid 
aspirated  from  the  subcutaneous  nodules.  The  tissue 
may  be  examined  directly  on  a slide,  or  in  Giemsa 
stained  films.' The  larvae  are  seldom  found  in  the 
blood.  Eosinophilia  is  present  only  when  larvae 
are  in  the  blood.  Intracutaneous  tests  are  unsatis- 
factory, though  complement  fixation  tests,  using 
antigens  made  of  the  worms,  are  fairly  reliable. 

Treatment  consists  of  excision  of  the  nodules. 
Prevention  is  by  means  of  protective  clothing,  pro- 
tective head  nets,  repellents  applied  to  the  skin, 
pyrethrum  sprays,  smudges,  etc. 

The  presence  of  a species  of  Eusimulium  in  the 
southwestern  United  States,  related  to  those  known 
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to  serve  as  the  intermediate  host  for  onchocerca 
suggests  the  possibility  that  the  disease,  if  intro- 
duced, might  become  established  in  this  country. 

LOIASIS 

Loa  loa  (loiasis)  is  found  in  the  Congo  and  in 
the  West  Indies. 

The  intermediate  host  is  the  blood-sucking  man- 
go fly  (Chrysops).  The  cycle  of  development  in 
the  mango  fly  is  very  similar  to  that  of  W.  ban- 
crofti  in  the  mosquito.  Man,  and  questionably  the 
baboon,  are  the  only  known  vertebrate  hosts  of 
Loa  loa. 

Clinically  the  disease  is  characterized  by  a long 
incubation  period  of  many  months.  When  grown, 
the  female  is  about  70  mm.  long  and  0.5  mm.  in 
diameter;  the  male  is  about  one-half  this  size. 

Clinical  symptoms  depend  upon  the  migration 
of  the  adults  through  the  connective  tissues,  which 
causes  abrupt,  painless,  transient,  nonpitting  swell- 
ings (Calabar  swellings)  sometimes  as  large  as  a 
hen’s  egg.  Occasionally  the  adults  migrate  into  the 
eye,  or  into  the  subcutaneous  tissues  overlying 
bones.  From  such  locations  they  may  be  removed. 
There  is  no  other  treatment.  The  microfilariae  are 
sometimes  found  in  the  blood  stream  as  in  W. 
bancrofti,  though  the  periodicity  is  diurnal. 

Diagnosis  is  by  means  of  identifying  the  adult 
worms  when  surgically  removed,  or  by  finding 
microfilariae  in  the  blood,  using  the  methods  out- 
lined in  the  blood  examination  for  bancrofti. 

FILARIASIS  MEDINENSIS 

Synonyms:  Dracunculus  medinensis,  guinea 

w'orm,  medina  worm.  This  is  the  last  of  the  Filaria 
group  of  probable  importance  to  us. 

Geographically  it  is  common  in  parts  of  India, 
Arabia,  Africa,  the  West  Indies,  Brazil  and  the 
Guianas.  It  has  been  found  in  foxes,  raccoons,  and 
mink  in  this  country,  though  no  human  cases  have 
been  reported. 

The  intermediate  host  is  the  fresh  water  cyclops. 
The  embryos,  when  engulfed  by  the  cyclops,  under- 
go a development  period  of  four  to  six  weeks,  after 
which  they  remain  in  the  thoracic  muscles  of  the 
cyclops  until  ingested  by  the  definitive  host,  either 
man  or  animal. 

Man  is  infected  by  drinking  water  containing 
infected  cyclops.  The  larvae,  when  liberated  by 
digestion  in  man,  bore  through  the  stomach  wall 
and  migrate  into  the  connective  tissues.  Develop- 
ment of  the  adult  requires  about  one  year.  Little 
is  known  of  the  details  of  development.  However, 
when  the  female  is  mature  and  fecundated,  a most 
interesting  phase  of  reproductive  specialization  is 


manifested.  The  head  of  the  female  penetrates  into 
the  epidermis,  where  a blister  appears  which  rup- 
tures to  become  an  itching,  burning,  painful  ulcer. 
Systemic  symptoms  of  nausea,  vomiting,  diarrhea 
and  asthma  suggest  that  this  is  accompanied  by  an 
anaphylactic  reaction. 

The  head  of  the  worm  may  be  seen  protruding 
from  the  base  of  the  ulcer,  from  which  it  may  be 
extracted  entire,  if  great  care  is  used.  Extreme  care 
is  important  since,  if  the  worm  is  crushed  or  trau- 
matized so  that  its  body  contents  escape  into  the 
tissues,  a very  violent  and  serious  inflammation  re- 
action results.  As  the  female  is  often  of  large  size, 
as  much  as  1.6  mm.  in  diameter  and  one  meter  in 
length,  extraction  is  difficult.  The  native  method 
is  to  wind  the  worm  upon  a stick,  a two-week’s 
process  as  practiced  by  them.  European  physicians 
inject  chloroform  into  the  worm,  after  which  it 
may  be  slowly  extracted,  or  induce  parturition  by 
frequent  moistening  with  cold  compresses,  follow- 
ing which  it  may  be  more  easily  removed. 

The  appearance  of  the  female  within  the  ulcer 
indicates  that  the  young  are  sufficiently  developed 
for  parturition.  This  will  not  occur  until  the  head 
of  the  worm  is  immersed  in  water,  however,  and 
then  by  a very  interesting  mechanism.  The  uterus, 
which  occupies  the  greater  part  of  the  body  of  the 
worm,  is  gradually  prolapsed  through  the  ruptured 
head  with  the  discharge  of  a drop  or  two  of  milky 
fluid  containing  myriads  of  actively  motile  embryos. 
These,  when  discharged  into  water  containing  the 
intermediate  host  (cyclops)  perpetuate  the  cycle. 

Diagnosis  of  this  condition  is  made  by  finding 
the  worm  in  an  ulcer,  or  occasionally  by  visualizing 
it  in  the  superficial  connective  tissues.  There  is  no 
treatment  of  the  disease  except  extraction  of  the 
individual  worms  as  they  appear.  Prevention  is  by 
the  observance  of  water  hygiene. 

While  Dracunculus  medinensis  is  not  likely  to 
become  widespread  in  this  country  because  of  the 
general  observance  of  water  hygiene  here,  the  vec- 
tors and  the  host  reservoirs  are  present,  and  occa- 
sional infections  may  well  be  observed. 

Schistosomiasis 

Five  species  of  Schistosoma  have  been  reported 
in  man,  of  which  but  three  are  of  major  impor- 
tance. All  three  of  these  are  essentially  similar  in 
their  life  cycles,  excepting  that  they  localize  in 
different  portions  of  the  body,  thus  causing  differ- 
ent clinical  syndromes.  These  species  may  be  dif- 
ferentiated in  the  laboratory  from  the  location  of 
the  spines  on  the  ova  of  each.  The  spine  is  terminal 
in  S.  hematobium,  lateral  in  S.  mansoni,  while  the 
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ovum  of  S.  japonicum  is  without  spines.  Man  is 
the  usual  reservoir  host  for  S.  hematobium  and  S. 
mansoni,  although  rarely  monkeys  are  naturally  in- 
fected. In  the  case  of  S.  japonicum  many  domesti- 
cated animals  (dogs,  cats,  cattle,  horses,  \yater  buf- 
falo and  wild  rodents)  also  serve  with  man  as  the 
natural  reservoir.  Snails  are  the  intermediate  hosts 
for  all  three  of  these  Schistosoma. 


SCHISTOSOMA  HEMATOBIUM 

This  is  found  in  .Africa  in  the  Nile,  Congo  and 
Niger  river  valleys,  and  in  Europe  and  Asia  about 
the  Mediterranean  sea.  Thirty-three  cases  have 
been  reported  in  the  United  States  and  Canada; 
two  of  these  from  Michigan.**  There  are,  however, 
no  proved  endemic  cases  reported  from  the  United 
States.  The  intermediate  host  is  one  of  several 
species  of  snails.  Man  is  the  reservoir  host. 

LIFE  CYCLE 

The  eggs,  when  deposited  in  water,  immediately 
rupture  and  the  free-swimming  miracidium  seeks 
out  and  penetrates  the  snail  host.  In  the  lymphatics 
and  liver  of  the  snail  it  proliferates  through  two 
parthogenic  cycles,  from  the  second  of  which  the 
cercariae,  free-swimming  stage  are  formed.  The  cer- 
cariae  emerge  from  the  snail  without  destroying  the 
host  and  infest  shallow  water  along  the  banks  of 
streams  and  ponds,  from  which  they  infect  man. 
The  entire  cycle  in  the  snail  occupies  from  10  to 
75  days.  Faust  calculated  that  a single  snail  in- 
fected with  a miracidium  of  S.  mansoni  might  lib- 
erate from  100,000  to  200,000  cercariae. 

Man  is  infected  by  bathing  or  wading  in  infected 
waters. 

The  cercariae  burrow  through  the  skin  by  digest- 
ing their  way,  and  enter  the  lymphatics  and  blood 
vessels,  through  which  they  are  carried  to  the  por- 
tal circulation.  Once  here,  about  one  to  two  months 
are  required  for  the  parasites  to  attain  maturity. 
When  mature  and  fertilized,  the  females  penetrate 
the  venules  of  the  portal  system  as  far  as  possible 
by  active  motion  against  the  blood  stream,  and 
then  withdraw,  depositing  ova  singly  as  they  do  so. 
The  spines  of  these  point  backward,  and  so  are 
forced  into  the  venule  wall  by  its  elastic  contrac- 
tion and  from  the  pressure  of  the  oncoming  venous 
blood.  For  some  reason,  S.  hematobium  in  particu- 
lar, deposits  its  eggs  in  the  veins  about  the  bladder 
and  rectum.  The  eggs  set  up  an  inflammatory  proc- 
ess, and  many  slough  into  the  lumen  of  the  bladder 
and  bowel,  from  which  they  are  passed,  to  begin 
a new  cycle  if  they  fall  into  water  containing  the 
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host  snail.  The  life  and  reproductive  cycle  of  a sin- 
gle female  hematobium  may  extend  over  a period  of 
twenty  years  or  more. 

CLINICAL  SYMPTOMS 

The  first  symptoms  are  those  of  a dermatitis  or 
rash  which  accompanies  the  penetration  of  the  cer- 
cariae through  the  skin.  During  the  visceral  migra- 
tion stage  and  prior  to  reproduction  there  is  often 
fever,  eosinophilia  and  urticaria.  After  the  ova  have 
been  deposited,  there  is  a long  stage  of  inflamma- 
tion and  fibrosis  which  is  manifested  clinically  by 
cystitis,  hematuria,  fistulous  formation,  prostatitis, 
urethritis  and  sometimes  by  bladder  calculus  forma- 
tion. Cancer  of  the  bladder  occasionally  develops. 
When  the  rectum  is  involved,  diarrhea,  ulcers  and 
polyposis  may  result.  The  clinical  symptoms  de- 
pend upon  the  structures  predominantly  involved. 

Diagnosis  depends  upon  identification  of  the  ter- 
minal spined  ova  in  the  urine,  and  more  rarely  in 
the  stools. 

Treatment  is  by  means  of  potassium  antimony 
tartrate  (tartar  emetic)  or  fuadin  (a  proprietary 
antimony  compound).  The  latter  is  the  drug  of 
choice,  and  is  given  intravenously  over  a period  of 
seventeen  days. 

Prevention  is  by  means  of  snail  host  eradication, 
sanitary  disposal  of  excreta,  and  by  avoiding  in- 
fected waters. 

Schistosomiasis  may  become  a problem  if  intro- 
duced in  this  country,  since  snails  of  the  genus 
Bulinus  are  widespread  in  the  United  States,  though 
it  is  not  known  if  American  species  are  suitable  in- 
termediate hosts  for  these  schistosomes.  We  are  in- 
formed that  investigations  to  determine  this  are 
being  conducted  by  the  United  States  Public  Health 
Service  at  present. 

SCHISTOSOMA  MANSONI 

Intestinal  schistosomiasis  is  found  coexisting 
with  S.  hematobium,  and  in  addition  is  found  in 
South  .America  and  the  West  Indies.  The  life  cycle 
is  essentially  the  same  as  in  S.  hematobium  ex- 
cepting that  the  embryo  develops  through  a differ- 
ent species  of  intermediate  host  snail  (Planorbis, 
only)  and  the  site  of  localization  in  the  human  is 
chiefly  in  the  veins  of  the  colon  and  rectum.  Ul- 
ceration through  the  mucosa  with  discharge  of  the 
eggs  is  essentially  similar  in  this  species  as  in  S. 
hematobium.  There  is  often  extensive  ulceration 
and  polyp  formation.  Sometimes  dysentery  is  the 
predominant  symptom.  The  ova  are  frequently  car- 
ried to  the  liver,  where  they  produce  enlargement 
of  both  the  liver  and  spleen.  Diagnosis  is  estab- 
lished from  clinical  symptoms  and  from  finding 
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of  the  lateral-spined  ova  in  the  feces,  or  very  rarely, 
in  the  urine.  Treatment  and  prevention  are  the 
same  as  in  S.  hematobium. 

SCHISTOSOMA  JAPONICUM 

Oriental  schistosomiasis  is  found  in  the  Far  East, 
Japan,  China,  Burma  and  in  some  of  the  Philippine 
Islands. 

The  life  cycle  of  this  species  is  essentially  that  of 
the  preceding  two  excepting  that  still  a third  group 
of  intermediate  snail  hosts  are  required  for  develop- 
ment of  the  embryos  into  the  larvae. 

Clinically  the  disease  is  characterized  by  great 
enlargement  of  the  liver  and  spleen  and  by  ter- 
minal cirrhosis  of  the  liver.  Localization  of  the  ova 
is  chiefly  in  the  liver,  since  these  are  spineless  and 
hence  cannot  be  fixed  within  the  peripheral  mes- 
enteric vessels.  Diarrhea  is  a predominant  early 
symptom.  Some  of  the  ova  appear  in  the  stools  and 
specific  diagnosis  is  made  by  identifying  them  in 
the  stool  examinations.  Treatment  and  prevention 
are  as  for  the  other  Schistosomiasis  infections. 

SUMMARY 

In  the  space  allotted  it  is  not  possible  to  discuss 
all  of  the  more  important  of  the  tropical  diseases 
which  will  become  of  increasing  importance  with 
the  return  of  our  Armed  Forces.  Many  of  these  dis- 
eases, such  as  amebiasis  and  bacterial  infections, 
are  already  established  among  our  population,  and, 
therefore,  are  not  considered  here. 

Some  of  the  diseases  discussed  are  important  be- 
cause they  may  be  expected  to  become  clinically 
manifest  after  a long  incubation  period  (leish- 
maniasis, filariasis,  schistosomiasis)  or  to  relapse 
(malaria,  hookworm)  and  thus  physicians  may  be 
called  upon  to  diagnose  and  treat  these  in  men 
now  in  our  Armed  Forces  after  their  return  to  civil 
life.  Some  of  these  diseases  are  also  important  be- 
cause they,  are  potentially  capable  of  becoming 
established  in  this  country.  For  schistosomiasis 
there  may  be  vectors,  and  for  filariasis  there  are 


vectors,  and  for  one  (Dracunculus  medinensis) 
there  are  both  vectors  and  reservoir  hosts  now  na- 
tive within  this  country. 

Nevertheless,  it  is  not  expected  that  even  these 
diseases  will  spread  among  the  civilian  population 
of  this  country  to  any  extent,  or  that  they  will  be- 
come established  as  the  result  of  infected  individ- 
uals being  returned  to  this  country;  first,  because 
contacts  will  be  relatively  few;  second,  because 
hygiene  and  sanitation  within  this  country  are  gen- 
erally in  an  advanced  state;  and,  third,  our  tem- 
perate climate  with  its  cold  winters  will  largely  pre- 
vent the  spread  of  these  diseases. 

CONCLUSIONS 

1.  Physicians  will  be  called  upon  to  diagnose  and 
treat  a variety  of  tropical  diseases  in  individuals 
following  the  return  of  our  Armed  Forces. 

2.  The  spread  of  tropical  diseases  from  returning 
soldiers  to  the  general  population  in  this  country 
is  not  expected. 

Note:  Since  preparation  of  the  foregoing,  a statement 
issued  by  the  Subcommittee  on  Tropical  Diseases  of  the 
National  Research  Council,  and  having  the  approval  of  the 
Surgeon  General  of  the  Army  and  others  has  appeared.^ 
-After  discussion  of  malaria,  dysentery,  and  filariasis,  under 
the  heading  of  “Other  Diseases,”  the  following  statement 
is  made: 

“The  other  diseases  which  may  possibly  be  brought  into 
the  continental  United  States  by  returning  military  person- 
nel are  visceral  and  cutaneous  leishmaniasis,  schistosomiasis, 
the  filarial  worms  Loa  loa  and  Onchocerca,  African  trypan- 
somiasis,  leprosy,  relapsing  fever  and  various  fungus  diseases 
of  the  skin.  The  probability  that  new  endemic  areas  of  any 
of  these  diseases  will  become  established  in  the  United 
States  is  very  slight.  They  should,  however,  be  recognized 
clinically  and  etiologically  by  the  medical  profession,” 

The  Committee  recommends  that  physicians  and  health 
departments  prepare  themselves  for  the  diagnosis,  treatment 
and  control  of  these  diseases  by  means  of  study,  modern 
textbooks,  programs  devoted  to  these  subjects,  and  in  other 
suggested  ways. 

The  effectiveness  of  the  control  of  diseases  mediated 
through  insect  vectors  will  doubtless  be  greatly  aided 
through  the  use  of  DTT,  the  new  insecticide  currently 
undergoing  trial  in  the  Armed  Forces. 

7.  Tropical  Diseases  in  Returning  Military  Personnel. 
J.  A.  M.  A.,  123:1052-1053.  Dec.  18,  1943. 


RED  CROSS  EXPANDS  WHOLE  BLOOD  PROGRAM 
Washington,  D.  C. — In  response  to  urgent  requests  from 
the  Pacific  battle  area  for  more  whole  blood,  the  American 
Red  cross  is  extending  the  West  Coast  whole  blood  project 
to  include  San  Diego  and  Portland,  it  was  announced  today 
by  Basil  O’Connor,  Red  Cross  National  Chairman.  At  the 
same  time,  procurement  of  whole  blood  in  San  Francisco, 
Oakland  and  Los  .Angeles  is  being  stepped  up. 

Mr.  O’Connor  said  that  the  San  Diego  and  Portland 
centers  will  begin  collecting  whole  blood  as  soon  as  arrange- 
ments can  be  completed.  With  this  addition,  all  West  Coast 
centers  will  be  procuring  whole  blood  as  well  as  plasma. 

“Definite  whole  blood  quotas  have  not  been  set,”  the 
announcement  stated,  “because  amounts  required  vary  from 
day  to  day  according  to  military  needs.  The  important 
point  is  that  thousands  of  donors  are  needed  every  day. 
Each  center  will  regulate  whole  blood  procurement  accord- 


ing to  the  need  at  the  time  and  the  rest  of  the  blood  will 
be  processed  into  plasma,  which  is  also  urgently  needed.” 
Mr.  O’Connor  said  that  the  expansion  had  been  author- 
ized at  the  request  of  Vice  Admiral  Ross  T.  Mclntire, 
Surgeon  General  of  the  Navy,  and  was  based  upon  urgent 
requests  from  the  Pacific  theater  to  increase  whole  blood 
shipments  without  delay.  Whole  blood  is  used  primarily  in 
hospitals  and  aboard  hospital  ships  to  supplement  the  u.se 
of  plasma  in  the  front  lines. 
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ARMY  MEDICINE 
Philadelphia  Bulletin,  19  February,  1945. 

I thought  that  pyerhaps  readers  who  have  loved  ones  in 
the  armed  services  would  be  interested  to  hear  my  enthusi- 
astic endorsement  of  Army  medicine.  Over  a period  of  23 
months  in  the  ten  different  hospitals  I have  had  an  oppor- 
tunity to  experience  and  to  witness  a great  deal  of  the  work 
being  done  by  the  members  of  Army  hospital  organizations. 
The  work  is  well-planned,  well-administered,  and  the  treat- 
ments afforded  the  patients  are  efficiently  carried  out  by 
excellently  qualified  doctors  and  nurses. 

Services  rendered  by  ward  men  and  civilian  employees 
in  the  various  specialized  departments  deserve  the  highest 
praise.  It  cannot  be  attributed  to  my  good  fortune  alone 
that  in  each  of  the  ten  hospital  installations  where  I was 
treated  I should  have  had  such  completely  satisfactory 
medical  and  surgical  attention.  I truthfully  believe  that 
many  phases  of  the  treatment  afforded  me  were  miraculous 
in  the  results  they  achieved.  Army  medicine  saved  my  life, 
repaired  my  body,  and  introduced  me  to  a corps  of  men 
and  women  whose  lives  and  services  will  be  an  inspiration 
to  me  as  long  as  I live. 

Merl  H.  Scheffey, 

Captain,  .Air  Corps,  U.  S.  .Army. 


COMB.AT  BADGE  FOR  MEDICAL  PERSONNEL 
A special  badge  has  been  authorized  for  Medical  Depart- 
ment personnel  who  daily  share  with  the  infantry  the 
hazards  and  hardships  of  combat.  Made  of  silver,  the 
Medical  Badge  is  elliptical  in  shape  with  the  caduceus  and 
the  Geneva  Cross  superimposed  on  a litter  surrounded  by 
a wreath  of  oak  leaves.  It  is  to  be  worn  on  the  left  breast 
above  decorations  and  service  ribbons. 

The  badge  was  established  in  recognition  of  “the  impor- 
tant role  being  performed  by  medical  personnel  on  duty 
with  infantry  units,  especially  infantry  battalions.”  En- 
listed and  officer  personnel  below  field  grade  (major)  and 
regimental  surgeons  regardless  of  rank  are  eligible  for  the 
badge  if  they  have  seen  combat  service  with  the  infantry 
since  December  7,  1941. 


NEW  METHOD  FOR  REPAIRING  SEVERED 
ARTERIES  WITHOUT  SUTURES 

•A  new  method  whereby  severed  arteries  are  joined  to- 
gether by  means  of  vein  grafts,  the  ends  of  which  are 
enclosed  in  vitallium  tubes,  thus  eliminating  the  necessity 
of  sutures,  is  reported  by  .Arthur  H.  Blakemore,  M.D.,  and 
Jere  W.  Lord,  Jr.,  M.D.,  New  York,  in  The  Journal  of  the 
American  Medical  Association  for  March  31. 

Of  immediate  importance  in  application  to  the  hazards  of 
war  wounds,  the  technic  already  has  been  applied  to  cases 
where  the  removal  of  blood  vessel  tumors  involves  anas- 
tomosis (the  grafting  together  of  the  severed  blood  vessels). 
The  efficiency  of  the  nonsuture  method  over  the  use  of 
suture  lies  in  the  fact  that  the  possibility  of  infection  and 
blood  clots  is  generally  decreased. 

Vitallium,  a nontarnish  alloy,  was  selected  as  the  material 
from  which  to  make  the  cannulas  or  tubes.  This  metal  may 
be  left  in  tissues  for  indefinite  periods  without  causing 
objectionable  irritation  or  reaction.  The  technic  consists  of 
drawing  the  ends  of  the  vein  graft  through  the  tubes,  turn- 
ing them  back  over  the  ends  and  tying  them  down.  The 
ends  of  the  severed  arteries  are  pulled  over  the  ends  of 
the  graft  and  also  tied  down.  In  this  way  the  blood  does 
not  come  in  contact  with'  the  severed  ends  of  the  artery  or 
the  vein,  which  are  the  sites  of  potential  infection. 

“The  anatomic  arrangement  of  collateral  blood  vessels,” 
the  two  authors  say,  “in  relation  to  main  arteries  in  human 
extremities  is  such  that  war  missiles  causing  damage  to 
main  arteries,  of  necessity,  cause  more  or  less  damage  to 
collateral  vessels.  There  is,  unfortunately,  an  anatomic  limit 
to  the  number  of  collateral  vessels  that  can  be  damaged 
and  yet  have  a limb  surviving  ligation  (binding)  of  a dam- 
aged artery. 

“In  this  war,  then,  with  effective  treatment  of  shock, 
control  of  infection  and  vasospasm — adjuncts  known  to 
promote  the  blood  carrying  capacity  of  undamaged  collat- 


erals— a limb  survives  or  dies  following  ligation  of  a dam- 
aged main  artery  in  direct  accordance  with  the  number  of 
collateral  vessels  remaining  anatomically  intact. 

“The  control  of  infection  and  blood  clotting  assures  the 
success  of  blood  vessel  anastomosis  and  hence  the  control 
of  blood  flow.  The  elimination  of  devitalized  tissue  by  de- 
bridement (removal  of  foreign  matter  and  wounded  tissue), 
the  control  of  infection  and  an  adequate  supply  of  blood 
constitute  a basic  triad  on  which  successful  salvage  of 
wounded  extremities  with  main  artery  damage  dejjends. 
Restoration  of  a pulsating  normal  volume  blood  flow  by 
anastomosis  revitalizes  damaged  tissues.  It  is  a fact  that 
damaged,  anemic  tissues  afford  a peculiarly  favorable  me- 
dium for  the  development  of  gas  bacili.  Likewise  a dimin- 
ished blood  flow  disposes  to  the  development  of  bone  in- 
fection and  delays  bone  union  and  the  healing  of  wounds 
in  general  . . . 

“Injuries  to  arteries  in  the  war  wounded  are  likely  to  be 
extensive,  and  further  sacrifice  of  the  vessel  is  necessary  in 
debridement.  For  these  reasons  a method  of  blood  vessel 
anastomosis,  to  be  successful  and  practical  for  war  use, 
must  be  easily  adaptable  to  the  use  of  vein  grafts,  and  of 
any  length.  Our  method  fulfils  this  requirement  admirably 
and,  unlike  suture  anastomosis,  a considerable  disproportion 
in  size  between  the  graft  and  artery  complicates  the  technic 
and  efficiency  of  the  method  not  at  all.” 


TUBERCULOSIS  NOTES 

Hospitals  in  general  are  reluctant  to  adopt  the  modern 
methods  of  tuberculosis  control  because  of  the  expense 
involved.  -A  similar  stand  W'as  taken  by  industry  not  many 
years  ago  in  reference  to  industrial  hygiene  and  medicine. 
Experience,  however,  has  convinced  industry,  large  and 
small,  as  Dr.  Victor  G.  Heiser  puts  it  that,  “In  war  or  in 
peace,  no  plant  is  too  small  to  profit  from  a health  pro- 
gram.” (Maxim  Poliak,  M.D.,  Hospitals,  Sept.,  1944). 

■As  a method  of  tuberculosis  case-finding,  the  screening  of 
large  groups  of  apparently  healthy  individuals  by  means  of 
chest  roentgen  is  here  to  stay.  It  should  not  replace  the 
recognized  routine  methods  of  case-finding  by  means  of  ex- 
amination of  individuals  who  have  been  in  close  association 
with  tuberculous  patients  or  who  have  symptoms  referrable 
to  the  lungs.  Rather,  it  should  serve  as  an  excellent  auxiliary 
method  for  the  discovery  of  new  cases  and  in  that  way 
provide  to  health  departments  many  additional  opportuni- 
ties for  the  promotion  of  their  tuberculosis  control  pro- 
grams. (William  Siegal,  M.D.,  “Health  News,”  Nov.  13, 
1944). 


No  person  need  be  told  that  he  has  “a  spot  on  the  lung.” 
If  the  condition  is  as  clinically  insignificant  as  the  term 
suggests,  the  patient  should  be  told  that  he  has  a scar  from 
a previous  tuberculous  infection,  one  that  needs  an  oc- 
casional check-up  or  one  that  needs  no  further  observation. 
Or  when  the  diagnosis  is  certain,  the  patient  should  be  told 
that  his  lungs  are  normal.  For,  while  “a  spot  on  the  lung” 
is  often  the  obscured  beginning  of  destructive  disease,  it  is 
in  other  cases  the  starting  point  for  tuberculophobia  and 
anxiety  neuroses,  conditions  that  are  no  less  crippling  and 
hardly  more  easily  curable  than  tuberculosis  itself.  (Max 
Pinner,  M.D.,  NTA  Bull.,  Jan.,  1945). 

No  plan  for  tuberculosis  control  in  industry  is  complete 
unless  education  on  the  subject  is  continuous  and  has  been 
made  a large  part  of  the  program.  There  is  much  skepti- 
cism in  some  of  the  workers  as  well  as  in  management  of 
the  value  of  educational  measures.  Yet  no  one  is  willing 
to  deny  the  insurmountable  difficulties  which  obstruct 
efforts  to  prevent  disease  where  ignorance  of  the  dangers 
and  of  the  protective  possibilities  exist.  The  objective  is  to 
impart  information  which  will  function  practically  in  the 
immediate  routine  of  our  common  daily  life.  (T.  Lyle  Haz- 
lett,  M.D.,  Ind.  Med.,  March,  1944). 
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SEVENTY-FIRST  ANNUAL  MEETING 
PORTLAND,  1945 


THINK  IT  OVER,  DOCTOR 

There  have  been  many  occasions  of  late  when  the  medical  profession,  in  the  absence  of  clear  thinking,  has 
fancied  itself  in  something  of  a predicament  in  relation  to  what  is  variously  termed  state,  socialized  or  politicalized 
medicine.  To  emerge  from  this  quandary  various  remedies  and  procedures  have  been  advocated.  With  one  eye  cocked 
toward  our  critics,  many  of  whom  are  self-appointed,  while  others  appear  to  have  motives  of  questionable  direction,  we 
have  taken  what  we  think  are  positive  steps  having  the  form  of  numerous  plans  for  prepaid  medical  care.  In  spite  of 
admitted  imperfections,  these  plans  for  extensive  care  have  done  a good  job  in  their  way.  But  the  idea  persists,  appar- 
ently, that  this  way  is  not  the  way  the  critics  would  have  it,  if  indeed  they  have  any  way  in  mind,  for  the  clamor  is 
still  heard.  Now  comes  a contrast. 

The  question  is  raised  by  the  .American  -Association  of  Physicians  and  Surgeons,  commented  upon  in  a neighboring 
column,  if  the  course  of  nonparticipation  is  not  the  better  or  even  the  wisest  path  toward  emergence  from  bewilder- 
ment. It  cannot  be  denied  that  many  doctors  consider  current  efforts  nothing  but  measures  of  unwarranted  appease- 
ment, and  argue  with  considerable  weight  that  the  problem  should  preferably  be  met  head  on.  While  in  this  sense 
nonparticipation  might  be  classed  as  a distinctly  negative  procedure,  the  fact  remains  that  .American  medicine  has 
done  V'ery  well  by  its  patients,  so  that  efforts  to  resist  further  and  unjustified  impositions  may  indeed  require  whole 
hearted  nonparticipation. 

In  this  respect  attention  is  directed  also  to  the  communication  from  a number  of  doctors  in  the  armed  forces 
reprinted  in  its  entirety  elsewhere  in  this  section.  On  many  occasions  in  the  past  much  has  been  made  by  various  and 
sundry  spokesmen  of  the  thought  that  physicians  in  the  army  and  navy  are  completely  satisfied  with  the  idea  of 
state  or  politicalized  medicine  which  is  being  so  widely  pressurized  throughout  the  country.  In  the  face  of  the  doubtful 
authenticity  of  many  of  these  spokesmen  and  the  general  confusion  raised  by  the  clamor,  it  is  gratifying  to  have 
a first  hand  report  from  doctors  themselves  in  the  services. 

While  the  reference  is  primarily  to  California  affairs,  it  is  obvious  that  the  conditions  and  arguments  have  a 
general  application.  This  well-thought  through,  authentic  expression  could  profitably  be  required  reading  for  all 
doctors. 


NONPARTICIPATION  HAS  WIDE 
POSSIBILITIES 


C.ANNOT  BE  LIGHTLA'  DISMISSED;  TIMING  -AND 
LOCAL  APPLICATION  IMPORTANT 

More  information  has  been  received  regarding  the  plan 
of  nonparticipation  now  attempting  to  expand  its  activities 
through  a national  appeal  by  the  American  Association  of 
Physicians  and  Surgeons.  Much  can  be  said  for  the  idea,  but 
its  difficulties  should  also  be  known. 

The  plan  is  being  guided  largely  by  its  Indiana  origi- 
nators; these  men  are  reputable  doctors.  One  of  their  num- 
ber was  recently  appointed  secretary  of  the  Council  on 
Medical  Service  and  Public  Relations  of  the  -American 
Medical  Association;  and  this  appointment  was  for  merit, 
in  no  way  a gesture  toward  the  advocates  of  nonparticipa- 
tion. There  seems  ample  assurance  that  any  monies  received 
by  the  association  will  be  carefully  handled  and  will  be  ex- 
pended for  the  good  of  the  profession  according  to  the 
light  as  seen  by  these  officials.  The  matter  of  joining  or 
not  thus  resolves  itself  into  a comparison  of  the  activities 
proposed  by  this  group  and  those  of  the  preexisting  National 
Physicians  Committee  for  the  Extension  of  Medical  Care. 
In  effect  it  becomes  a matter  of  deciding  which  of  two 


different  pathways  will  best  lead  to  the  same  goal,  the 
preservation  of  a form  of  medical  practice  fair  to  the  medi- 
cal profession. 

The  National  Physicians  Committee  advocates  and  is 
taking  what  may  be  called  the  positive  pathway,  working 
within  the  principles  of  organized  medicine  throughout  the 
several  states.  Their  approach  is  largely  educational.  Off  to 
a slow  start  which  drew  considerable  criticism  for  inactivity, 
the  committee  now  seems  to  have  its  program  well  in  hand 
and  has  recently  delivered  some  fine  results.  If  this  per- 
formance is  continued,  and  there  is  every  indication  it  will 
be,  the  promise  of  even  more  tangible  results  is  no  idle 
promise.  In  the  meantime  the  committee  needs  contributions 
from  individual  doctors,  particularly  in  Oregon. 

In  contrast  with  this  approach,  the  -Association  of  Physi- 
cians and  Surgeons  holds  that  nonparticipation  is  the  ulti- 
mate in  effective  weapons.  That  it  is  the  most  effective 
weapon  in  finality  cannot  well  be  denied.  It  is  this  very 
strength  which  makes  doctors  hesitant  and  raises  the  ques- 
tion of  whether  it  should  be  used  at  all.  There  is  widespread 
belief  that  its  use  may  be  reridered  necessary,  perhaps  sooner 
than  later.  Fears  on  the  part  of  the  profession  that  it  may 
be  criticized  for  resorting  to  such  a measure  should  be 
groundless.  There  are  many  people  in  the  land  who  mistake 
understandable  hesitancy  for  weakness,  but  can  make  no 
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case  against  doctors  for  using  every  means  in  their  power 
to  protect  themselves  and  their  patients  against  unwarranted 
foolishness. 

Legally,  the  stated  position  of  the  nonparticipation  group 
appears  correct  in  that  an  organized  group  may  lawfully 
band  together  to  do  anything,  including  a refusal  to  go 
along  with  any  scheme  to  its  disadvantage,  which  an  indi- 
vidual may  lawfully  do.  The  other  essential  point,  according 
to  attorneys,  is  that  this  action  is  not  directed  against  any 
established  group  or  individuals  and  is  being  taken  before 
the  thing  requiring  nonparticipation  occurs.  To  band  to- 
gether afterward  might  be  technically  a different  matter, 
although  there  is  the  precedent  for  even  this  in  the  action 
of  the  physicians  of  British  Columbia,  where  a socialized 
medicine  act  is  today  a law'  of  the  land,  though  unworkable 
through  organized  refusal  of  the  medical  profession  to  make 
it  work. 

For  those  who  wish  to  obtain  first  hand  knowledge  of 
how  such  a plan  might  work  it  should  be  pointed  out  that 
national  nonparticipation  will  prove  only  as  strong  as  the 
sum  of  local  nonparticipation.  Actually  the  strength  in  any 
such  plan  lies  chiefly  in  its  local  strength,  and  nationally 
the  plan  W'ill  succed  or  fail  as  it  succeeds  or  jails  locally. 

Those  doctors  who  may  have  a yen  for  this  type  of 
action,  or  who  w'ish  to  see  how  it  will  work,  will  readily 
find  in  their  own  front  yards  ample  objectives  upon  which 
to  try  their  skill.  If  nonparticipation  is  good  nationally,  it 
should  be  better  when  directed  toward  local  or  regional 
problems,  could  correct  many  shortcomings  and  abuses  in 
addition  to  serving  as  a practical  dress  rehearsal  for  later 
similar  action  on  a larger  scale,  should  the  necessity  arise. 

In  final  analysis  there  does  not  appear  to  be  much  valid 
reason  w'hy  nonparticipation  should  not  be  used.  There 
does  appear  to  be  a question  of  timing.  A wise  course  might 
be  to  encourage  the  National  Physicians  Committee  to  con- 
tinue its  present  educational  efforts  and  direction,  but  not  to 
fail  to  prepare  meanwhile  against  the  day  when  nonpartici- 
pation may  be  thrust  upon  us  as  a matter  of  professional 
and  selfpreservation.  By  no  means  should  this  possibility  be 
overlooked  or  forgotten. 


SERVICE  MEN’S  REACTION  TO 
STATE  MEDICINE 


We  have  heard  rumors  that  many  of  the  men  in  the 
armed  forces  are  satisfied  with  regimentation  and  would 
prefer  to  have  some  sort  of  state  medicine,  rather  than  the 
present  method  of  private  practice. 

The  following  letter  from  a group  of  men  in  service, 
whose  names,  for  obvious  reasons,  cannot  be  published,  will 
give  readers  an  idea  of  how  they  feel  about  the  possibilities 
of  socialized  medicine: 

10  January,  1945. 

California  Medical  Association, 

San  Francisco. 

Gentlemen: 

The  undersigned  are  officers  in  the  .Army  Medical  Corps, 
and  are  all  licensed  in  the  State  of  California.  Since  we  no 
longer  have  daily  contact  with  the  doctors  at  home,  we  are 
taking  this  means  of  communicating  our  views  to  those  who 
are  entrusted  with  the  destiny  of  our  profession. 

Specifically,  we  are  gravely  concerned  about  the  recent 
discussions  and  resultant  resolutions  dealing  with  the  pro- 
posals made  by  the  CIO  in  Los  Angeles  during  the  past 

♦ Reprinted  from  the  Bulletin  of  San  Francisco  County 
Medical  Society,  March,  1945. 


week.  It  may  be  accepted  as  axiomatic  that  this  group,  in 
common  with  all  other  groups  currently  agitating  for 
changes  in  medical  practice,  cares  very  little,  if  at  all,  for 
the  economic  welfare  of  the  medical  profession  as  such. 
The  corollary  to  this  is  that  the  profession  itself  is  the  only 
group  interested  in  this  phase  of  the  subject. 

We  believe  it  is  not  within  the  province  of  the  CIO  or 
any  other  group  to  decide  what  medical  service  is  worth.  If 
we  were  to  value  our  services  at  zero,  these  groups  would 
undoubtedly  accept  them  and  soon  regard  this  state  of 
affairs  as  normal  and  theirs  by  right.  Though  manifestly  an 
absurdity,  this  illustrates  the  direction  which  any  abridge- 
ment of  the  profession  to  value  its  own  services  would  indi- 
cate. We  believe  that  a step  yielded  now  is  just  a resting 
place  for  the  next  step.  Munich  taught  us  that. 

Furthermore,  we  feel  that  our  profession  has  always  been 
too  timid.  It  is  time  we  availed  ourselves  of  the  advan- 
tages of  really  concerted  action.  We  have  seen  what  other 
groups  can  accomplish  by  organization.  The  old  hue  and 
cry  that  “doctors  will  never  get  together”  is  either  a false- 
hood which  needs  to  be  scotched  or  a tragic  truth  which 
will  deliver  us  into  bondage.  We  have  the  necessary  ele- 
ments for  unity;  we  have  the  great  bond  of  interest  and 
pride  in  our  profession ; we  are  really  accessible  and  have 
what  is  actually  a very  small  group,  numerically  speaking, 
and  therefore  the  more  easily  welded.  Besides,  we  have  the 
financial  means  to  support  a militant  organization.  .All  we 
need  is  the  conviction  that  such  is  a necessity.  Such  a 
unified  profession  could  decide  for  itself  under  what  con- 
ditions it  will  work.  Let  any  governor  or  any  group  spokes- 
man see  for  himself  that  7,000  out  of  7,500  California 
physicians  are  committed  to  certain  principles,  and  he  will 
think  twice  before  dictating  a policy  repugnant  to  our  in- 
terests. But  it  must  be  on  an  “or  else”  basis.  No  politician, 
no  labor  leader,  no  starry-eyed  idealist  bent  on  giving  away 
one  man’s  services  to  another  (without  cost  to  himself,  of 
course) , can  understand  or  will  respect  any  other  language. 

In  short,  we  must  say,  and  mean  it  when  we  say  it, 
“Raise  and  distribute  what  money  you  see  fit;  your  inter- 
est in  mankind’s  plight  is  commendable.  But  we  will  not 
foot  the  bills.  Our  services  are  worth  something,  and  it  is 
not  for  you  to  say  what  it  is.  If  you  wish  to  repair  a 
leaky  faucet  in  a bricklayer’s  house,  you  may — at  plumber’s 
union  rates.  Finks  and  scabs  are  stink-bombed.  Carpenters 
get  paid  for  specific  jobs,  not  for  looking  after  a block  at 
so  much  per  house  (capitation).  Our  serx'ices  cost  us  in- 
vestment, though  it  may  not  be  visible  as  stock  on  shelves, 
and  overhead.  Furthermore,  we  bear  responsibility.  We 
cannot  tolerate  your  deciding  what  proper  compensation 
may  be,  any  more  than  you  allow  us  to  decide  what  we 
shall  pay  a laborer.  We  enjoy  our  work,  but  that  doesn’t 
pay  mortgages.  We  have  been  snared  before.  Workmen’s 
compensation  acts  have  established  minima,  which  rapidly 
became  maxima.  We  will  not  be  caught  on  the  same  hook 
again.  In  short,  we  will  tell  you  what  our  minimum  scale 
is,  and  vice  versa. 

But  it  must  have  teeth.  We  must  be  willing  to  sever  con- 
nections with  existing  schemes  now  paying  below  standard 
rates.  We  are  informed  that  physicians  in  high  places  are 
even  now  hanging  onto  insurance  projects  paying  ridicu- 
lously low  rates  for  professional  services.  We  must  dry- 
clean  our  own  shirt-tails.  Only  then  can  we  move  on  to  the 
next  phase,  which  is  the  establishment  of  disciplinary 
action  against  physicians  who  do  cut-rate  work.  There  will 
be  no  ned  for  cutting  rates  if  labor,  or  anyone  else,  is 
willing  to  raise  the  necessary  funds.  .Anyhow,  the  real  point 
at  issue  now,  although  somewhat  obscured  by  verbiage,  is 
not  the  raising  of  funds;  it  is  the  whittling  down  of  the 
profession,  in  an  attempt  to  cut  the  contributions  necessary 
to  set  up  funds  adequate  for  the  proposed  program.  For 
the  common  good,  recalcitrant  physicians  must  be  subject 
to  discipline.  But  those  groups  who  so  glibly  plan  that  all 
people  can  have  everything  must  be  given  iron-clad  assur- 
ance that  we  will  enforce  our  own  schedules  by  strong- 
arm  methods  if  necessary.  This  does  not  preclude  reasonable 
discussion  as  to  schedules. 

Does  this  mean  that  the  medical  profession  will  lose  its 
humanitarian  ideals;  that  we  will  turn  a deaf  ear  to  the 
indigent?  The  indigent  have  their  spokesman,  and  vocif- 
erous ones,  too.  If  society  chooses  to  accept  the  responsi- 
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bility  for  such  unfortunates,  it  may  do  so.  When  it  feeds 
such  a family,  it  pays  for  the  food,  and  so  on  down  the 
line.  Why  should  the  doctor  donate  his  services  to  society 
here  and  be  so  shabbily  treated  elsewhere? 

We  look  to  the  as  our  only  hope  in  these  times, 

and  we  expect  firmness.  We  expect  you  to  listen,  but  we 
also  expect  you  to  present  our  side  fearlessly,  without  a 
hint  of  appeasement.  Our  economic  enemies  have  already 
tasted  our  blood  by  bamboozling  some  of  us  into  taking 
ridiculously  reduced  rates  in  return  for  the  promise  of 
“volume”  as  if  medicine  were  a shoe  factory.  Every  act  of 
medical  practice  worthy  of  our  illustrious  past  and  of  our 
ideals  is  a tailor-made  job.  Cheap  perfume  smells  like 
what  it  is;  so  does  cheap  medicine. 

We  do  not  wish  to  put  ourselves  on  record  as  being 
opposed  to  the  principle  of  prepaid  medical  insurance. 
However,  we  insist  that  the  administration  be  in  the  hands 
of  the  C.  M.  A.;  that  there  be  free  choice  of  physician, 
hospital,  and  patient ; that  compensation  be  on  a fee  for 
service  basis ; that  there  be  no  political  interference,  group 
pressure,  or  the  establishment  of  favored  cliques  within  the 
profession  itself,  and  that  any  total  coverage  plan  be 
strictly  limited  to  a definite  income  bracket. 

We  in  the  armed  services  are  not  inarticulate,  but  we  are 
temporarily  deprived  of  our  turn  at  the  microphone.  We 
expect  those  now  managing  our  destinies  to  ponder  this 
fact;  that  we  will  be  back,  and  we  expect  to  find  a sys- 
tem of  medical  practice  which  will  permit  us  to  assume 
our  rightful  place  in  the  pursuit  of  our  profession.  Very 
few  of  us  will  be  in  a position  to  ignore  schemes  of  this 
nature  by  virtue  of  limiting  our  practice  to  patients  who 
are  above  the  proposed  ma.xima,  and  we  don’t  want  to 
inherit  a system  which  commits  us  to  work  for  the  pre- 
dominant income  group  at  fire-sale  rates.  We  definitely 
would  not  rather  do  two  hernias  for  $7S  than  one  for  $150. 
You  are  now  in  a perfect  position  to  threaten  boycotts  or 
go  to  whatever  lengths  are  necessary ; these  people  are  used 
to  rough  contests,  and  the  restrained  dialogue  of  the  clini- 
cal amphitheater  is  to  them  a sign  of  weakness.**  If  what 
you  all  say  about  the  fullness  of  your  days  be  true,  you 
are  in  demand,  and  they,  not  you,  must  accept.  Do  not 
fear  ill-will;  the  public  will  respect  us  for  defending  our- 
selves. We  must  present  ourselves  as  willing  to  do  the 
work,  but  not  at  whatever  price  may  be  offered  us.  We 
must  defy  hostile  camps  to  pass  legislation,  with  the  threat 
to  render  such  legislation  impotent  if  it  be  repugnant,  by 
the  sit-down  method,  if  necessary. 

Courageous  groups  of  doctors  have  successfully  defied 
antagonists  much  more  potent  than  the  CIO  or  any  branch 
of  the  California  State  government.  Witness  the  recent 
action  taken  by  Dutch  physicians  against  the  Nazis,  as  re- 
ported in  California  and  Western  Medicine,  Vol.  61,  p.  313. 
Let  this  give  us  heart  and  guts. 

♦ ♦These  italics  by  Editor. 


O.P.S.-BLUE  CROSS  COORDINATION 
PLAN  HITS  SNAG 

After  getting  off  to  a good  start  in  the  first  joint  com- 
mittee meeting  studying  coordination  possibilities  between 
O.P.S.  and  the  Blue  Cross,  the  matter  once  more  seems 
to  have  hit  an  obstruction. 

The  suggestion  was  offered  in  committee  that,  since 
O.P.S.  was  much  better  established,  the  doctors’  service 
should  undertake  the  sale  of  the  Blue  Cross  contracts.  From 
this  logical  start  it  was  proposed  to  continue  the  study  for 
adjustment  of  details.  In  this  respect  a letter  received  from 
Mr.  Lester  H.  Perry,  author  of  the  Blue  Cross  coordination 
article  appearing  recently  in  The  Journal  of  the  A.M.A. 
came  in  for  considerable  committee  attention,  together  with 
a copy  of  the  Michigan  plan  accompanying  it.  However, 
after  subsequent  thought  on  the  matter  it  appears  the  Blue 
Cross  is  desirous  of  continuing  its  own  sales  organization, 
which  stand  would  probably  make  any  coordinated  plan 
cumbersome  and  ineffective. 


A copy  of  the  Perry  letter,  received  by  Willard  C.  Mar- 
shall, O.P.S.  general  manager,  is  as  follows: 

“I  appreciate  the  kind  comments  you  made  in  your  letter 
of  February  22  regarding  my  article  entitled  ‘The  Coordi- 
nation of  Medical  and  Blue  Cross  Plans.’ 

“From  the  information  contained  in  your  letter  and  the 
printed  material  you  enclosed,  the  first  question  which  arose 
in  my  mind  concerned  the  necessity  for  any  Blue  Cross 
plan  at  all.  I gather  that  Oregon  Physicians  Service  covers 
both  medical  care  and  hospitalization.  Therefore,  since  it 
covers  hospitalization,  is  there  any  need  for  a separate  Blue 
Cross  plan? 

“However,  to  get  to  the  question  which  you  asked  in 
your  letter  regarding  the  type  of  approach  which  should  be 
utilized  for  the  purpose  of  obtaining  unification  or  coordi- 
nation of  the  activities  of  the  medical  service  and  Blue 
Cross  plans  in  Oregon,  it  seems  to  me  that,  since  the  medical 
service  program  has  been  long  established  and,  therefore, 
has  a much  broader  administrative  experience  and  back- 
ground of  stability,  it  would  be  most  logical  for  you  to 
cooperate  with  the  Blue  Cross  plan  on  the  basis  of  my 
classification  B in  reverse. 

“I  am  enclosing  a copy  of  the  joint  operations  agreement 
currently  in  effect  in  Michigan.  It  seems  to  me  that  this 
type  of  agreement  would  work  in  Oregon,  but  I believe  that 
Oregon  Physicians  Service  should  handle  the  enrollment 
and  collecting  of  premiums  for  Blue  Cross  rather  than  Blue 
Cross  doing  so  for  the  medical  plan,  as  in  Michigan. 

“The  Michigan  Plan  appeals  to  me  as  being  a very  rea- 
sonable, logical  and  workable  agreement.  This  is  proven,  I 
think,  by  the  fact  that  it  has  worked  so  well  in  Michigan. 
In  most  sections  of  the  country  it  could  be  adopted  as  it 
stands,  but  in  Oregon  the  positions  of  the  two  organiza- 
tions, it  seems  to  me,  should  be  reversed. 

“If  you  think  that  I can  be  of  any  further  service  to 
you,  I hope  you  will  not  hesitate  to  write  me.  May  I take 
this  opportunity  to  express  my  best  wishes  for  the  success 
of  Oregon  Physicians  Service.” 

Blue  Cross  interests  apparently  doubt  the  ability  or  will- 
ingness of  O.P.S.  under  a unified  program  to  push  the  sale 
of  the  dependents’  hospitalization  contract  Blue  Cross  now 
offers.  They  further  readily  admit  experience  shows  the 
sale  of  the  dependents’  hospitalization  contract  develops  a 
demand  for  medical  coverage  and  services.  Since  doctors 
are  known  not  to  favor  any  action  or  plan  which  tends  to 
stimulate  a mass  demand  for  medical  services  while  the 
shortage  of  physicians  continues,  the  cleft  appears  funda- 
mental. Whether  the  issue  can  be  resolved  remains  to  be 

determined.  

State  Council  Meeting.  The  Council  of  the  Oregon 
State  Medical  Society  met  in  Portland  March  3,  to  dis- 
pose of  routine  business.  .\s  much  of  this  was  to  be  dealt 
with  by  the  House  of  Delegates,  a report  of  the  council 
transactions  is  omitted  in  this  issue  in  favor  of  a report 
of  Delegates  meeting  to  be  published  at  its  conclusion. 


OBITUARIES 


Dr.  John  G.  Abele,  former  city  health  officer  of  Port- 
land, died  recently  in  Roseburg.  He  was  born  .April  7,  1870, 
near  Saginaw,  Michigan.  Following  enlistment  in  the  cav- 
alry and  service  in  the  Spanish  .American  war  he  came  to 
Portland,  entered  and  graduated  from  the  University  of 
Oregon  Medical  School,  1907.  He  entered  the  city  health 
bureau  shortly  thereafter,  and  retired  as  city  health  officer 
in  1937  after  28  years  of  service. 

Dr.  William  H.  Dale,  who  practiced  medicine  in  Ore- 
gon for  forty  years  died  recently  at  his  home  in  Eugene. 
Born  in  1879,  he  graduated  from  Rush  Medical  School, 
1904,  when  he  came  to  Oregon.  He  formerly  piracticed  at 
Glendale  and  Harrisburg. 
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WASHINGTON  STATE 
MEDICAL  ASSOCIATION 


GOVERNOR  WALLGREN  SIGNS  MEDICAL  SCHOOL  BILL 


•An  epochal  event  in  the  medical  history  of  Washington 
is  displayed  in  this  photograph,  picturing  Governor  Wall- 
gren  signing  the  Bill  establishing  the  University  of  Wash- 
ington Medical-Dental  School.  Governor  Mon  C.  Wallgren 
is  seated  in  the  center.  Seated  at  his  right  is  Senator  Donald 
Black,  M.D.,  of  Port  .Angeles,  who  with  Senator  Albert  D. 
Rosellini  introduced  the  medical  school  Bill  to  the  Legis- 
lature. Standing,  left  to  right,  are  Senator  Rosellini  of 
Seattle;  Dr.  David  Metheny  of  Seattle,  chairman  of  the 
Medical-Dental  School  Committee,  representing  the  medical 
and  dental  professions;  Dr.  George  D.  Williams  of  Spo- 
kane, president  of  Washington  State  Dental  Association; 
Representative  U.  S.  Ford,  M.D.,  of  Forks,  who  piloted 
the  legislation  through  the  House  of  Representatives;  Mr. 
Ralph  W.  Neill  of  Seattle,  executive  secretary  of  Washing- 
ton State  Medical  Association ; Dr.  Homer  D.  Dudley  of 
Seattle  and  Dr.  Claude  Stansbery  of  Seattle,  members  of 
the  Medical-Dental  School  Committee,  and  Dr.  Raymond 
L.  Zech  of  Seattle,  President  of  Washington  State  Medical 
Association. 

Thus  ends  the  first  vital  step  in  establishing  the  Univer- 
sity Medical-Dental  School.  From  now  on  its  development 
will  rest  with  the  University  Board  of  Regents.  Members 
of  the  Medical-Dental  Committee  will  always  be  available 
for  any  assistance  which  they  may  be  able  to  render  in 
the  organization  and  progress  of  this  institution.  Everyone 
is  agreed  that  the  first  and  most  important  action  will  be 


selection  of  a Dean  who  will  be  the  advisor  and  director  of 
future  developments.  Opinion  has  been  universally  expressed 
that  he  should  be  a physician,  experienced  in  administrative 
and  educational  matters,  since  only  a man  with  these  quali- 
fications can  be  in  a position  to  aid  in  developing  the 
highest  quality  of  this  school  which  is  the  aim  and  ambi- 
tion of  all  concerned  with  its  future.  In  developing  this 
institution  the  University  of  Washington  is  in  a unique 
position.  It  is  not  bound  by  traditions,  precedents  or  inhi- 
bitions. It  has  before  it  the  accumulated  experiences  of  the 
best  medical  schools  of  this  country.  It  is  recognized  that 
deliberation  and  not  speed  is  most  desirable  in  attaining 
ideal  accomplishments. 

As  previously  mentioned,  opening  of  this  school  will  be 
confined  to  teaching  the  basic  sciences  of  anatomy,  physi- 
ology, chemistry,  pathology  and  bacteriology  which  are 
already  established  in  the  premedical  courses.  Adequate  de- 
velopment and  expansion  of  these  courses  are  anticipated 
to  meet  the  requirements  of  a medical  school  of  the  highest 
order.  .Addition  of  required  clinical  teaching  will  be  ex- 
pected as  the  school  progresses  in  its  development  under 
skillful,  scientific  leadership.  One  thing  is  emphasized  on 
the  part  of  all  who  have  any  interest  in  this  new'  institu- 
tion, which  is  that  this  school  is  to  be  one  with  the  highest 
ideals,  based  on  the  latest  principles  of  scientific  medical 
education. 
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MEDICAL  MEASURES  BEFORE 
THE  LEGISLATURE 


About  sixty-five  bills  bearing  on  medical  practice  and 
public  health  were  introduced  at  the  legislative  session. 
Following  is  a summary  of  those  enacted  and  those  of  im- 
portance defeated. 

SENATE 
Bills  Enacted 

No.  231.  Permits  establishment  of  health  districts,  em- 
bracing one  or  more  counties,  and  cities  and  towns  within 
such  county  or  counties;  establishes  board  of  health  and 
provides  for  support  of  districts  by  mutual  agreement  be- 
tween member  political  subdivisions. 

No.  230.  Empowers  county  commissioners  to  establish 
hospitals  for  tuberculous  patients.  Creates  board  of  man- 
agers. 

No.  232.  Provides  for  .6  mill  county  levy  for  support  of 
tuberculosis  hospitals;  establishes  state  equalization  fund 
to  aid  counties  in  maintaining  them. 

No.  256.  Appropriates  $3,000,000  for  state  aid  in  con- 
structing or  enlarging  present  tuberculosis  hospitals  in  the 
counties. 

No.  233.  Appropriates  $25,000  to  department  of  health  to 
conduct  a survey  of  hospitals,  make  reports  and  compile 
conclusions  that  would  assure  all  people  of  state  adequate 
hospital  service. 

No.  234.  .Authorizes  first  class  cities  and  counties  having 
health  districts  to  pool  all  income  for  health  purposes  in 
one  fund  to  be  administered  by  the  city  or  county  treas- 
urer. Authorizes  school  districts  to  contract  for  health  serv- 
ices with  health  districts. 

No.  22.  Makes  birth  certificate  of  illegitimate  child  con- 
fidential, to  be  disclosed  only  on  court  order,  or  in  case 
of  adoption. 

No.  23.  Provides  certified  copies  of  birth  certificates 
shall  not  disclose  fact  of  illegitimacy  and  provides  for  ex- 
emption from  payment  of  fees  by  veterans  for  certified 
copies  of  birth  certificate. 

No.  62.  Gives  preference  to  patients  in  county  hospitals 
who  are  unable  to  pay,  establishes  procedure  for  collection 

Bills  Not  Enacted 

.Approximately  a dozen  bills  were  introduced,  at  least 
half  of  which  would  have  been  detrimental  to  the  public 
health  and  the  medical  profession,  had  they  received  ap- 
proval. Fortunately,  only  one  of  the  latter  group  reached 
either  floor  of  the  Legislature  for  a vote.  The  others  died 
in  one  committee  or  another. 

One  bill  causing  much  concern  was  the  so-called  Blue 
Cross  bill,  S.B.  268,  introduced  in  the  Senate  with  con- 
siderable majority  party  backing,  and  referred  to  a com- 
mittee chairmaned  by  one  of  the  sponsors  of  the  bill. 
Three  hearings  were  held  on  the  bill  which  finally  was  re- 
ported out  of  the  Judiciary  Committee  with  a majority 
recommendation  of  “do  pass.”  A small  minority  of  the 
committee  signed  a “do  not  pass”  recommendation.  The 
bill  then  went  to  the  Senate  Rules  Committee,  where  a 
motion  to  “indefinitely  postpone”  the  measure  prevailed, 
but  continual  attempts  were  made  to  revive  it  and  report 
it  to  the  floor  of  the  Senate  for  a vote. 

The  following  bills  also  failed  enactment: 

No.  168.  Establishes  department  of  mental  hygiene  and 
defines  duties;  appropriates  $100,000. 

No.  169.  Provides  civil  proceedings  against  sexual  psycho- 
pathic persons,  provides  for  examination,  treatment  and 
detention  of  such  persons.  Vetoed  by  the  Governor. 

No.  171.  Provides  that  hospitals  shall  be  liable  to  all 
patients  for  acts  of  negligence  thereto. 

No.  60.  Establishes  optometry  school  at  University  of 
Washington. 

No.  167.  Provided  that  the  medical  examination  in  Basic 


Science  shall  be  wholly  in  writing,  such  examination  to 
constitute  only  half  of  the  requirement,  the  other  half  to 
consist  of  oral  examination  by  an  overall  board  of  seven 
physicians  created  by  the  bill. 

No.  222.  .Authorized  practice  of  naturotherapy,  and  re- 
quired that  the  committee  examining  those  wishing  to 
practice  the  healing  arts  be  made  up  of  licensed  practi- 
tioners from  all  the  several  schools  of  healing.  Also  author- 
ized other  changes  in  basic  science  examinations. 

No.  138.  Defined  the  practice  of  massotherapy  and 
licensed  such  practitioners. 

HOUSE 
Bills  Enacted 

No.  231.  Provides  that  professional  license  of  veteran 
shall  remain  in  force  for  the  duration  and  six  months,  and 
shall  be  renewable  during  such  time  upon  payment  of 
statutory  fees. 

No.  81.  Prohibits  sale  of  certain  drugs,  excludes  from  pre- 
scription requirements  certain  sulfa  drugs  intended  for  ex- 
ternal application. 

No.  177.  Provides  that  patients  afflicted  with  Buerger’s 
disease  shall  have  preference  over  others  wishing  admit- 
tance to  McKay  Memorial  Research  Hospital,  denies  ad- 
mittance to  patients  with  contagious  diseases. 

No.  49.  .Appropriates  $20,000  to  employ  otologist  in  De- 
partment of  Health,  to  work  with  Department  of  Educa- 
tion, aiding  the  hard  of  hearing. 

Bills  Not  Enacted 

.A  measure  causing  anxiety  was  House  Bill  No.  60  which 
would  have  exempted  chiropractors  from  taking  the  Basic 
Science  examination.  This  bill  had  considerable  support 
from  members  of  the  Medical  and  Dental  Committee,  and 
a strong  lobby  worked  day  and  night  in  its  interest.  It 
was  safely  buried  in  Dr.  U.  S.  Ford’s  Committee,  until 
pressure  was  brought  to  bear  by  its  supporters  upon  a 
high  state  official,  and  then  it  was  necessary  to  bring  the 
bill  out  of  committee.  It  came  out  with  a five  to  three 
recommendation  “do  pass.”  It  died  in  Rules  Committee. 

The  following  also  failed  enactment. 

No.  439.  Appropriates  $200,000  for  establishment  of  can- 
cer clinics  in  certain  cities  and  provides  for  traveling 
clinics,  sets  fees  for  examination  and  treatment. 

No.  348.  Exempts  from  payment  of  real  and  personal 
property  tax  hospitals  which  render  25  per  cent  of  their 
services  to  patients  from  whom  no  fee  is  accepted  or 
charged. 

No.  118.  Requires  premarital  serologic  examination  to 
determine  presence  of  venereal  disease. 

No.  386.  Provided  free  choice  of  doctor,  dentist,  hospital 
or  nurse  by  any  person  under  any  form  of  medical  con- 
tract. 

No.  313.  Prevents  the  Industrial  Insurance  Department 
from  revealing  certain  records  in  their  office  to  examining 
physicians. 


NEED  FOR  NURSING  HOMES 


In  every  large  sity  there  should  be  a nursing  home  for 
indigent  elderly  people  and  a certain  group  of  chronic  pa- 
tients. For  example,  it  is  stated  that  the  normal  mortality 
in  an  average  county  hospital  is  7 per  cent.  The  record  for 
King  County  Hospital  system,  however,  is  24  per  cent,  due 
to  the  large  number  of  aged  and  chronic  patients  who  must 
be  cared  for  at  King  County  and  Georgetown  hospitals.  It 
is  stated  that  at  the  present  time  there  are  at  least  a thou- 
sand old  people  in  private  nursing  homes  in  Seattle  for 
whom  the  state  si  paying  more  than  $100  a month  each 
for  necessary  care.  If  these  people  were  assembled  in  a 
nursing  home  with  a capacity  of  a thousand  beds,  their 
own  welfare  could  be  promoted  and  it  would  be  a great 
saving  of  expense.  .At  the  same  time  needed  beds  could 
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be  released  for  acute  patients  in  county  hospitals.  Doubt- 
less a similar  condition  exists  in  other  counties  of  the 
state. 


MEDICAL  NOTES 


Renton  Hospital  To  Be  Opened.  It  has  been  announced 
that  Renton  Hospital  is  to  be  opened  in  .4pril  for  reception 
of  patients.  This  is  a 100-bed  institution,  whose  comple- 
tion has  been  delayed  owing  to  the  impossibility  of  ob- 
taining total  equipment.  There  has  been  much  uncertainty 
concetrning  its  management,  which  could  not  be  assumed 
by  Renton  as  it  does  not  qualify  as  a second  class  city. 
The  Valley  Hospital  Foundation  has  been  organized,  whose 
board  includes  representatives  of  Renton  business  men,  the 
Chamber  of  Commerce  and  labor  groups.  Its  of>ening  was 
to  be  sponsored  by  the  Chamber  of  Commerce. 

Largest  Hospital  To  Be  Constructed.  It  is  announced 
that  Madigan  General  Hospital  at  Fort  Lewis  is  to  be  ex- 
panded to  be  the  largest  army  hospital  in  this  country,  and 
{jerhaps  in  the  world.  During  future  months  it  is  expected 
that  huge  numbers  of  wounded  men  will  reach  this  insti- 
tution, both  from  the  Pacific  and  Atlantic  coasts.  Its  future 
capacity  is  estimated  at  7500  beds. 

Hospital  Proposed.  .A  petition  has  been  circulated  to 
establish  a hospital  on  Harbor  Island,  Seattle,  for  the  use 
of  employees  in  ship  yards  and  other  plants  in  that  neigh- 
borhood. 

New  Hospital  Service.  Providence  Hospital  of  Seattle 
has  introduced  miniature  chest  roentgenograms  for  tuber- 
culosis diagnosis,  which  it  is  stated  will  be  employed  for 
all  hospital  patients. 

Purchase  of  Indian  Sanatorium.  It  is  announced  that 
Toppenish  Community  Hospital  Association  is  consider- 
ing purchase  of  the  Indian  Sanatorium  from  the  United 
States  Indian  Service.  A drive  is  proposed  to  raise  $40,000 
to  finance  purchase  of  this  property  which  includes  the 
doctors  residence,  nurses  home,  the  hospital  and  equip- 
ment. 

Refresher  Courses  Proposed.  A statewide  survey  has 
been  proposed  by  officials  of  Washington  State  Medical 
Association  of  available  opportunities  for  refresher  courses 
for  the  benefit  of  demobilized  doctors.  Dr.  Paul  Ferguson, 
representing  the  .American  College  of  Surgeons,  had  a meet- 
ing last  month  with  state  medical  officials  to  consider  plans 
for  setting  up  such  units. 

No  Bubonic  Plague  in  Seattle.  During  recent  months 
it  has  been  reported  that  bubonic  plague  had  been  noted 
in  some  rats  in  Puget  Sound  areas.  It  has  been  announced 
that  no  such  infection  has  been  discovered  in  rats  exam- 
ined by  the  Seattle  Health  Department.  Such  examinations 
are  maintained  in  all  Pacific  coast  cities  under  United  States 
Pubic  Health  Service. 

Good  Seattle  Health  Record.  The  Department  of 
Health  reports  for  1944  set  a new  record  of  only  six  deaths 
attributed  to  acute  communicable  diseases.  There  were 
no  epidemics.  There  were  only  3 cases  of  typhoid  fever 
and  no  deaths,  3 of  paratyphoid  and  one  death ; diphtheria 
reported  19  cases  with  5 deaths  against  80  cases  and  9 
deaths  during  1943;  infantile  paralysis  accounted  for  26 
cases  with  no  deaths  against  69  cases  of  the  previous  year. 
There  were  no  smallpox  cases  in  either  year.  Scarlet  fever 


showed  an  increase,  there  being  1004  cases  against  only 
181  for  the  previous  year. 

Medical  Director  Resigns.  Ross  E.  McPhail,  who  has 
been  medical  director  of  Lakeview  Tuberculosis  Sanator- 
ium in  Pierce  County,  has  resigned  to  enter  private  practice. 
It  was  stated  that  difficulty  would  be  encountered  in  ob- 
taining a successor  since  competent  specialists  in  this  line 
of  work  are  scarce  at  this  time. 

Transfer  of  Captain  Boone.  Capt.  Joel  T.  Boone,  who 
has  been  commanding  officer  of  the  U.  S.  Naval  Hospital 
at  Seattle  during  the  period  of  its  existence,  has  been  de- 
tached from  duty  for  reassignment  to  overseas  duties.  His 
successor  will  be  Capt.  Franklin  C.  Hill,  present  executive 
officer  of  the  hospital. 

Hospital  Expanded.  Baxter  General  Hospital,  of  U.  S. 
Army,  at  Spokane,  has  been  expanded  by  the  addition  of 
500  beds,  making  its  total  capacity  2001. 

Robert  C.  Finney,  recently  from  Denver,  Colorado,  has 
opened  an  office  for  practice  at  Deer  Park. 


OBITUARIES 


Dr.  J.  Frank  Sigafoos  of  Orting,  aged  57  years,  died 
January  30  after  a few  days  illness.  He  was  born  at  Fre- 
mont, Nebraska,  in  1887.  He  graduated  from  Creighton 
University  School  of  Medicine  in  1910.  In  World  War  I 
he  served  as  1st  Lieutenant  in  the  Medical  Corps.  He  prac- 
ticed in  Council  Bluffs,  Iowa,  and  located  in  Orting  in 
1930.  At  the  time  of  his  death  he  was  resident  physician 
and  surgeon  at  the  Soldiers’  Home  in  Orting. 

Dr.  Arthur  M.  MacWhinnie  of  Seattle,  70  years  of  age, 
died  February  28  after  six  months  illness.  He  was  born  in 
New  Bedford,  Mass.,  and  graduated  from  Baltimore  Medi- 
cal College  in  1897.  He  located  for  practice  in  New  Bedford, 
coming  to  Seattle  in  1909.  He  was  an  eye,  ear,  nose  and 
throat  specialist. 

Dr.  Charles  W.  Littlefield  of  Seattle,  aged  86  years, 
died  February  24.  He  was  born  in  Muncie,  Indiana,  and 
graduated  from  Kansas  City  Homeopathic  Medical  Col- 
lege in  1896.  He  practiced  in  Seattle  for  fifty  years,  retiring 
on  account  of  illness  several  years  ago. 


JOURNAL  DOUBTS  THAT  DREW  PEARSON  WILL 
COMMENT  ON  SERUTAN  CASE 
Discussing  the  recently  issued  Cease  and  Desist  Order  by 
the  Federal  Trade  Commission  against  the  makers  of  Seru- 
ton.  The  Journal  of  the  American  Medical  Association  for 
March  24  says: 

“The  airing  of  the  decision  in  the  Serutan  case  may 
cause  many  of  the  public  to  speculate  as  to  how  much  they 
can  believe  of  medical  claims  made  over  the  radio.  Nostrum 
promotion  in  newspaper  and  magazine  columns  in  the  past 
has  been  flagrant;  much  of  it  still  is.  Over  the  radio  the 
public  today  often  hears  the  most  preposterous  claims  in 
the  field  of  medication,  presented  by  the  seductive  voices 
of  those  who  pretend  to  speak  with  authority.  The  owners 
of  Serutan  sponsored  a widely  known  newspaper  columnist 
and  radio  commentator  named  Drew  Pearson.  Persons  who 
cherish  respectability  should  be  expected  to  assure  them- 
selves of  the  reliability  of  their  sponsorship,  particularly 
when  the  health  of  the  people  is  so  directly  concerned.  Mr. 
Pearson  so  persistently  refuses  to  correct  misstatements  of 
fact  related  to  medicine  when  made  in  his  newspaper  col- 
umn that  it  would  apparently  be  futile  to  expect  him  to 
comment  on  the  present  state  of  knowledge  regarding  his 
former  sponsor  on  the  radio.” 
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MEDICAL  LEGISLATIVE  BILLS 


At  the  recent  legislative  session  there  was  the  usual  con- 
sideration of  bills  pertaining  to  practice  of  medicine.  A 
brief  summary  is  presented  of  bills  enacted  and  those  that 
failed  of  passage. 

APPROVED  BILLS 

S.B.  No.  56  simplifies  the  procedure  in  obtaining  burial 
permits,  especially  in  regard  to  interdistrict  transportation. 

S.B.  No.  106  simplifies  the  procedures  followed  in  hos- 
pitalization of  tuberculous  patients  by  the  State  Health 
Department.  It  eliminates  the  District  Court  which  for- 
merly ordered  the  hospitalization;  provides  that  the  State 
Health  Department  may  isolate  and  hospitalize  any  non- 
residents or  any  person  who  is  a public  health  hazard. 

S.B.  No.  67  provides  for  licensing  children’s  foster  homes 
and  inspections  of  the  same. 

H.B.  No.  77  simplifies  the  procedures  to  be  followed  in 
adoption  of  children  in  the  state. 

H.B.  No.  94  changes  the  quarantine  laws  from  the  for- 
mer rigid  provisions  of  definite  quarantine  for  certain 
communicable  diseases,  including  smallpox,  cholera,  plague, 
yellow  fever,  typhus,  diphtheria,  typhoid  fever,  scarlet 
fever,  and  infantile  paralysis.  This  bill  now  provides  that 
patients  suffering  with  such  diseases  can  be  isolated  in 
their  homes  by  the  health  department  or  can  be  quaran- 
tined, if  the  health  department  sees  fit;  provides  for  plac- 
ing the  “warning”  sign  on  the  quarters  of  the  house,  where 
a patient  is  isolated  with  measles,  chicken  pox,  whooping 
cough,  mumps,  etc. ; provides,  further,  that  in  such  cases 
the  health  department  may  quarantine  if  necessary  for 
the  protection  of  public  health. 

H.B.  No.  97  changes  the  provisions  of  the  present  statute 
regarding  food  handler  examinations.  Under  the  old  law 
the  statute  indicated  that  a card  could  not  be  issued  to  a 
p>erson  who  has  a positive  blood  test.  The  new  law  has 
made  this  more  definite  and  indicates  that  “a  typhoid  car- 
rier, as  evidenced  by  finding  typhoid  organisms  in  the 
urine  or  stool,  or  who  has  syphilis  in  a communicable 
stage,  as  evidenced  by  a positive  serologic  test  and  clinical 
examination.”  The  old  law  also  stated  a “Wassermann” 
test.  Under  the  change  approved,  it  is  now  legal  to  issue  a 
food  handler’s  card  to  a syphilitic  patient  who  is  in  a non- 
infectious  stage  of  the  disease. 

H.B.  No.  120,  pertains  to  sanitation;  provides  that 
municipalities,  which  are  now  limited  by  a 10  per  cent 
limit  on  bonding,  may  add  an  additional  5 per  cent  of 
bonding  for  the  purpose  of  constructing  municipal  sewerage 
disposal  plants. 


H.  B.  No.  123  requires  the  deletion  of  any  reference  to 
legitimacy  on  Idaho  birth  certificates. 

H.B.  No.  134  defines  sausage  as  “shall  be  held  to  be  a 
comminuted  meat  from  swine  only,  fresh  or  smoked,  with 
added  salt,  sugar  and  spices  and  without  the  addition  of 
more  than  3 per  cent  ice  or  water.”  “That  hamburger  shall 
consist  of  ground  or  chopped  fresh  beef  with  or  without 
salt  and  seasoning  and  shall  not  contain  more  than  30  per 
cent  fat.” 

BILLS  NOT  APPROVED 

SB.  No.  8 defined  and  regulated  the  practice  of  naturo- 
pathy; provided  for  licensing  and  a location  of  licenses  of 
naturopaths,  creating  the  State  Board  of  Naturopathic 
Examiners,  providing  for  their  qualifications  and  appoint- 
ment and  describing  their  powers  and  duties  and  fixing 
their  compensation. 


H.B.  No.  107  relating  to  supervision  of  the  pharmacy 
trade  in  the  state;  providing  for  a pharmacy  board  in- 
cluding seven  members,  one  being  the  state  director  of 
public  health,  three  being  medical  doctors.  Duties  of  the 
board  were  designated  to  regulate  the  practice  of  phar- 
macy and  to  regulate  the  sale,  labeling  and  dispensation  of 
harmful  drugs.  The  plan  of  this  bill  was  for  the  pharmacy 
board  to  license  all  businesses  that  sold  drugs  of  any  kind. 

H.B.  No.  119  regulating  the  practice  of  chiropractic  and 
licensing  of  chiropractors;  creating  a board  of  chiropractic 
examiners,  providing  for  the  appointment  of  members 
thereof,  and  their  qualifications,  fixing  their  term  of  of- 
fice; prescribing  its  duties  and  powers;  providing  for  an 
increase  in  the  annual  scientific  educational  requirements 
of  licensed  chiropractic  physicians  in  Idaho,  providing  for 
renewals  of  licenses  of  chiropractors,  and  defining  the  pow- 
ers and  duties  of  the  board  of  chiropractic  examiners  relat- 
ing to  approval  of  new  licenses,  and  to  the  preparation  and 
prescribing  of  minimum  postgraduate  standards.  This  bill 
provided  a three  day  annual  postgraduate  course  for  all 
chiropractors. 


MEDICAL  NOTES 


.Appointment  to  Board  of  Medical  Examiners.  Gov- 
ernor Snell  has  reappointed  Dr.  Charles  C.  Newcastle  of 
Portland  to  serve  a five  year  term  on  the  Board  of  Medi- 
cal Examiners. 

Southwest  Idaho  Medical  Society  held  a meeting  at 
Owyhee  Hotel,  Boise,  March  9.  The  program  consisted  of 
papers  by  Col.  R.  F.  Marks  and  Major  Charles  W.  Long- 
well. 


CAN  WAR  MARRIAGES  BE  S.AVED? 

Don  Eddy  asks  in  the  .American  Magazine.  “In  1940,” 
he  tells  us,  “one  out  of  every  five  or  six  marriages  was 
ended  in  divorce.  This  year  legal  statisticians  estimate  that 
there  will  be  one  divorce  for  each  four  or  five  marriages. 
Next  year  and  successively  the  ratio  will  probably  grow 
greater.  In  Los  .Angeles  County,  California,  there  were 
33,000  marriages  and  24,000  divorces  last  year;  more  than 
seven  divorces  for  each  ten  marriages.” 

In  trying  to  account  for  “this  epidemic  of  marital  ship- 
wrecks,” he  quotes  Paul  Popenoe,  general  director  of  the 
Institute  of  Family  Relations;  “Ten  p>er  cent  are  not  mar- 
riages at  all  and  are  not  worth  saving.  They  belong  to  the 
same  shady  category  as  bootlegging  and  black  marketing. 
But  it  is  our  observation  that  90  per  cent  of  all  war  mar- 
riages are  based  on  sincerity  . . . and  can  be  saved  if  the 
bride  works  at  it.  I say  bride  because  the  girl  is  the  ag- 


gressor in  most  of  these  war  marriages.  In  this  respect  this 
war  has  completed  the  emancipation  of  womanhood  as 
certainly  as  it  has  murdered  maidenly  modesty.” 


By  calling  attention,  in  the  December  Ladies’  Home 
Journal,  to  the  role  of  planned  parenthood  in  eradicating 
the  evil  of  abortion,  Mrs.  Franklin  D.  Roosevelt  has  per- 
formed an  important  public  service,  says  the  Federation’s 
president.  Dr.  Upham.  Approximately  one-third  of  all  the 
maternity  deaths  of  mothers,  he  points  out,  are  the  result 
of  abortions,  as  is  from  IS  to  20  per  cent  of  the  involuntary 
childlessness  present  among  married  persons.  In  the  opinion 
of  Dr.  Upham,  public  understanding  and  discussion  of  the 
abortion  question  is  at  the  same  point  that  venereal  disease 
stood  ten  years  ago,  “obscured  by  secretiveness  and  lack 
of  public  discussion.” 
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ALASKA  TERRITORIAL 

ANNUAL  MEETING 

MEDICAL  ASSOCIATION 

JUNEAU,  1945 

DEPARTMENT  OF  HEALTH 
ESTABLISHED 


The  recent  session  of  the  Legislature  of  the  Territory  of 
Alaska  enacted  an  Act  for  establishment  of  a Department 
of  Health.  It  provides  that  the  Department  of  Health 
Board  shall  consist  of  the  Governor  and  four  members, 
one  from  each  Judicial  Division,  appointed  by  the  Gov- 
ernor, one  of  whom  shall  be  a member  of  Alaska  Terri- 
torial Medical  Association,  all  being  subject  to  approval 
of  the  Senate  and  House.  Each  shall  serve  for  four  years. 

The  Board  of  Health  shall  appoint  a Commissioner  of 
Health  who  shall  be  chief  executive  of  the  Health  Depart- 
ment. He  shall  be  a full  time  official,  appointed  for  a term 
of  five  years,  a reputable  physician  licensed  under  the 
Medical  Practice  Laws  of  Alaska.  His  duties  and  responsi- 
bilities are  elaborated. 

The  Duties  and  Powers  of  the  Board  are  enumerated  in 
detail.  Its  meetings  shall  be  held  at  least  once  annually. 
-An  emergency  is  declared  to  exist  and  this  -Act  becomes 
operative  at  once. 

The  Governor  appointed  the  following  members  to  the 
Territorial  Department  of  Health: 

Dr.  Dwight  L.  Cramer,  Ketchikan;  Mrs.  Katherine  Ke- 
hoe,  Nome;  Rev.  R.  Rolland  .Armstrong,  .Anchorage;  Mr. 
George  Preston,  Sr.,  Fairbanks. 


BASIC  SCIENCE  LAW  FAILS  TO  PASS 


In  the  recent  Legislature  a Basic  Science  Law  Bill  was 
introduced  by  Senators  Collins  and  Walker.  It  got  off  to 
a bad  start  at  the  beginning.  When  it  was  put  into  shape 
for  introduction  by  a professional  bill  writer,  several  mis- 
takes were  made  and  these  were  not  caught  until  after 
its  introduction.  Therefore,  some  amendments  were  neces- 
sary right  at  first.  There  was  some  opposition  in  the  Sen- 
ate but  this  was  overcome.  In  general,  there  was  the  over- 
all question  of  new  boards  and  new  monies  to  be  appro- 
priated and  much  argument  about  these  questions.  .As  a 


result,  when  the  bill  passed  the  Senate,  it  did  not  carry 
any  appropriation  for  expense  of  running  a board. 

There  was  much  bickering  between  the  two  legislative 
bodies,  and  the  the  bill  was  caught  in  this  confusion  and 
tabled  in  the  House  until  the  last  night  of  the  session. 
During  the  second  reading  of  the  bill.  Representative  Tay- 
lor offered  an  amendment  to  have  the  Board  of  Examin- 
ers consist  of  three  nonmedical  and  two  medical  men. 
This  amendment  passed  without  opposition.  Of  course,  with 
this  as  a part  of  the  bill  it  became  altogether  undesirable. 
The  Senate  asked  the  House  to  recede  from  this  amend- 
ment, but  the  House  refused,  and  the  Senate  allowed  the 
bill  to  die.  The  course  now  is  to  start  laying  plans  for  a 
bill  at  the  next  session  of  the  Legislature,  and  it  is  to  be 
hoped  that  a Basic  Science  Law  may  be  passed  at  that 
time. 


MOBILE  HEALTH  UNIT 


.A  mobile  health  unit  vessel,  “Hy  Gene,”  has  been  put 
in  operation  for  Southeastern  .Alaska,  supported  by  Fed- 
eral funds.  Its  purpose  is  to  provide  medical,  nursing,  x-ray 
diagnostic,  laboratory  and  sanitary  services  to  many  areas 
that  have  hitherto  received  little  or  no  public  health  at- 
tention. The  vessel  is  equipped  with  x-ray  and  bacterio- 
logic  laboratories  for  diagnosis  of  tuberculosis,  contagious 
diseases  and  control  of  epidemics. 

Dr.  N.  Berneta  Block,  Director  of  the  Division  of  Ma- 
ternal and  Child  Health  and  Crippled  Children’s  Services, 
has  been  temporarily  appointed  physician  in  charge.  Mrs. 
Magnhild  Oygard  Bogue,  public  health  nurse  of  wide  ex- 
perienced in  Southeast  .Alaska,  has  been  appointed  nurse- 
technician.  .At  intervals  a Department  Sanitarian  will  join 
the  staff  for  sanitary  inspections  in  outlying  areas. 

BOARD  OF  MEDIC.AL  EX.AMINERS 
LICENSES  GR.ANTED  BY  RECIPROCITA' 

N.  Berneta  Block  was  issued  a reciprocity  license  from 
Michigan. 

H.  T.  Hinman  was  issued  a license  by  reciprocitj-  from 
California. 


CLINICAL  FORUM 


PEDIATRIC  PROBLEM  FOR  APRIL 

J.  I.,  born  October  25,  1942,  a normal  baby  from  birth, 
developing  satisfactorily.  She  fell  down  in  her  basement  in 
early  November  and  cut  her  forehead.  No  medical  treat- 
ment was  necessary.  Six  weeks  after  the  fall  a swelling  wdth 
a little  ecchymosis  appeared  above  the  left  eye,  which  in- 
volved the  socket  to  such  a degree  that  the  eye  was  dis- 
placed a little  bit  downward. 

Examination:  Head,  neck,  heart  and  lungs  were  essen- 
tially negative.  Her  abdomen  was  moderately  distended.  In 
the  right  upper  quadrant  was  a hard  firm  lump,  slightly 
movable,  the  size  of  a pigeon’s  egg.  The  child  was  referred 
to  a Children’s  Hospital. 

On  entering  her  temperature  was  99°,  pulse  108,  respira- 


tions 24.  By  evening  her  temperature  was  101°,  pulse  128, 
and  respirations  the  same. 

This  child  was  in  the  Children’s  Hospital  eighteen  days, 
during  which  time  she  continued  to  have,  with  few  excep- 
tions, a temperature  up  to  101°  daily.  Her  blood  count  was 
hemoglobin  64.8  per  cent;  r.b.c.  3,340,000;  w.b.c.  9,000  and 
the  differential  showed  a normal  ratio  of  cell  variety. 

What  would  your  suggestion  be  for  diagnosis  and  treat- 
ment? 


COMMENTS  ON  OBSTETRIC  PROBLEM 
IN  MARCH  ISSUE 

First  commentator  says:  One  ponders  the  probable  bring- 
ing up  of  a girl  whose  parents  have  not  successfully  blocked 
her  marriage  at  the  age  of  sixteen.  It  is  not  to  be  expected 
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Metamucil  softens  the  fecal  residue,  protects  intestinal  mucosa  and  exerts  a 
gentle,  stimulating,  physiologic  peristalsis. 

Metamucil  is  the  highly  refined  non-irritating  extract  of  a seed  of  the 
psyllium  group,  Plantago  ovata  (50%),  combined  with  dextrose  (50%). 
Metamucil  mixes  readily  with  liquids — is  pleasantly  palatable. 
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that  individuals  moving  in  that  stratum  of  society  would 
seek  early  parental  care,  and  this  adolescent  prospective 
mother  did  not  consider  pregnancy  of  sufficient  moment  to 
consult  a doctor  until  just  before  her  expected  delivery. 
Bleeding  at  this  stage  of  gestation  is  always  serious.  With- 
out rectal  or  vaginal  examination  she  should  be  hospitalized 
at  once, 

Placenta  previa  is  the  most  common  cause  of  bleeding. 
It  is  hard  to  conceive  of  such  a situation  but  there  might 
be  an  isolated  instance  wherein  the  girl  cannot  be  placed 
in  a hospital.  What  can  the  doctor  do?  A colpeurynter  of 
some  variety  must  be  inserted  to  stop  the  loss  of  blood,  or 
if  none  be  at  hand,  then  the  cervix  and  vagina  must  be 
packed  tight  with  gauze.  If,  when  placing  the  above,  the 
cervix  is  found  soft  and  dilatable,  a version  performed  and 
one  or  both  feet  brought  down  wdll  by  pressure  stop  the 
hemorrhage  and  the  packing  can  be  dispensed  with. 

The  recorded  fetal  heart  tones  of  60-70  and  maternal 
pulse  of  140  suggests  an  early  death  of  the  fetus  and  in- 
creasing hopelessness  of  the  mother,  whichever  method  of 
delivery  is  selected  and  the  procedure  completed.  In  a hos- 
pital this  patient  should  receive  plasma  at  once;  a bag  must 
be  introduced  to  stop  bleeding,  and  a sedative,  preferably 
a small  dose  of  morphine  to  slow  the  heart  action,  en- 
hanced by  some  barbiturate.  At  the  same  time  full  prepara- 
tion made  for  blood  transfusion.  This  patient  is  in  shock. 
No  positive  action  toward  delivery  should  be  considered 
until  she  is  recovering  from  her  immediate  distress ; then 
small  doses  of  pituitrin  should  be  used  for  induction. 

Tbe  pathology  does  not  involve  the  detachment  of  the 
placenta  only  but  there  is  a progressive  clotting  of  blood 
in  the  entire  uterine  wall  underlying  the  placental  site.  For 
some  unknown  reason  it  gradually  extends  into,  first,  the 
vessels  of  that  portion  of  the  broad  ligament  nearest  the 
placenta  and  clear  out  into  the  illiac  vein ; and,  second,  by 
more  and  more  of  the  entire  uterine  muscle  may  become 
infiltrated  and  the  broad  ligament  of  the  opposite  side  may 
present  a complete  thrombosis. 

Why  one  should  observe  profound  shock  with  a com- 
paratively slight  involvement,  and  again  no  shock  three 
hours  after  onset  with  a complete  picture  of  a grayish  black 
uterus  and  completely  thrombotic  pelvic  structure  is  im- 
possible to  fathom.  This  girl  is  in  bad  shock  and  her  baby 
is  about  to  die.  She  should  be  given  blood  plasma  at  once 
and  blood  donors  sought  while  the  plasma  is  being  re- 
ceived. The  condition  of  her  cervix  should  be  ascertained. 
If  this  is  completely  effaced  and  dilation  also  completed, 
there  is  just  a slight  possibility  that  a version  will  provide 
a live  baby  and  energetic  treatment  may  save  the  mother’s 
life. 

The  problem  states  that  at  the  time  of  consultation  no 
fetal  heart  tones  are  heard ; the  infant  is  probably  dead 
also.  Since  the  process  probably  began  some  six  to  eight 
hours  previously,  it  has  progressed  to  such  an  extent  that 
there  exists  a considerable  destruction  of  the  uterus  which 
would  mean  a hysterectomy.  There  is  little  or  no  hope  of 
the  entire  situation  improving,  rather  will  become  worse. 

Second  commentator  offers  these  opinions:  Had  this  pa- 
tient received  and  acted  on  proper  parental  advice,  she 
would  have  consulted  a physician  some  four  or  five  months 
earlier.  However,  parents,  who  allow  their  daughters  to 
marry  at  such  an  early  age,  would  not  be  very  likely  to 
possess  prenatal  ideas  of  any  consequence.  The  problem 
does  not  state  whether  the  girl  has  put  on  an  unusual 
amount  of  weight  which  was  important,  nor  whether  her 
face,  eyelids,  etc.  had  been  swelling.  Although  her  blood 
pressure  was  not  alarming,  still  it  was  significant.  Also  she 
had  two  plus  albumin. 

A girl  only  seventeen  years  of  age,  first  baby,  no  paren- 
tal observation  altogether  places  her  in  the  precarious  class. 
She  should  be  hospitalized.  With  this  history,  then  being 


seized  with  sudden  abdominal  pain  followed  by  bleeding 
(or  even  no  bleeding),  the  diagnosis  is  quite  clear. 

It  is  an  instance  of  abruptio  placentae.  Placenta  previa 
causes  bleeding  but  it  is  painless.  The  woody  “feel”  of  the 
uterus  confirms  the  picture.  As  there  is  considerable  bleed- 
ing, probably  there  is  a low  attachment  of  the  placenta  and 
the  separation  is  low  and  marginal.  Abruptio  placentae  is 
a progressive  process.  It  rarely  dispatches  the  baby  at  once. 
The  heart  beat  recorded  as  60-70  indicates  fetal  distress 
and  that  dissolution  is  imminent.  Only  rapid  delivery  will 
save  the  child.  The  loss  of  blood  apparently  has  not  been 
sufficient  but  this  condition  may  cause  profound  shock. 

Conclusion  of  obstetric  case:  The  diagnosis  was  abruptio 
placentae,  probably  occurring  some  seven  hours  before. 
When  the  baby’s  heart  beat  was  only  60  to  70,  it  was  un- 
doubtedly the  terminal  event  for  the  child,  dying  a short 
time  later. 

As  the  patient  was  in  a mild  degree  of  shock,  bolstered 
by  both  glucose  and  normal  saline  given  intravenously  and 
was  receiving  the  last  of  SOO  cc.  of  plasma  when  first  ob- 
served, there  was  little  likelihood,  if  any,  of  the  patient’s 
condition  being  any  better  until  the  cause  was  removed. 
Consequently,  in  spite  of  the  exceedingly  bad  outlook,  a 
cesarean  was  suggested  and  done. 

It  was  a surprise  to  learn  that  so  little  damage  had  been 
done  to  the  uterus,  although  some  seven  hours  must  have 
passed  since  the  onset  of  the  situation.  The  baby  was  re- 
moved. The  placenta  was  lying  loose  in  the  uterine  cavity, 
except  for  a very  small  area  of  the  upper  pole  near  the  left 
tube.  Huge  clots  were  around  the  body  of  the  baby.  These 
were  removed  and  washed  with  normal  saline  and  sod. 
citrate,  and  at  once  given  intravenously  to  the  mother 
until  donors  could  be  provided. 

The  anterior  wall  of  the  uterus  was  very  thin,  only 
about  1 cm.  in  thickness.  There  was  very  little  bleeding, 
but  the  womb  looked  healthy.  The  posterior  wall  was  thick 
with  only  small  areas  that  were  gray  and  mottled.  Both 
horns  were  thrombotic  and  about  three  inches  toward  the 
pelvic  wall.  None  of  the  disturbed  blood  supply  involved 
the  areas  of  the  cervical  arteries.  There  was  a high  per- 
centage of  encouragement  that  the  uterus  would  recover; 
therefore,  a Porro  was  not  done  and  the  wound  was  closed. 

The  patient  was  in  serious  condition  throughout  the 
whole  procedure  and  expired  about  one-half  hour  after  the 
operation.  Later  it  was  learned  that  neither  she  nor  her 
husband  were  over  seventeen  years  of  age. 
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EDITORIALS 

COUNCIL  ON  MEDICAL  SERVICE  AND 
PUBLIC  RELATIONS  AT  PORTLAND 

Among  the  various  departments  of  the  American 
Medical  Association,  none  seems  destined  to  come 
closer  to  the  individual  physician  than  the  recently 
established  Council  on  Medical  Service  and  Public 
Relations.  This  was  demonstrated  at  the  regional 
meeting  in  Portland,  April  7,  which  was  attended  by 
representatives  from  California,  Oregon,  Washing- 
ton, Idaho,  Montana  and  Alaska.  The  opinion  was 
expressed  by  a number  present  that  they  had  rarely 
attended  a medical  meeting,  from  which  so  much 
of  interest  and  value  was  obtained.  Pertinent  and 
specific  addresses  were  delivered  by  Chairman  John 
H.  Fitzgibbon  of  the  Council,  Dr.  Joseph  S.  Law- 
rence, its  director,  and  Mr.  Thomas  A.  Hendricks, 
acting  secretary,  all  of  whom  discussed  from  dif- 
ferent standpoints  the  reason  for  establishing  the 
Council  and  its  objectives.  Emphasis  was  placed  on 
the  intention  of  approaching  the  individual  doctor 
as  far  as  possible,  bringing  to  him  the  plans  and 
purposes  of  the  American  Medical  Association  and 
obtaining  from  him  suggestions  and  criticisms,  with 
the  assurance  that  these  would  be  considered  with 
the  purpose  of  bringing  the  national  organization 
closer  to  the  individual  doctor.  Attention  was  called 
to  The  Bulletin  and  News  Letter,  published  by  the 
Council,  at  stated  intervals,  which  discuss  con- 
gressional medical  legislation  and  many  other  mat- 
ters of  vital  interest  to  all  physicians,  which  may 
be  received  by  application  to  the  Council. 

Both  Dr.  Lawrence  and  Mr.  Hendricks  discussed 
with  much  detail  the  reasons  for  establishing  the 
Council,  and  amplified  its  purposes  and  ambitions. 
Every  physician  is  well  aware  of  the  criticisms  and 
innuendoes  cast  upon  the  A.  M.  .A.  coming  from 
physicians  and  laymen,  many  of  whom  have  as- 
serted that  it  was  an  exclusive  organization  which 
has  failed  to  keep  the  public  informed  of  its  plans 
for  promoting  medical  practice  in  a manner  to 
benefit  the  public,  especially  criticising  the  failure 
to  be  represented  at  the  national  capital,  where 
much  legislation  has  been  introduced  pertaining  to 
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medical  practice.  One  purpose  for  establishing  this 
Council  has  been  to  meet  these  criticisms.  Its  ac- 
tivities during  the  period  of  its  existence  seem  to 
have  successfully  accomplished  this  purpose. 

While  the  Council  has  as  one  of  its  objectives 
this  representation  at  the  national  capital,  empha- 
sis was  placed  upon  the  fact  that  the  individual 
doctor  in  his  own  home  town  can  do  much  to 
establish  correct  knowledge  regarding  future  medi- 
cal practice  in  changing  conditions  which  are  be- 
fore us,  through  his  influence  upon  his  own  clientele. 
If  the  doctors  of  a community  are  united  and  work 
in  cooperation,  they  can  do  much  to  secure  favor- 
able attitude  of  the  public  toward  the  purpose  of 
obtaining  adequate  medical  care  for  all  the  people 
in  a manner  to  meet  their  financial  conditions.  This 
depends  largely  upon  the  doctors  themselves  sup- 
porting their  medical  organizations  and  working  in 
harmony  with  each  other. 

Dr.  J.  W.  Holloway,  director  of  the  Bureau  of 
Legal  Medicine  and  Legislation,  discussed  medical 
bills  before  Congress  and  the  w'ork  of  the  Bureau 
of  Information.  It  was  stated  that  the  Wagner  bill 
has  been  much  modified  since  its  original  introduc- 
tion, and  that  it  will  probably  be  introduced  again 
with  modifications.  One  speaker  thought  this  bill 
was  serving  much  in  the  way  of  a smoke  screen, 
attracting  much  attention  from  the  medical  pro- 
fession while  concealing  to  an  extent  other  legisla- 
tion which  may  be  of  vital  importance. 

The  relation  of  the  Blue  Cross  to  prepaid  medical 
service  in  Oregon  and  Washington  received  con- 
siderable discussion.  The  situation  in  these  two 
states  wcis  described,  the  conflict  between  these 
organizations  being  presented  with  some  detail. 
The  chief  purpose  of  the  discussion  was  to  empha- 
size the  fact  that  the  doctors  propose  to  manage 
their  own  methods  of  practice  without  dictation 
from  outside  influence  and  pressure.  No  action  was 
taken  on  this  matter,  but  it  was  well  publicized. 
The  same  was  true,  following  a discussion  of  the 
management  by  the  Children’s  Bureau  of  the  Emer- 
gency Maternal  and  Infant  Care.  The  encroach- 
ment of  the  E.  M.  I.  C.  upon  medical  practice,  and 
its  dictatorial  attitude  was  the  occasion  of  much 
discussion. 

Various  questions  were  presented  by  men  from 
different  states,  affecting  their  forms  of  practice, 
for  which  advice  was  solicited.  These  suggested  a 
useful  field  of  activity  for  the  Council. 

Dr.  Carl  M.  Peterson,  secretary  of  the  Council 
on  Industrial  Health,  presented  the  subject  of  re- 
habilitation which  is  receiving  so  much  attention 
from  various  sources.  This  will  be  a vital  matter 


affecting  returning  physicians  as  well  as  others  in 
war  service.  Attention  was  called  to  the  fact  that 
there  may  not  be  such  a superfluity  of  practition- 
ers as  is  expected  by  some.  An  unknown  number 
of  physicians  will  be  needed  for  the  army  of  occu- 
pation in  Germany  and  to  man  the  numerous  hos- 
pitals for  returning  service  men,  as  well  as  the 
contemplated  veterans  hospitals  to  be  constructed. 
The  present  existing  shortage  of  physicians  in  some 
localities  was  emphasized,  with  many  overbur- 
dened men  now  in  private  practice.  It  was  believed 
that  the  reestablishment  of  returning  doctors  may 
not  be  such  a complication  as  envisaged  by  some. 

These  are  a few  of  the  subjects  which  were  in- 
troduced and  discussed  at  this  regional  meeting. 
They  are  presented  as  an  indication  of  the  pur- 
poses of  this  Council  and  the  belief  that  it  is  a 
very  useful  institution  which  will  be  of  much  bene- 
fit to  the  medical  profession,  if  they  recognize  the 
opportunity  of  utilizing  it  and  receive  with  consid- 
eration the  results  of  its  labors  and  continuous 
activities. 


MORE  REGIMENTATION  OF 
MEDICAL  PRACTICE 

There  are  frequent  announcements  of  contem- 
plated government  control  of  certain  phases  of 
medical  practice.  The  purpose  of  some  of  these  has 
been  clearly  expressed,  while  others  have  developed 
in  the  process  of  execution.  One  of  the  latter  ap- 
pears to  be  the  Emergency  Maternal  and  Infant 
Care  Program  of  the  Children’s  Bureau.  Its  origi- 
nal announced  purpose  of  caring  for  pregnant 
mothers  and  children  of  men  in  service  was  com- 
mendable and  met  with  general  approval.  In  Janu- 
ary, 1944,  Dr.  Martha  Eliot,  assistant  chief  of  the 
Children’s  Bureau,  in  Parents  Magazine  offered 
“public  maternity  care  for  expectant  mothers  and 
their  babies”  to  be  a war  duration  endeavor  only. 
At  the  same  time  it  was  stated  by  the  Children’s 
Bureau  that  a mother  receives  more  than  she  can 
get  in  the  usual  visit  to  a doctor.  Being  chided  for 
this  statement.  Dr.  Eliot  announced  at  the  meeting 
of  the  Academy  of  Pediatrics  in  St.  Louis  last  No- 
vember that  the  EMIC  program  would  discontinue 
six  months  postwar. 

In  the  March  3 issue  of  The  Journal  of  the 
A.  M.  A.  recommendations  were  published  as 
adopted  by  the  Steering  Committee,  a subgroup  of 
the  Advisory  Committee  of  the  Children’s  Bureau. 
These  embody  in  a large  part  considerations  rec- 
ommended by  the  Academy  of  Pediatrics,  but  much 
more  widely  expanded,  with  many  addenda  rela- 
tive to  their  application.  These  recommendations 
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have  elicited  many  comments  and  criticisms  among 
pediatricians  who  interpret  them  to  indicate  ex- 
panded government  supervision  along  these  lines  of 
practice,  continued  indefinitely. 

A prominent  pediatrician,  who  has  keenly  fol- 
lowed with  much  interest  the  expansion  of  the 
EMIC  Program,  offers  the  following  comments  re- 
garding these  recommendations  of  the  Steering 
Committee: 

“The  suggestion  appears  that  it  will  consume  at  least  ten 
years,  possibly  all  postwar  years,  to  fully  develop  the  pro- 
gram. That  there  is  great  merit  in  its  plan  there  is  no  doubt. 
It  could  be  of  great  value,  although  highly  idealistic,  but  it 
maintains  centralized  control  in  the  Childrens  Bureau.  At 
least  seven  times  in  this  memorandum  the  Children’s  Bureau 
is  urged  to  take  charge  of  marked  details,  that  the  Bureau 
shall  request  more  federal  funds,  give  treatment  service, 
supervise  maternity  care,  assume  Crippled  Children’s  Pro- 
gram, seek  elimination  of  court  control  that  might  interfere 
with  Children’s  Bureau  policy  with  children;  again  and 
again  it  is  implied  that  the  Children’s  Bureau  shall  domi- 
nate special  details. 

“Dr.  Eliot  can  now  say  that  the  Children’s  Bureau  has 
been  urged  to  contniue  the  EMIC  Program  in  its  widest 
ideas  of  expansion  postwar.  It  would  appear  that  the  .Amer- 
ican public,  the  .Academy  of  Pediatrics,  and  Medical  Pro- 
fession have  been  ‘sold  down  the  river.’ 

“This  authority  is  proffered  the  Children’s  Bureau  by 
a Committee,  whose  only  power  has  been  deriv'ed  by  virtue 
of  having  been  appointed  by  the  Children’s  Bureau.  The 
foot  to  open  the  door  for  political  medicine  has  made  an- 
other inward  move.” 


STATE  COMMITTEES  OF  THE  NATIONAL 
PHYSICIANS  COMMITTEE 
During  recent  years  much  publicity  has  been  ac- 
corded the  National  Physicians  Committee  for  Ex- 
tension of  Medical  Service.  At  first  it  was  looked 
upon  with  suspicion  by  the  medical  profession  at 
large,  questioning  its  necessity  and  doubtful  of  its 
purposes.  As  time  has  passed,  however,  it  has  been 
demonstrated  that  the  promoters  of  this  committee 
have  but  one  objective  which  is  to  promote  exten- 
sion of  the  best  medical  service  to  the  people  of 
our  country.  In  addition  to  this,  it  also  aims  to 
uphold  and  expand  the  welfare  of  the  medical  pro- 
fession. It  has  no  private  axes  to  grind  and  does 
not  exist  to  develop  the  interests  of  any  individuals. 

In  many  states  subcommittees  of  physicians  have 
been  formed  to  cooperate  with  the  National  Com- 
mittee and  help  to  carry  on  its  endeavors.  At  the 
recent  regional  meeting  of  the  Council  on  Medical 
Service  and  Public  Relations,  held  in  Portland,  an 
address  was  delivered  by  Mr.  Edward  F.  Stegen, 
associate  administrator  for  the  National  Committee, 
who  explained  its  purposes  and  objectives  in  a con- 
vincing manner.  Already  Oregon  State  Medical 
Association  had  established  a subcommittee  to 
carry  on  the  program  of  the  National  Committee. 


Included  in  the  Washington  Section  of  this  issue 
are  resolutions  adopted  by  the  Board  of  Trustees 
of  Washington  State  Medical  Association,  setting 
up  the  Washington  Committee  of  the  National 
Physicians  Committee  for  Extension  of  Medical 
Services.  It  is  believed  that  there  is  an  opportunity 
for  accomplishment  of  helpful  results  from  future 
activities  of  these  committees  in  these  two  states. 


THE  SEVENTH  WAR  LOAN 
It  is  unnecessary  to  remind  anyone  of  the  im- 
portance and  urgency  of  the  purchase  of  war 
bonds.  Newspapers  and  magazines  have  been  re- 
plete with  urgent  requests  upon  all  citizens  to  do 
their  part  in  purchasing  past  issues  of  bonds,  to 
which  they  have  generally  responded  magnificently. 
At  present  “The  Mighty  Seventh”  War  Loan  is 
urged  upon  us.  It  starts  May  14,  concluding  June 
30.  Each  state  has  a quota  allotted  to  it  which  it  is 
hoped  may  be  attained.  To  accelerate  the  purchase 
of  the  Sixth  War  Loan,  it  was  stated  that  some 
2,000  magazines  featured  its  sale  on  their  first  page 
cover.  This  was  commonly  published  in  their  June 
issues.  Since  this  journal  usually  reaches  its  readers 
about  the  middle  of  the  month,  featuring  the  Sev- 
enth War  Loan  appears  in  this  May  issue.  It  con- 
sists of  an  apeal  by  the  five-star  Generals  Marshall, 
IMacArthur,  Eisenhower  and  Arnold,  together  with 
three  four-star  Admirals  Leahy,  King  and  Nimitz, 
all  of  whose  signatures  are  attached.  This  should 
offer  a favorable  appeal  to  all  readers  of  this  jour- 
nal. Special  attention  will  be  called  again  to  this 
Loan  in  the  June  issue. 


EDUCATIONAL  OPPORTUNITIES  FOR  ARMY 
DOCTORS 

Since  the  start  of  World  War  II,  over  6,000  selected  med- 
ical officers  have  been  graduated  from  short  but  intensive 
courses  given  by  the  Medical  Department  in  some  thirty 
critical  medical  and  surgical  specialties,  according  to  Major 
General  George  F.  Lull,  Deputy  Surgeon  General.  In  addi- 
tion, refresher  courses  in  general  medicine  and  surgery 
provide  medical  officers  with  a chance  to  “brush  up”  before 
returning  to  professional  assignments  after  other  duty. 

Many  doctors  also  benefit  while  in  service  from  working 
under  key  professional  personnel  in  military  hospitals. 
Other  medical  officers  who  have  been  on  duty  with  combat 
troops  in  the  field  are  given  an  opportunity  to  brush  up 
on  their  specialties  through  the  rotation  policy. 

General  Lull  reported  that  350  doctors  have  been  re- 
assigned from  field  to  hospital  duty  during  the  past  year  in 
the  Mediterranean  Theater  and  “the  merit  of  intratheater 
rotational  plans  has  been  pointed  out  to  other  theaters,  and 
is  being  encouraged  in  order  that  the  maximum  number 
of  doctors  might  receive  refresher  training  while  they  are 
still  in  military  service.” 

Naturally,  professional  training  of  medical  corps  officers 
during  military  service  must  be  restricted  to  meet  military 
rather  than  civilian  requirements.  However,  General  Lull 
said.  The  Surgeon  General  is  keenly  interested  in  the  welfare 
of  these  doctors  and  will  provide  “insofar  as  is  possible” 
opportunities  for  professional  training. 
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LUPUS  ERYTHEMATOSUS  DISSEMINATUS* 

TWO  CASES  WITH  SPECIAL  REFERENCE  TO  SEROLOGY 

Randolph  P.  Pillow,  M.D. 

AND 

Lester  J.  Palmer,  M.D. 

SEATTLE,  WASH. 

Lupus  erythematosus  disseminatus,  although  not 
a common  disease,  is  being  recognized  more  fre- 
quently than  in  the  past.  As  long  as  thirty  years 
ago  it  was  noted  that  generalized  systemic  involve- 
ment occurred  in  a certain  percentage  of  the  group 
of  individuals  suffering  from  this  disease.  In  the 
past  fifteen  years  the  generalized  features  of  the 
disease  have  become  more  commonly  recognized.  It 
is  now  accepted  that,  in  addition  to  the  lesions  of 
the  skin,  widespread  systemic  involvement  occurs 
with  visceral  lesions  of  the  lymph  nodes,  kidneys, 
blood  vessels,  and  serous  and  endocardial  surfaces. 

Etiology  of  the  disease  has  never  been  estab- 
lished. Early  workers  confused  it  with  the  tubercu- 
lous skin  manifestations  of  lupus  vulgaris.  Many 
writers  feel  today  that  the  disease  is  an  allergic 
reaction^',  possibly  following  sensitization  by  some 
abnormal  product  of  a disturbed  metabolism  and 
that  its  activation  may  be  caused  by  sunlight  or 
ultraviolet  rays.  The  disease  is  seen  more  frequently 
in  females,  and  it  is  confined  chiefly  to  the  tem- 
perate regions. 

The  manifestations  are  protean,  but  the  clinician 
is  chiefly  concerned  with  the  fever  and  the  joint, 
skin,  blood  and  kidney  involvements.  The  fever  is 
often  an  obscure  type  and  other  causes  for  an  ele- 
vation of  temperature  must  be  ruled  out.  Fre- 
quently, there  are  remissions  from  the  fever  over 
months  or  years.  Early  writers  spoke  of  the  disease 
as  “fever  of  unknown  etiology.”^ 

Early  in  the  course  of  the  disease  the  patient  may 
complain  of  myalgia,  arthralgia  and  at  times  of 
arthritis.  The  joints  become  tender,  stiff  and 
swollen,  but  permanent  changes  are  quite  unusual.® 
During  remissions  from  the  fever,  all  joint  symp- 
toms may  completely  disappear. 

The  characteristic  skin  changes  usually  appear 
first  on  the  “butterfly  area”  of  the  face,  then  on  the 
neck,  hands,  extremities  and  trunk.  These  changes 
consist  of  thickened,  erythematous  patches  with 

♦ From  the  Mason  Clinic. 

1.  Fox,  R.  A.:  Disseminated  Lupus  Erythematosus. 

Arch.  Path.  36,  311-315,  Sept.,  1943, 

2.  Chirstian,  H.  A.:  Long  Continued  Fever  with  Inflam- 
matory Changes  in  Serous  and  Synovial  Membranes  and 
Elventual  Glomerulonephritis.  M.  Clin.  N.  America,  18; 
1023-1026,  Jan,,  1935. 

3.  Cabot  Case:  New  England  .1.  Med.,  225:956-958,  Dec. 
11,  1941. 
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underlying  telangiectatic  manifestations.  The  ery- 
thema is  usually  accentuated  by  exposure  to  sun- 
light, and  the  lesion  may  be  described  as  having  a 
purple  hue.  The  follicles  are  plugged  with  cornified 
epithelium  which  can  be  noted  protruding  above 
the  skin  surface. 

Small,  pin-point  erythematous  patches  may  be 
noted  on  the  finger  tips,  thenar  and  hypothenar 
eminences  and  rarely  on  the  toes.  At  times  the 
lesions  may  progress  to  extensive  involvement  of 
the  skin  and  mucous  membranes  which  may  ulcer- 
ate and  become  secondarily  infected.  Whenever  a 
crust  is  raised,  multiple  small  bleeding  points  are 
exposed.  The  condition  of  “lupus  sine  lupo”  may 
be  present  ;■*  this  consists  of  visceral  lesions  and 
symptoms  in  the  absence  of  any  skin  manifesta- 
tions. The  latter  may  appear  some  months  or  years 
later.  It  is  this  type  that  presents  considerable  dif- 
ficulty in  diagnosis. 

The  blood  usually  shows  a leukopenia,  throm- 
bopenia  and  moderate  anemia,  with  a depression  of 
all  blood  forms,  but  there  may  be  a neutrophilic 
increase.  The  sedimentation  rate  is  typically  ele- 
vated, both  during  exacerbations  and  remissions. 
These  patients  may  show  a positive  Wassermann 
reaction®  and,  on  a presumptive  diagnosis  of  syph- 
ilis, may  receive  prolonged  antisyphilitic  treatment. 
Gennerich  first  suggested  this  type  of  reaction  and 
Keil®  also  reported  the  phenomenon  in  more  than 
ten  cases  and  had  “data  on  several  others.”  Coburn 
and  Pauli  studied  two  classic  examples  of  the  dis- 
ease and  believed  that  the  false  positive  Wasser- 
mann resulted  from  it.'^  Smith  observed  one  case  of 
the  disease  with  false  positive  serology.® 

Most  researchers  agree  with  Keil  that  in  this 
disease  there  is  an  increase  in  the  globulin  fraction 
in  the  blood,  and  a decrease  in  the  albumin-to- 
globulin  ratio,  and  that  the* globulin  fraction  is  re- 
sponsible for  the  false  positive  test.  This  test  may 
fluctuate  widely  under  different  technics,  and  a 
high  Wassermann  titre  is  considered  a bad  prog- 
nostic sign.  Keil  reported  one  case  of  the  disease, 
in  which  the  spinal  fluid  showed  a paretic  colloidal 
gold  curve  but  without  any  evidence  of  syphilis. 

Renal  involvement  is  common  and  occurs  in 

4.  Baehr,  G.,  Klemperer  P.  and  Schifrin.  A.:  Diffuse 
Disease  of  Peripheral  Circulation.  Tr.  A.  Am.  Physicians, 
50:139-155,  1935. 

5.  Baehr,  G. ; Cecil.  Textbook  of  Medicine,  p.  459,  6th 
Ed.,  W.  B.  Saunders  Co.,  Philadelphia,  1943. 

6.  Keil,  H. : Dermatomyositis  and  Systemic  Lupus  Ery- 
thematosus. Arch.  Int.  Med.,  66:339-383,  Aug.,  1940. 

7.  Coburn,  A.  F.  and  Pauli,  R.  H. : Quoted  by  Keil,  6 
supra. 

8.  Smith,  D.  C. : Personal  communication. 
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about  70  per  cent  of  cases.“  Renal  insufficiency  and 
chronic  uremia  are  usually  not  prominent,  although 
occasionally  there  may  be  a terminal  high  blood 
nitrogen  level.  According  to  Keith^®,  the  histolog- 
ic changes  in  the  kidneys  “may  resemble  the 
lesions  found  during  the  first  two  weeks  of  acute 
glomerulonephritis.”  .Albuminuria,  cylinduria  and 
microscopic  hematuria  may  persist  for  years,  sug- 
gesting that  the  renal  lesion  is  due  to  a mild  re- 
action to  a toxic  agent.  Microscopically,  the  glo- 
meruli show  a peculiar  hyaline  thickening  of  the 
walls  of  the  capsule  which  is  probably  a “fibrinoid 
degeneration  and  collagenization  of  the  basement 
membrane.” 

process  of  essentially  similar  nature,  but  with 
varied  anatomic  distribution,  is  “believed  to  ooccur 
in  scleroderma,  rheumatic  fever,  periarteritis  no- 
dosa and  thromboangiitis  obliterans. 

The  systemic  disease  must  be  differentiated  from 
the  discoid,  localized  variety.  In  the  latter  type  the 
extent  of  involvement  and  treatment  are  different, 
and  the  prognosis  is  much  better.  .At  times  it  is 
believed  that  the  discoid  type  may  revert  to  the 
systemic  type,  particularly  if  there  has  been  pro- 
longed exposure  to  ultraviolet  light.  Stokes^'-^  wrote 
that  a change  from  the  discoid  to  the  disseminated 
form  may  be  suspected,  when  the  lesions  begin  to 
spread  from  the  face  to  the  other  parts  of  the  body 
or  mucous  membranes. 

The  present  therapy  of  the  disseminated  type  is 
largely  supportive  and  consists  of  ( 1 ) bed  rest  and 
avoidance  of  ultraviolet  light,  (2)  adequate  high 
calory  diet,  (3)  blood  transfusions  as  needed,  (4) 
salicylates  and  codeine,  (5)  avoidance  of  paren- 
teral use  of  heavy  metals,  (6)  removal  of  any  infec- 
tious focus  during  quiescent  periods.  Cannon  re- 
cently reported  improvement  by  the  use  of  iodine 
orally.^®. 

The  two  following  reports  are  of  cases  illustrat- 
ing this  disease.  The  diagnostic  pictures  as  pre- 
viously discussed  are  present.  Both  cases  illustrate 
the  change  that  may  occur  in  the  serum  protein 
which  in  turn  may  cause  a false  positive  Wasser- 
mann.  This  was  present  early  in  the  disease  in  case 
1,  and  antisyphilitic  treatment  was  given  for  five 
years. 

9.  Cluxton,  H.  E.  and  Kraus,  L.  A.  M. ; Acute  Lupus 
Erythematosus  Disseminatus.  Ann.  Int.  Med.,  19:843-872, 
Dec.,  1843. 

10.  Keith,  N.  M. : Renal  Problem  in  Lupus  Erythema- 
tosus. Proc.  Staff  Meet.  Mayo  Clin.  15:682-683,  Oct.  23, 
1940. 

11.  Klemperer  P,  Pollack,  A.  D.  and  Baehr  G.:  Diffuse 
Collagen  Disease ; Acute  Disseminated  Lupus  Erythema- 
tosus and  Diffuse  Scleroderma.  J.  A.  M.  A.,  119:331-332, 
May  23,  1942. 

12.  Stokes,  J.  H. : Diagnosis  of  Disseminate  Lupus  Ery- 
thematosus. M.  Clin.  N.  Amer.,  10:290-294,  Sept.  26,  1926. 

13.  Cannon,  B.  A.:  Treatment  of  Lupus  Erythematosus 
Disseminatus  by  Internal  Administration  of  Iodine.  Arch. 
Dermal,  and  Syphil.,  51:26-31,  .Tan.,  1945. 


CASE  REPORTS 

Case  1.  M.  L.  V.,  aged  25  years,  white  housewife,  ad- 
mitted to  Virginia  Mason  Hospital  Jan.  13,  1945,  and  dis- 
charged Feb.  18. 

Complaint:  “Fever  and  pains  in  arms  and  legs  for  three 
weeks.” 

Family  history:  Not  contributory.  Married  seven  years. 

Past  history:  The  patient  was  regarded  as  a very  healthy 
child.  There  has  been  no  chronic  cough,  sputum  or  hemop- 
tysis. The  gastrointestinal,  genitourinary  and  neuromus- 
cular systems  have  been  normal. 

Present  illness:  The  patient  was  well  until  five  and  one- 
half  years  ago.  At  this  time  she  had  an  acute  febrile  epi- 
sode associated  with  pleuritis,  myalgia  and  arthalgia.  The 
myalgia  was  very  prominent  and  she  “ached  all  over.”  The 
arthralgia  was  mild,  and  the  joints  were  not  hot,  red  or 
swollen.  Motion  did  not  accentuate  the  pain.  The  arthralgia 
involved  chiefly  the  hands,  elbows  and  feet.  This  episode 
lasted  about  two  weeks  and  then  the  patient  seemed  to  re- 
cover. 

Several  weeks  later  she  was  further  examined  by  her 
doctor  to  determine  the  cause  of  her  illness.  A positive 
Wassermann  reaction  was  obtained  on  the  blood  serum. 
She  could  give  no  history  of  infection,  and  no  syphilitic 
lesions  were  found  at  this  time.  The  serology  of  the  hus- 
band and  mother  have  been  repeatedly  negative.  The  pa- 
tient was  subjected  to  antileutic  therapy.  Because  of  an 
early  sensitivity  to  the  arsenicals  she  was  treated  largely 
with  bismuth. 

From  1942  to  1944  the  patient  had  occasional  episodes 
when  she  felt  feverish  (the  temperature  was  never  taken), 
with  some  arthralgia  and  myalgia  lasting  one  or  two  days. 
In  March,  1943,  she  was  hospitalized  for  about  three  weeks 
for  an  unexplained  fever  which  reached  103°  and  was  asso- 
ciated with  severe  arthralgia,  pleuritis  and  myalgia.  The 
fever  and  symptoms  slowly  subsided. 

She  was  then  given  a three  months’  vacation  from  anti- 
leutic therapy.  From  the  onset  of  treatment  to  June,  1944, 
she  was  kept  saturated  with  bismuth  and  also  received  oc- 
casional injections  of  arsenicals,  i.  e.,  except  for  the  three 
months  vacation. 

In  July,  1944,  the  patient  was  given  extensive  study  in 
several  clinics  and  it  was  concluded  there  was  no  evidence 
of  syphilis  except  the  positive  serology.  The  spinal  fluid  was 
negative.  Blood  examination  for  malaria,  undulant  fever 
and  infectious  mononucleosis  were  negative.  Roentgen 
studies  of  the  extremities  and  gastrointestinal  tract  were 
negative. 

In  August,  1944,  the  patient  was  given  ten  induced  fever 
treatments  (cabinet  method).  In  the  fall  of  1944  she  was 
given  more  bismuth.  From  the  onset  of  this  illness  until 
December,  1944,  her  serologic  examinations  remained 
strongly  positive,  except  for  several  doubtful  tests  from 
December,  1944,  to  February,  1945. 

The  patient  first  noticed  in  June,  1944,  a slightly  ele- 
vated, erythematous  rash  on  her  forehead,  bridge  of  nose 
and  malar  eminences.  She  was  doing  considerable  sun- 
bathing at  this  time,  to  which  she  attached  no  particular 
significance;  nevertheless,  the  rash  persisted.  Sunlight 
seemed  to  aggravate  the  rash  which  at  times  had  a purplish 
hue,  and  seemed  to  be  more  noticeable  when  the  fever  and 
pain  in  the  extremities  were  prominent. 

The  patient  was  first  seen  in  the  Mason  Clinic  December 
11,  1944.  The  rash  was  not  prominent,  and  hands  and  feet 
showed  slight  puffiness.  The  electrocardiograph  was  normal. 
The  sedimentation  rate  was  26  (corrected).  The  serology 
was  strongly  positive  and  she  had  a moderate  anemia.  The 
urine  had  a specific  gravity  of  1.008  an  albumin  of  + 1 
(basis  3),  and  8 to  10  red  and  white  cells  per  high  power 
field.  It  was  decided  to  stop  all  antiluetic  therapy  and  the 
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patient  was  placed  on  absolute  bedrest,  salycilates  and  vita- 
min therapy. 

On  December  25  the  patient  became  actually  ill  and  felt 
feverish  (temperature  100.4°),  with  severe  pains  in  the  e.x- 
tremities  and  chest.  The  rash  on  the  face  became  very 
prominent  and  more  widespread.  These  symptoms  persisted 
and  she  was  admitted  to  the  Virginia  Mason  Hospital  Janu- 
ary 13,  1945. 

.Admission  findings:  Temperature  101.8°,  pulse  96,  respi- 
rations 20,  blood  pressure  116/60.  Weight  116  lb.  (a  loss  of 
12  lb.  in  three  weeks). 

The  skin  showed  a diffuse,  erythematous  rash,  involving 
the  butterfly  area  of  the  face,  forehead  and  pinnae  of  the 
ears.  Over  the  butterfly  area  there  were  multiple  hemor- 
rhagic papules  wtih  small  underlying  telangiectases.  The 
posterior  surfaces  of  the  pinnae  were  covered  with  a 
grayish-white,  closely  adherent  scaling  which  revealed  mul- 
tiple small  bleeding  points  when  removed.  The  skin  of  the 
lower  part  of  the  face  was  normal  grossly.  The  fingertips 
and  thenar  and  hypothenar  eminences  showed  multiple, 
small,  erythematous  manifestations.  The  nasopharyngeal 
mucosa  was  slightly  injected.  The  mucosa  overlying  the 
hard  palate  showed  several  small,  dark,  erythematous 
patches. 

The  neck  revealed  several  firm,  freely  movable  glands  in 
the  subma.xillary  region,  and  two  similar  glands  (about  1-2 
cm.  in  diameter)  in  the  right  anterior  cervical  chain. 

The  heart  was  not  enlarged.  The  rate  was  regular  and  a 
third  sound  was  heard  only  at  the  apex.  \ moderate  blow- 
ing, apical  systolic  murmur  was  present. 

The  extremities  showed  slight  stiffness  of  the  fingers. 
There  was  no  swelling  nor  redness  of  the  joints  and  no  in- 
creased pain  on  motion. 

The  remainder  of  the  physical  examination  was  negative. 

Blood  examination  revealed  a red  count  of  3,800,000,  and 
a hemoglobin  of  9.9  Gm.  (72  per  cent).  The  leukocyte 
count  was  4,800,  with  82  per  cent  neutrophiles,  15  per  cent 
lymphocytes,  7 per  cent  monocytes  and  1 per  cent  eosino- 
philes.  The  platelet  count  was  194,000.  The  sedimentation 
rate  was  32  (corrected).  The  nonprotein  nitrogen  was  25 
mg.  per  cent.  The  serum  protein  was  6.55  Gm.  per  cent 
with  3.07  Gm.  per  cent  albumin  and  3.48  Gm.  per  cent 
globulin,  or  an  .A/G  ratio  of  .88.  Several  blood  cultures 
were  negative  after  ten  days.  The  vitamin  C determination 
was  1.04  mg.  p>er  cent.  The  Kolmer  and  Kahn  tests  were 
strongly  positive. 

Urinalysis  showed  a specific  gravity  of  1.016,  reaction 
acid,  albumin  + 1,  (basis  3),  and  6-8  red  and  white  cells 
per  high  power  field. 

The  electrocardiograph  was  normal.  The  chest  roent- 
genogram was  normal  except  for  a localized  pneumonitis  in 
the  right  lower  lobe  posteriorly. 

The  above  laboratory  findings  were  substantiated  on  sev- 
eral repeated  determinations. 

Course  in  hospital:  A diagnosis  of  lupus  erythematous 
disseminatus  was  made.  During  the  first  two  weeks  the 
temperature  slowly  dropped  to  normal.  The  rash  on  the 
face  subsided  and  the  joint  symptoms  improved.  The 
myalgia,  arthralgia  and  pleuralgia  were  partially  controlled 
with  codeine  and  salycilates.  Her  appetite  slowly  improved. 
Tincture  of  iodine  (7  per  cent)  3 drops  t.  i.  d.  increased 
slowly  to  10  drops  t.  i.  d.  was  given  until  the  patient 
developed  marked  nausea  and  anorexia  and  it  was  discon- 
tinued. 

Since  her  discharge,  the  rash,  fever  and  joint  and  chest 
pains  have  again  become  very  prominent. 

Case  2.  E.  G.,  age  23  years,  white  single  female,  admitted 
to  Virginia  Mason  Hospital  February  15,  1945,  and  dis- 
charged February  26. 

Complaint:  “Weakness  and  fever  for  five  months.” 

Family  and  past  history:  Essentially  negative. 


Present  illness:  In  March,  1944,  the  patient  had  an  epi- 
sode of  moderately  severe  arthritis  lasting  about  two 
months.  This  began  as  stiffness  and  pain  in  the  fingers  and 
progressed  to  multiple,  painful  swollen  joints.  She  had  mi- 
gratory pleuralgia  and  was  feverish. 

In  .August  the  patient  did  considerable  sun-bathing,  at 
which  time  an  erythematous  rash  developed,  involving  the 
butterfly  area  of  the  face.  .At  the  same  time  she  began 
having  daily  fever,  pleurisy  and  pain  and  swelling  in  mul- 
tiple joints,  with  pain  in  the  muscles  of  the  extremities.  She 
became  very  weak  and  lost  40  lb.  in  four  months. 

.Admission  findings:  Temperature  102°,  pulse  102,  blood 
pressure  112/72.  The  patient  was  markedly  emaciated. 
There  was  a purplish,  erythematous  rash  with  small  under- 
lying telangiectases,  involving  the  butterfly  area  of  the  face 
and  neck.  There  were  pin-point  erythematous  patches  on 
the  finger-tips. 

The  heart  was  not  enlarged  and  there  was  a moderate 
blowing  apical  and  aortic  systolic  murmur. 

There  were  several  enlarged  anterior  cervical  nodes.  There 
was  painful  motion  in  the  fingers,  wrists,  elbows,  knees  and 
ankles,  and  pitting  edema  of  the  lower  legs  and  ankles. 
There  was  no  increased  heat  over  the  joints. 

The  red  cell  count  was  2,450,000  and  hemoglobin  was  6.6 
Gm.  per  cent  (48  per  cent).  The  leukocyte  count  was  4,700 
with  a normal  differential.  The  platelet  count  was  196,000 
and  sedimentation  rate  was  30  (corrected).  The  blood  cul- 
tures contained  no  growth.  The  blood  nonprotein  nitrogen 
level  was  41  mg.  per  cent.  The  serum  protein  was  7.0  Gm. 
p>er  cent,  with  2.73  Gm.  per  cent  albumin  and  4.27  Gm.  per 
cent  globulin,  or  an  .A/G  ratio  of  .63.  The  Kolmer  and 
Kahn  tests  were  found  to  be  doubtful,  when  examined  by 
two  different  laboratories. 

The  urine  showed  a specific  gravity  of  1.019,  acid  reac- 
tion, albumin  -)-  2 (basis  3)  and  10  red  and  many  white 
cells  p>er  high  power  field.  The  specific  gravity  of  repeated 
urine  specimens  was  fixed  between  1.016  and  1.019. 

The  electrocardiograph  was  interpreted  as  showing  severe 
toxic  myocarditis.  The  chest  roentgenogram  was  negative. 

Course  in  hospital:  The  temperature  and  the  pulse  slowly 
dropped  to  normal  on  the  seventh  hospital  day,  but  the 
temperature  was  again  elevated  to  101°,  and  the  pulse  to 
100  three  days  later  when  she  was  discharged.  The  patient 
was  placed  on  a high  calory-high  carbohydrate  diet.  She 
was  given  three  units  of  whole  blood  (550  cc.  each). 

SUMMARY 

A brief  discussion  of  lupus  erythematous  dis- 
seminatus and  two  case  reports  of  this  disease  are 
presented.  Particular  attention  is  called  to  the  blood 
changes  in  this  disease  which  may  cause  a false 
positive  Wassermann  reaction. 


F.AVOR.ABLE  REPORTS  ON  TRENCH  FOOT 
Reports  from  the  .Army  general  hospitals  at  Camp  But- 
ner,  N.  C.,  and  Camp  Carson,  Colo.,  which  are  trench  foot 
treatment  centers,  indicate  that  the  cases  now  under  treat- 
ment are  for  the  most  part  mild.  Lieutenant  Colonel  Roy 
H.  Turner,  MC,  .Acting  Director,  Medical  Consultants  Divi- 
sion, Office  of  The  Surgeon  General,  who  recently  returned 
from  an  inspection  trip,  stated  that,  with  the  exception  of 
a very  small  percentage  of  cases,  evidence  of  injury  to  the 
feet  is  slight  and  recovery  is  both  rapid  and  exceedingly 
satisfactory. 

The  mildness  of  trench  foot  cases  now  being  hospitalized 
is  largely  due,  in  the  opinion  of  Colonel  Turner,  to  the 
■Army’s  intensified  education  of  troops  concerning  trench 
foot  which  has  resulted  in  the  prompt  reporting  of  cases, 
early  diagnosis  and  immediate  treatment. 
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BRUCELLOSIS;  IS  IT  A PUBLIC  HEALTH 
MENACE?* 

Morton  J.  Goodman,  M.D. 

PORTLAND,  ORE. 

In  recent  months  considerable  interest  has  been 
focused  on  the  prevalence  of  an  alarming  number 
of  cases  of  brucellosis  reported  from  the  Portland 
area.^  In  1944  there  were  reported  283  cases  for 
the  city  of  Portland  alone.'^ 

Examination  of  the  records  indicate  that  the 
reports  emanate  from  a surprisingly  small  number 
of  physicians,  and  almost  three-fourths  of  them 
have  been  reported  from  one  office  in  Portland. 
One  is  immediately  presented  with  the  choice  of 
one  of  tw'o  conclusions:  either  the  disease  is  ex- 
tremely prevalent  in  almost  epidemic  proportions 
and  is  being  overlooked  by  most  practitioners,  or 
the  large  number  of  reported  cases  are  erroneously 
diagnosed,  and  the  “brucellosis  menace”  has  been 
considerably  exaggerated. 

My  personal  interest  in  undulant  fever  dates 
back  to  1928,  and  observation  of  the  first  epidemic 
of  brucellosis  in  Oregon.  The  outbreak  was  reported 
by  Bellinger  and  Levin.®  The  infected  herd  which 
supplied  milk  at  the  Oregon  State  Tuberculosis 
Hospital  was  responsible  for  the  critical  illness  of 
the  resident  physician.  This  doctor,  who  is  now 
practicing  in  Portland,  was  ill  for  three  months  and 
ran  the  typical  course  of  severe  acute  brucellosis. 
He  recovered  and  has  had  no  sequellae.  His  blood 
yielded  a positive  culture  for  B.  abortus  and  he 
carried  a high  serum  agglutinin  titer  for  B.  abortus 
for  over  ten  years.  All  of  the  two  hundred  patients 
and  employees  at  the  hospital  were  tested  and  less 
than  10  per  cent  showed  what  were  considered 
diagnostically  positive  agglutination  titers.  Of  these, 
only  five  were  considered  to  have  clinical  symptoms 
which  might  possibly  have  been  due  to  the  infection. 

A proprietary  interest  in  the  disease,  which  I 
developed  at  that  time,  has  been  considerably 
diluted  in  the  past  fifteen  years  because,  in  spite 
of  fairly  diligent  search,  I have  seen  only  one  other 
case.  With  the  current  interest  in  the  disease  stem- 
ming from  the  diagnosis  of  literally  hundreds  of 
cases  of  brucellosis  being  reported  to  the  Board  of 
Health,  it  occurred  to  me  that  perhaps  I was  being 
clinically  shortsighted  and  was  overlooking  a preva- 
lent infection.  There  was  some  comfort  in  the  fact 

♦Read  before  a Meeting  of  Multnomah  County  Medical 
Society,  Portland,  Ore.,  Feb.  7,  194  5. 

1.  Staub,  R.  R. : Brucellosis,  Unrecognized  Menace. 

Northwest  Med.,  43:274-279,  Oct.,  1944. 

2.  Records  of  Dept,  of  Health,  Portland,  Oregon  (per- 
sonal communication  Dr.  Thos.  Meador,  Health  Officer). 

3.  Bellinger,  G.  C.  and  Levin,  W.:  Undulant  or  Malta 
Fever  Outbreak  in  Oregon.  Noithwest  Med.,  28:5-14,  Jan., 
1929. 


that,  by  checking  with  a number  of  my  colleagues, 
it  was  found  that  their  experiences  paralleled  my 
own. 

Two  questions  were  put  to  fifteen  Portland  in- 
ternists: (1)  How  many  cases  of  brucellosis,  veri- 
fied by  blood  cultures,  have  you  seen  in  the  past 
ten  years?  (2)  How  many  cases  have  you  observed 
in  which  such  definite  proof  was  lacking  but  in 
which  clinical  and  laboratory  evidence  made  you 
fairly  certain  of  the  diagnosis?  These  fifteen  physi- 
cians saw  seven  undeniable  cases  and  twenty-two 
cases  of  fairly  certain  diagnosis.  Several  of  these 
physicians  are  largely  in  consultation  practice,  and 
it  may  be  that  some  of  the  records  were  duplications 
which  would  reduce  the  number  of  proven  cases. 
The  combined  experience  of  fifteen  careful  observ- 
ers records  twenty-nine  cases  in  ten  years,  less  than 
three  cases  per  year,  with  no  increase  in  incidence 
in  the  past  twelve  months.  Such  a striking  discrep- 
ancy with  the  Health  Department  records  demands 
the  close  and  critical  analysis  of  all  thoughtful  phy- 
sicians. 

A study  of  the  problem  highlights  a number  of 
factors  and  facts  which  it  seems  should  be  recorded. 
An  incontestable  diagnosis  cannot  be  made  without 
isolating  the  organism  which  is  often  difficult  to 
culture.^  The  melitensis  and  suis  strains  grow  read- 
ily on  suitable  media,  but  the  abortus  strain  is  more 
difficult  to  identify  and  must  be  cultured  under 
reduced  oxygen  tension.  In  the  absence  of  positive 
cultures  less  convincing  laboratory  procedures  must 
be  utilized,  and  it  is  in  the  interpretation  of  these 
tests  that  one  notes  the  major  disagreements.  There 
is  a fairly  uniform  agreement  among  the  more 
critical  and  careful  observers  in  the  field  that  both 
the  opsonocytophagic  index  and  the  skin  test  are 
of  no  value  in  determining  active  infection  with 
Brucella  and  hence,  as  diagnostic  clinical  aids,  are 
relatively  worthless.  These  procedures  are  tests  for 
immunity  and  for  allergy  to  the  proteins  of  the 
organism,  and  are  of  little  or  no  help  in  determining 
the  presence  of  active  clinical  disease.  Positive  re- 
sults to  the  tests  are  comparable  in  significance  to 
the  positive  tuberculin  test  and  indicate  only  ante- 
cedent exposure  to  brucella  organisms,  often  many 
years  ago,  and  which  was  probably  clinically  unim- 
portant. The  agglutination  test  is  of  greater  value 
and  in  high  titer  with  the  presence  of  a compatible 
clinical  picture  may  strongly  suggest  brucellosis, 
but  certainly  such  a test  alone  cannot  constitute 
basis  for  diagnosis. 

The  large  surveys  recorded  in  various  parts  of 

4.  Simpson,  W.  M. : Diagnosis  and  Management  of  Bru- 
cellosis. Ann.  Int.  Med.,  15:408-430,  Sept,.  1941. 
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the  country  indicate  that  more  than  10  per  cent 
of  the  population  has  been  exposed  to  the  brucella 
antigens  sufficient  to  produce  a positive  reaction  in 
one  of  the  three  tests.  For  example  Wise,®  an 
unusually  careful  worker,  has  studied  a group  of 
healthy  medical  students  at  Duke  University  and 
found  that  approximately  10  per  cent  showed  posi- 
tive skin  tests,  about  twenty  per  cent  showed  diag- 
nostically positive  agglutinins  in  the  blood,  and 
almost  40  per  cent  showed  positive  opsonic  in- 
dices, these  results  in  perfectly  healthy  medical 
students.  In  view  of  the  recorded  results  of  such 
surveys,  it  becomes  apparent  that  the  overenthusi- 
astic  association  of  such  laboratory  findings  with 
chronic  complaints  and  symptoms  in  patients  re- 
quires the  greatest  caution. 

Well  over  two  thousand  cases  of  brucellosis,  acute 
and  chronic,  have  been  reported  in  the  American 
medical  literature  in  the  past  few  years.  A review  of 
these  reports  is  both  illuminating  and  disappoint- 
ing. Some  of  these  are  w'ell-documented,  carefully 
worked-out  studies  with  detailed  protocols  of  case 
reports  and  exhaustive  laboratory  studies.  Many 
of  the  papers  are,  however,  unconvincing  with  case 
records  either  sketchy  or  absent  and  with  inade- 
quate laboratory  studies.  These  latter  place  over- 
zealous  emphasis  on  the  importance  of  a positive 
skin  test,  positive  agglutination  tests,  blood  counts 
or  a history  of  ingestion  of  questionably  infected 
milk.  l\Iany  of  these  reports  add  little  to  our  knowl- 
edge of  the  subject  and  serve  only  to  confuse  those 
who  are  seeking  true  statistical  detail. 

The  most  misleading  feature  of  many  of  the  rec- 
ords, particularly  of  so-called  chronic  brucellosis, 
is  the  reliance  placed  upon  the  therapeutic  test.  In 
report  after  report  patients  with  chronic  complaints 
of  all  sorts  with  equivocal  or  positive  laboratory 
findings  are  described  as  “feeling  better”  or  as 
being  “cured”  after  the  injection  of  brucella  vaccine 
or  of  one  of  the  brucella  antigens.  The  “cure”  is 
promptly  presented  as  proof  of  the  original  diag- 
nosis. No  further  proof  is  offered;  no  control  cases 
are  recorded.  Some  of  the  case  reports  remind  one 
of  the  testimonials  in  the  back  of  Mary  Baker 
Eddy’s  famous  test-book.  This  type  of  post  hoc 
ergo  propter  hoc  reasoning  is  always  open  to  serious 
question,  and  has  accounted  for  waves  of  uncritical 
enthusiasm  for  all  sorts  of  therapeutic  agents  which, 
in  a large  measure,  have  retarded  the  advance  of 
scientific  medicine. 

Consider  the  glowing  reports  which  have  satu- 
rated the  medical  literature  in  recent  years  on 

5.  Wise,  N.  B. : Evaluation  of  Brucella  Opsonocyto- 
phagic Test.  Am.  J.  M.  Sc.,  200:521-523,  Oct.,  1940. 


vitamin  Bi  injections  for  all  sorts  of  maladies, 
intravenous  mercurochrome  for  infections,  short 
wave  for  pneumonia,  streptococcic  vaccines  for 
rheumatoid  arthritis,  gold  in  the  treatment  of 
tuberculosis,  cold  vaccines,  to  mention  a few  of  the 
most  publicized,  most  of  which  have  now  been  rele- 
gated to  the  therapeutic  scrap  heap.  The  hypoder- 
mic needle,  preferably  a dull  one,  in  the  hands  of 
an  enthusiastic  clinician  is  a most  potent  psycho- 
therapeutic weapon.  Its  power  is  not  to  be  under- 
estimated, and  it  often  makes  little  difference  what 
is  in  the  barrel  of  the  syringe.  The  reported  “cures” 
after  vaccine  therapy  must  be  interpreted  in  this 
light. 

The  unconvincing  character  of  the  therapeutic 
test  is  further  emphasized  by  the  studious  report 
made  several  years  ago  by  Carpenter  and  Boak® 
who  reviewed  all  of  the  treatment  methods  including 
sera,  filtrates,  chemotherapeutic  agents,  fever  ther- 
apy and  vaccines.  Though  some  enthusiasts  have 
taken  issue  with  their  conclusions,  their  thesis 
stands,  because  these  investigators  are  the  only  ob- 
servers who  have  presented  a large  proved  series  of 
controlled  cases  which  received  no  treatment  at  all. 
These  observers  concluded:  “A  successful  method  of 
treatment  of  undulant  fever  still  awaits  develop- 
ment, for  as  yet  no  therapeutic  agent  has  been  found 
which  has  been  proved  to  alter  to  any  significant 
degree  the  natural  course  of  the  disease.”  N'o  evi- 
dence has  been  presented  since  that  conclusion  was 
rcorded  which  would  justify  any  change  in  it  today. 

An  incomplete  survey  of  the  laboratories  in  the 
Portland  area  discloses  that  most  of  them  report 
about  5 to  8 per  cent  “positives”  in  the  agglutina- 
tion tests  for  B.  abortus  on  sera  of  patients  who 
are  clinically  suspected  of  infection.  The  signifi- 
cance of  this  is  not  clear,  but  it  certainly  does  not 
indicate  the  morbidity  rate  of  clinical  brucellosis. 
One  must  conclude  by  comparison  with  higher 
“positive”  rates  in  surveys  in  other  parts  of  the 
country  that  the  incidence  of  human  contact  with 
the  brucella  organism  in  this  area  is  not  unusually 
high. 

There  are  many  students  of  the  subject  who  feel 
that  chronic  brucellosis  in  humans  is  a great  rarity. 
A few  incontestable  cases  have  been  reported,  in 
which  the  organism  has  been  isolated  from  the 
fallopian  tube,  the  gallbladder,  joint  fluid,  or  the 
blood  years  after  what  was  probably  the  initial  in- 
fection.'^ However,  anyone  who  contends  that  an 
appreciable  percentage  of  the  population  of  this 

6.  Carpenter,  C.  M.  and  Boak,  R.  A.:  Treatment  of  Hu- 
man Brucellosis,  Medicine,  15:103-127,  Feb.,  1936, 

7.  Evans,  A. : Studies  on  Chronic  Brucellosis.  Pub. 

Health  Rep.,  52:1072-1077,  Aug.  6,  1937. 
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area  is  chronically  ill  clue  to  harboring  viable  bru- 
cella organisms  in  the  body  certainly  has  the  re- 
sponsibility of  presenting  convincing  proof.  So  far 
this  has  not  been  done. 

Most  of  the  cases  of  brucellosis,  like  typhoid 
fever,  run  an  acute  febrile  course  with  possibly  a 
relapse  or  two.  The  entire  illness  averages  twelve 
weeks.  Occasional  cases  undulate  for  several 
months,  others  subside  in  a week  or  two,  but  analy- 
sis of  verified  cases  in  many  epidemics  shows  a 
remarkable  agreement  on  the  twelve-week  figure 
for  the  cycle  of  acute  disease.  For  instance,  in  the 
epidemic  in  the  Michigan  State  College  laboratory,® 
fifty  cases,  which  were  proved  by  positive  blood 
cultures,  averaged  three  months  from  the  onset  to 
clinical  recovery.  There  was  one  death  and  no  sub- 
sequent chronic  brucellosis  was  recorded. 

The  great  majority  of  patients,  who  have  come 
under  my  observation  in  recent  months  who  had 
been  diagnosed  and  treated  elsewhere  as  having  un- 
dulant  fever,  have  proved  to  be  suffering  from  psy- 
choneuroses, though  others  have  ultimately  proved 
to  have  Hodgkins  disease,  rheumatoid  arthritis,  tu- 
berculosis and  carcinoma  of  the  kidney.  I must  con- 
fess that  I have  had  the  embarrassing  experience  of 
having  a patient  with  a severe  classical  anxiety  ten- 
sion state,  which  I did  not  have  the  time  or  talent 
to  treat,  report  to  me  some  months  after  my  last 
observation  that  I had  overlooked  the  obvious  diag- 
nosis of  brucellosis  and  that  the  vaccine  was  making 
her  “feel  much  better.” 

Recently  four  patients  were  referred  to  the  physio- 
therapy department  of  Portland  hospital  for  fever 
treatment  of  brucellosis  which  had  apparently  “re- 
sisted” prolonged  vaccine  therapy.  Treatment  was 
refused  because  the  four  patients  were  found  to  be 
suffering  from  chronic  tetany,  lymphatic  leukemia, 
psychoneurosis,  and  rheumatoid  arthritis,  in  that 
order.  None  had  undulant  fever. 

Because  of  the  diagnostic  difficulties  outlined 
above  and  the  hazardous  pitfalls  of  personal  error 
and  individual  enthusiasm,  any  approach  to  the 
problem  which  is  not  critical  and  adequately  con- 
trolled is  likely  to  lead  to  confusion.  Most  of  the 
reliable  evidence  indicates  that,  while  exposure  to 
the  brucella  organism,  probably  largely  through 
contaminated  milk  or  dairy  products,  is  fairly  com- 
mon, such  exposure  is  subclinical  and  in  the  vast 
majority  of  the  cases  harmless.  Active  clinical  bru- 
cellosis appears  to  be  a relatively  rare  malady  and 
certainly  does  not  seem  to  be  a major  public  health 
problem  in  this  area. 

8.  Holland.  C.  F. : Undulant  Fever,  Outbreak  at  Michi- 
gan College.  J.  Michigan  M.  Soc.,  39:666-670,  Sept.,  1940. 


PRACTICAL  PENTOTHAL  ANESTHESIA* 
Arthur  C.  Miller,  M.D. 

SANTA  ROSA,  CALIF. 

In  many  towns  and  cities  throughout  the  nation, 
general  practitioners  are  being  called  upon  to  ad- 
minister intravenous  anesthetics.  The  concensus  of 
opinion  among  many  of  these  men  seems  to  be  that 
pentothal  sodium  is  to  be  used  exclusively  for  short 
lasting  and  minor  surgical  or  manipulative  proce- 
dures. Glowing  reports  of  this  anesthetic,  however, 
have  spurred  both  the  capable  and  incapable  to  try 
its  use. 

The  following  points  were  gleaned  from  facts  ob- 
served during  the  first  sixteen  months  of  pentothal 
usage  at  Sonoma  County  Hospital.  During  this 
time  one  hundred  fifty  major  surgical  operations 
and  more  than  that  number  of  minor  procedures 
were  performed  under  pentothal  anesthesia.  The 
age  group  varied  from  eight  to  ninety-two  years. 

SELECTION  OF  PATIENTS 

No  contraindication  was  found  for  the  use  of 
pentothal  as  a general  anesthetic  agent.  In  the  eld- 
erly patient  it  was  found  to  be  routinely  the  an- 
esthetic of  choice.  This  report  compares  favorably 
with  the  work  of  Holly.’^'  He  states  that  “the  sicker 
the  patient,  the  greater  the  indications  for  its  use.” 

TYPE  OF  SURGERY 

Pentothal  was  used  for  nearly  all  types  of  both 
upper  and  lower  abdominal  surgery.  It  was  used 
for  major  eye,  orthopedic,  gynecologic  and  urologic 
surgery.  It  was  not  used  for  rectal  cases.  It  is 
thought  that  a severe  postoperative  respiratory  de- 
pression is  prone  to  occur  when  using  pentothal  for 
rectal  surgery. 

EQUIPMENT 

The  one  most  useful  piece  of  apparatus  is  a 
three-way  valve.  To  one  opening  is  attached  a 
short  length  of  rubber  tubing  with  the  No.  20  in- 
travenous needle.  The  pentothal  syringe  is  attach- 
ed to  either  of  the  other  two  openings.  The  remain- 
ing opening  can  be  used  for  giving  intravenous  glu- 
cose, plasma  or  blood  when  necessary.  Hope-  has 
described  a simple  holder  for  the  administration  of 
pentothal. 

PREOPERATIVE  MEDICATION 

The  most  satisfactory  preoperative  sedation  in 
this  series  consisted  of  nembutal  or  seconal  in  gr. 
1.5  or  gr.  3 dosage,  given  the  evening  before  sur- 
gery, and  morphine  gr.  with  atropine  gr. 

1/150  given  preferably  one  hour  before  operation. 

♦ From  Sonoma  County  Hospital. 

1.  Holly,  .1.  D. : Pentothal  .Sodium  in  Ma.ior  Surgical 
Procedures.  Amer.  J.  Surg.,  62:13-18,  Oct.,  194  3. 

2.  Hope,  R.  B. : Simple  Holder  for  Administration  of 
Pentothal  Sodium.  J.  A.  M.  A..  121:7.’>3.  March  6.  1943. 
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Any  pentothal  anesthetic  given  without  preopera- 
tive medication  is  unsatisfactory. 

DILUTION 

The  one  gram  ampule  of  pentothal  sodium  is  of 
sufficient  volume  to  permit  the  addition  of  20  cc. 
of  distilled  water.  This  then  gives  one  an  ampule 
of  5 per  cent  pentothal  solution.  Obviously  by 
withdrawing  10  cc.  of  this  solution  and  mixing  it 
with  10  cc.  of  water,  a 2.5  per  cent  solution  is  ob- 
tained. 

It  was  found  that  the  concentration  factor  plays 
a big  role  in  smoothness  of  the  anesthetic  and  in  its 
range  of  safety.  A 2.5  per  cent  rather  than  a 5 per 
cent  solution  was  routinely  used  for  induction.  This 
obviously  allows  for  a 100  per  cent  increase  in  its 
safety  from  a purely  mechanical  point  of  view. 
With  this  dilution  the  initial  and  expected  respi- 
ratory depression  is  usually  less  acute. 

The  total  dosage  of  pentothal  needed  appears  to 
be  less  when  using  a dilute  solution.  It  is  thought 
that  the  reason  for  this  lies  in  the  fact  that  the  con- 
centration in  the  circulating  blood  is  kept  at  a more 
uniform  level,  thus  avoiding  marked  changes  in 
depth  of  anesthesia.  After  induction  a .5  to  1.5  per 
cent  solution  may  be  used.  This  has  the  threefold 
advantage  of  still  safer  control,  of  providing  the 
patient  with  an  increased  fluid  intake  and  lessening 
the  possibility  of  local  venous  thrombosis. 

TECHNIC  OF  INDUCTION 

The  most  constant  finding  during  induction  is 
that  of  respiratory  depression.  This  is  frequently 
marked.  Usually  the  patient  is  not  deeper  than  the 
second  stage  of  anesthesia  when  this  occurs.  If  the 
anesthetist  will  continue  the  cautious  administra- 
tion of  pentothal,  regular  and  deeper  excursions  will 
again  be  established.  This  is  the  period  during 
which  many  have  noted  trouble.  They  are  inclined 
to  stop  the  pentothal  and  hurriedly  administer  re- 
spiratory stimulants,  and  perhaps  even  artificial 
respiration,  thus  leaving  the  patient  at  the  peak  of 
“pentothal  depression”  instead  of  carrying  him  on 
to  surgical  anesthesia  and  adequate  respiration.  One 
must  keep  in  mind  that  even  with  pentothal  there 
are  four  stages  of  anesthesia,  and  progression  from 
the  first  to  the  third  stage  is  necessary  for  satisfac- 
tory induction  and  satisfactory  anesthesia. 

TECHNIC  DURING  ANESTHESIA 

.<\s  soon  as  possible  it  is  wise  to  insert  an  airway. 
We  have  routinely  given  continuous  oxygen  by 
means  of  a rubber  catheter  inserted  through  the  air- 
way. French^  advises  continuous  oxygen  given  with 
a mask. 

3.  French,  E.  A.;  Pentothal  Sodium  Oxygen  Anesthesia 
in  Major  Surgery.  Amer.  J.  Surg.,  61:16-37,  July,  1943. 


When  giving  pentothal,  one  is  frequently  con- 
fronted with  a surgeon  who  wishes  to  make  his  in- 
cision as  soon  as  the  patient  closes  his  eyes.  A hur- 
ried procedure  of  this  kind  complicates  induction 
and  proper  anesthesia,  as  well  as  assuring  improper 
relaxation  for  the  surgeon.  If  as  much  time  is  spent 
with  pentothal  as  with  ether  from  the  onset  of  in- 
duction to  the  onset  of  surgery,  adequate  relaxation 
can  be  obtained.  As  the  tolerance  threshold  to  pen- 
tothal varies  greatly  with  different  patients  and 
with  different  age  groups,  the  total  dosage  can  not 
be  predicted.  We  have  used  well  over  three  grams 
on  several  occasions. 

POSTOPERATIVE  CARE 

The  average  patient  who  has  had  pentothal  an- 
esthesia presents  no  postanesthetic  problems.  Nau- 
sea and  vomiting  are  usually  absent.  Pain  is  not- 
ably decreased.  It  was  found  that  the  need  for  post- 
operative anodynes  was  reduced  about  50  per  cent. 
From  the  patient’s  point  of  view  there  is  no  ques- 
tion that  pentothal  is  the  ideal  anesthetic. 

In  this  series  of  cases  there  were  absolutely  no 
complications  attributable  to  the  anesthetic  agent. 

GUILLAIN-BARRE  SYNDROME 

REPORT  OF  CASE  WITH  DEATH 

N.  K.  Rickles,  M.D. 

SEATTLE,  WASH. 

The  following  case  is  reported  because  of  the 
acute  onset  of  gross  neurologic  pathology,  occur- 
ring twelve  days  after  gallbladder  surgery.  The 
symptoms  consisted  of  motor  and  sensory  involve- 
ment of  both  lower  extremities,  with  an  unusually 
rapid  fatal  evolution  in  forty-eight  hours  from 
medullary  paralysis. 

The  clinical  findings,  together  with  the  spinal 
fluid  analysis,  was  highly  suggestive  of  an  encepha- 
lomyeloradiculitis  or  Guillain  - Barre  syndrome. 
While  these  cases  are  a rarity  in  the  general  medi- 
cal statistics,  sufficient  reports  are  being  made  to- 
day to  call  more  attention  to  this  condition. 

The  continued  publication  of  reports  on  similar 
cases  would  indicate  that  they  are  not  so  benign  as 
formerly  supposed  nor  so  uncommon.  Osler,^  in 
1892,  was  the  first  to  describe  this  symptom-com- 
plex under  the  name  of  acute  febrile  polyneuritis. 
Guillain,  Barre  and  Strohl,^  in  1916,  described  in 
detail  the  relative  benign  prognosis  with  typical 
spinal  fluid  findings  of  normal  cell  count  with 
hyperalbuminosis,  the  so-called  albuminocytologic 
dissociation.  The  clinical  findings  as  reported  by 

1.  Osier.  W. : Principle  and  Practice  of  Medicine.  D. 
Appleton-Century  Co.,  New  York,  1942. 

2.  Guillain,  G.,  Barre,  J.  A.  and  Strohl,  A.;  Sur  un 
syndrome  de  radiculonevrite  avec  hyperalbuminose  de 
liquide  cephalo-rachidien.  sans  reaction  cellulaire.  Bull,  et 
mem.  Soc.  Med.  d.  hop.  de  Paris,  40:1462,  1916. 


May,  1945 


DIAGNOSIS  IN  TUBERCULOSIS SLYFIELD 


149 


them  consisted  of  a flaccid  paralysis  with  loss  of 
tendon  reflexes,  paresthesias  with  slight  disturbance 
of  objective  sensibility  and  occasional  involvement 
of  cranial  nerves,  mostly  the  facial.  The  etiology  is 
unknown. 

Recent  reports  seem  to  indicate  higher  mortality 
figures.  Foster,  Brown  and  Merritt^  revealed  a mor- 
tality rate  of  42  per  cent  in  their  series  of  cases. 
From  this  and  other  available  reports,  it  would 
seem  that  the  disease  is  not  as  benign  as  originally 
reported  and  that  fatalities  can  occur. 

CASE  REPORT 

Mrs.  L.  B.,  age  57,  married,  one  child.  For  the  past  two 
years  her  husband  has  shown  evidence  of  a j>aranoid  dis- 
turbance which  necessitated  his  confinement  in  a state  hos- 
pital, where  he  still  is.  This  created  an  acute  emotional  ten- 
sion within  the  patient. 

Two  weeks  before  entering  the  hospital,  she  developed 
symptoms  of  nausea  and  pain  in  the  right  upper  quadrant. 
This  was  diagnosed  as  acute  cholecystitis.  She  was  operat- 
ed on,  and  a large  gallbladder  was  found  and  removed. 
The  anesthetic  was  ether.  She  made  a rather  uneventful 
recovery.  The  wound  healed  nicely. 

On  the  twelfth  postoperative  day  she  started  complain- 
ing of  acute  pains  in  her  back,  shooting  down  both  legs. 
This  became  very  sharp,  and  it  was  necessary  to  give  her 
opiates  for  relief.  There  was  no  evidence  of  abdominal  dis- 
turbance. The  following  day,  she  was  completely  paralyzed 
below  the  waist  and  unable  to  move  her  legs. 

I was  called  in  to  see  her  on  the  thirteenth  postoperative 
day  and  found  her  with  a complete  paralysis  of  both  lower 
extremities,  with  many  paresthesias  over  the  lower  extrem- 
ities and  ascending  up  to  about  the  level  of  the  twelfth 
dorsal  segment.  She  was  complaining  at  that  time  of  gen- 
eralized weakness;  her  hand  grasp  was  very  poor.  Reflexes 
were  completely  absent  and  no  pathologic  reflexes  were  ob- 
tained. There  was  no  clinical  evidence  of  meningeal  involve- 
ment at  any  time.  There  was  no  loss  of  sphincteric  control. 

The  impression  was  of  an  acute  hysterical  state,  as  the 
previous  emotional  tension  was  known  at  this  time.  How- 
ever, a spinal  e.xamination  was  made  and  the  following  re- 
port obtained:  Total  protein  100  milligrams,  4 plus  al- 
bumin and  globulin,  22  cell  count,  Wassermann  negative, 
gold  curve  00000135S55S.  With  this  very  definite  disso- 
ciation of  the  protein  and  cell  count,  a provisional  diag- 
nosis of  Guillain-Barre  disease  was  made.  Large  doses  of 
vitamin  B1  were  ordered  together  with  supportive  therapy. 
That  same  evening,  the  patient  lost  the  ability  to  speak, 
breathing  became  very  laborious  and  within  a period  of 
about  fifteen  minutes  she  died.  No  autopsy  was  obtainable. 

This  case  is  of  marked  interest  because  of  ( 1 ) its 
acute  rapid  onset  following  abdominal  surgery,  (2) 
the  very  definite  spinal  findings,  and  (3)  the  fatal 
termination  from  medullary  paralysis. 

The  only  pathologic  picture,  in  which  this  sick- 
ness could  properly  fit,  is  that  of  gross  encephalo- 
myeloradiculitis.  I feel  it  is  important  to  call  this 
case  to  the  attention  of  medical  men,  as  apparently 
the  disease  is  not  as  rare,  nor  as  benign  as  former- 
ly believed.  It  is  quite  possible  that,  if  this  is  kept 
in  mind,  errors  in  diagnosis  may  be  avoided. 

3.  Forster,  P.  M.,  Brown,  M.  and  Merritt,  H.  H.:  Poly- 
neui  itis  with  Facial  Diplegia.  New  England  J.  Med.,  22.5  : 
.51-56,  July  10,  1941. 


DIAGNOSIS  AND  EVALUATION  OF 
ACTIVITY  IN  TUBERCULOSIS* 
Frederick  Slyfield,  M.D. 

SEATTLE,  WASH. 

First  let  us  recognize  two  quite  different  situa- 
tions which  must  be  considered.  In  one  situation 
it  is  desired  to  test  a thousand  children  in  a school 
or  a large  group  of  employees  in  a shipyard.  This  is 
what  is  commonly  referred  to  as  mass  survey  and 
deals  with  presumably  well  persons.  It  may  or  may 
not  make  use  of  the  tuberculin  test  but  depends 
wholly  on  the  roentgenogram.  It  is  a most  excellent 
and  modern  plan  for  locating  tuberculosis  before  it 
produces  symptoms. 

The  other  situation  is  that  in  which  most  of  us 
find  ourselves.  A patient  comes  to  the  doctor  with  a 
complaint.  Something  has  happened  to  cause  him 
anxiety.  Perhaps  he  has  lost  some  weight,  devel- 
oped a cough,  had  an  attack  of  pleurisy  or  raised 
a mouthful  of  blood. 

What  are  means  by  which  we  arrive  at  a diag- 
nosis and  how  can  we  determine  if  a discovered 
lesion  is  active?  There  are  four  parts  to  an  ade- 
quate examination,  four  vital  factors  which  enable 
us  to  reach  a conclusion. 

History.  Too  often  the  history  is  not  taken,  yet 
sometimes  it  is  of  lifesaving  importance.  One 
should  inquire  about  possible  exposure  by  close 
contact  with  a tuberculous  patient  in  the  home, 
office  or  school.  Certainly  it  is  advisable  to  quiz  the 
patient  on  each  of  the  classic  symptoms — loss  of 
weight,  cough,  sputum,  fever,  rapid  pulse,  night 
sweats,  pleurisy,  hemoptysis,  etc.  In  many  cases  a 
presumptive  diagnosis  can  be  made  on  the  history 
alone.  It  often  aids  in  determining  whether  tuber- 
culosis developed  recently  or  has  beea  present  a 
long  time.  The  patient  may  not  be  conscious  of  any 
connection  and,  therefore,  may  not  mention  certain 
occurrences  which  are  of  importance,  unless  he  is 
quizzed.  When  a tuberculous  lesion  is  seen  in  the 
roentgenogram  and  the  examiner  elicits  the  infor- 
mation that  the  patient  had  a pleuritic  effusion  or 
an  hemoptysis  a year  ago,  it  becomes  evident  the 
condition  has  prevailed  at  least  a year. 

The  patient  may  state  that  he  has  coughed  and 
raised  purulent  sputum  for  twenty  years,  ever  since 
he  had  whooping  cough  at  age  six.  Certainly  we 
should  then  be  on  the  alert  for  bronchiectasis.  If 
the  patient  is  past  forty,  complains  of  pain  in  the 
chest,  loss  of  weight,  cough  and  blood-streaked 
sputum,  bronchogenic  carcinoma  is  immediately 
suggested.  If  the  present  condition  began  very 

♦ Read  before  a Meeting-  of  King  County  Medical  Society, 
Seattle,  Wash.  .April  2,  1945. 


150 


DIAGNOSIS  IN  TUBERCULOSIS SLYFIELD 


VOL.  44,  No.  5 


recently  as  an  acute  illness,  or  if  symptoms  have 
been  present  a long  time,  one’s  opinion  is  influ- 
enced accordingly. 

Physical  Examination.  Aside  from  what  one  may 
or  may  not  hear  in  the  chest,  the  physical  examina- 
tion brings  the  examiner  in  contact  with  the  pa- 
tient. This  frequently  leads  to  information  which 
proves  very  helpful  in  working  out  the  case.  In 
examining  the  chest  we  may  find  the  characteristic 
posttussic  crepitant  rales  so  symbolic  of  tubercu- 
losis or  w’e  may  find  a toxic  goiter  or  a mitral 
stenosis  accounting  for  spitting  blood. 

Even  looking  at  the  patient  we  can  see  whether 
his  color  is  good  or  pale,  yellow  or  cyanotic, 
whether  he  looks  ill  or  well;  fat,  average,  lean  or 
emaciated. 

It  is  often  difficult  in  a roentgen  film  to  differen- 
tiate between  consolidation  and  fluid,  but  it  is  usu- 
ally possible  by  percussion  and  auscultation.  If 
one  finds  a flat  percussion  note,  auscultation  will 
differentiate  consolidation  from  fluid.  If  it  is  con- 
solidation, increased  whisper  pectoriloquy  and 
bronchial  breathing  wall  be  found.  If  fluid,  there 
will  be  absent  breath  sounds.  If  fluid  is  present,  a 
17  gauge  needle  will  quickly  settle  the  question  of 
clear  effusion  or  pus. 

Laboratory  Work.  For  sixty-three  years  it  has 
been  known  that  the  tubercle  bacillus  is  the  cause 
of  tuberculosis.  Let  us  not  forget  to  examine  the 
sputum.  Finding  tubercle  bacilli  proves  not  only 
that  tuberculosis  is  present,  but  also  that  the  dis- 
ease is  active  and  of  clinical  importance.  No  mat- 
ter how  trivial  the  lesion  may  appear  roentgeno- 
graphically,  it  is  a menace  to  life  and  a danger  to 
others,  if  the  sputum  is  positive.  The  white  count 
should  always  be  made  because,  if  a considerable 
leukocytosis  is  present,  one  must  consider  the  pos- 
sibility of  some  infection  other  than  tuberculosis. 

The  blood  sedimentation  rate  should  be  deter- 
mined in  every  case  because  it  is  usually  found  to 
be  increased  in  active  tuberculosis. 

The  Roentgenogram.  This  is  a very  helpful  part 
of  the  necessary  examination  of  an  individual  in 
whom  we  may  suspect  tuberculosis.  And  the  roent- 
genologist’s claim  is  true  that  the  roentgenogram 
usually  shows  up  a lesion  long  before  symptoms 
suggest  it.  This  is  the  reason  for  roentgenizing 
every  individual  so  far  as  practicable,  with  the 
hope  of  finding  tuberculosis  long  before  the  indi- 
vidual comes  to  the  doctor  as  a patient  complain- 
ing of  fever,  loss  of  weight,  pleurisy  or  hemorrhage. 

Abnormal  shadows  of  almost  any  shape,  size  or 
quality  are  probably  tuberculous,  if  found  in  the 


upper  half  of  the  lung  field,  and  probably  non- 
tuberculous,  if  found  in  the  lower  half.  Plenty  of 
exceptions  to  this  rule  are  encountered  and  one 
must  always  consider  other  possibilities.  It  is  not 
at  all  uncommon  to  find  a patch  of  pneumonitis  or 
bronchopneumonia  or  a bronchogenic  carcinoma  in 
the  upper  lobe.  And  certainly  we  often  see  examples 
of  tuberculous  lesions  in  the  lower  half  of  the  chest. 
But  it  is  wise  to  keep  in  mind  the  fact  that  a 
lesion  seen  in  the  upper  lung  field  is  very  probably 
of  tuberculous  origin. 

The  “soft,”  flocculent  hazy  shadow  is  generally 
looked  upon  as  a recent  development  and,  there- 
fore, active,  while  the  “hard”  dense  clean-cut 
shadow  with  apparently  clear  healthy  lung  imme- 
diately adjacent  to  it  is  usually  looked  upon  as 
fibrotic.  The  fibrotic  type  of  shadow  commonly  sig- 
nifies a lesion  which  is  undergoing  fibrosis  or  heal- 
ing, or  may  have  completed  this  process.  Here,  too, 
we  can  easily  get  into  difficulty.  Sometimes  a soft 
lesion  which  appears  recent  and  active  will  remain 
unchanged  for  months  or  years,  indicating  it  is 
fibrosed.  On  the  other  hand,  we  often  see  a hard 
fibrotic  type  lesion  which  looks  thoroughly  healed, 
yet  symptoms  persist. 

It  is  regrettable  that  this  is  true  as  it  would  be 
so  much  easier  if  the  roentgenogram  were  more 
dependable,  but  we  must  accept  the  fact  that  it  is 
by  no  means  infallible  and  must  be  considered  in 
connection  with  the  other  parts  of  the  examination. 
In  many  cases  these  other  factors  are  of  much 
greater  importance.  For  example,  we  are  often  quite 
satisfied  that  a roentgenographic  shadow  definitely 
represents  a healed  lesion,  and  then  the  sputum 
shows  tubercle  bacilli.  I recall  some  years  ago  Dr. 
Nelson  and  I permitted  a patient  to  make  a jour- 
ney east  because  we  were  as  sure  as  one  can  be 
that  her  tuberculosis  was  well  controlled.  Twenty- 
four  hours  later  she  wired  us  from  somewhere  in 
Montana  that  she  had  been  carried  off  the  train  in 
hemorrhage. 

I know  that  most  of  the  mistakes  in  my  own 
practice  have  been  due  to  speed,  pressure  of  busi- 
ness, using  a short  cut  and  failure  to  go  through 
the  routine  which  we  all  know  is  essential  to  a diag- 
nosis that  will  stand  up. 

All  this  may  seem  rather  confusing  to  those  who 
are  looking  for  a simple  single  test  by  which  to 
reach  an  unequivocal  conclusion.  There  is  no  such 
test  except  finding  bacilli  in  the  sputum,  and  un- 
fortunately, when  we  get  a positive  sputum,  the 
condition  has  been  present  a long  time  and  the 
disease  is  very  often  advanced.  It  is  imperative  to 
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go  down  the  line  with  history,  physical  examina- 
tion, laboratory  work  and  roentgenography  in 
order  to  gather  and  weigh  all  the  facts  with  the 
hope  of  arriving  at  the  truth. 

Regarding  the  fluoroscope,  I have  twd  things  to 
say.  First,  it  is  of  great  value  in  many  cases  in 
studying  the  chest  at  various  angles,  in  inspiration 
and  in  e.xpiration,  particularly  in  the  presence  of 
fluid  or  pneumothorax  or  cavity;  second,  the  doc- 
tor should  never,  under  any  circumstances,  allow 
himself  to  be  drawn  into  the  trap  so  innocently  set, 
whereby  he  is  inveigled  into  fluoroscoping  a pa- 
tient and  doing  nothing  else.  Many  a lesion  clearly 
seen  in  the  film  is  easily  overlooked  in  the  fluoro- 
scope. We  have  under  our  care  right  now  a man 
whose  chest  shows  nothing  abnormal  in  the  fluoro- 
scope, yet  whose  film  shows  hundreds  of  the  typical 
tiny  foci  of  miliary  tuberculosis. 

If  the  examiner  has  not  the  time  or  the  patient 
has  not  the  inclination  to  make  the  complete  ex- 
amination, it  is  far  better  to  do  nothing.  The  pa- 
tient has  too  much  respect  for  the  fluoroscope  and 
sometimes  the  doctor  is  too  ready  to  believe  there 
is  nothing  wrong  anyway.  This  is  the  sort  of  thing 
which  leads  the  patient  into  trouble  and  the  doctor 
into  disrepute. 

Now  a few  words  regarding  evaluation  of  ac- 
tivity. 

If  the  procedure  outlined  previously  is  ade- 
quately followed,  the  question  of  activity  will  be 
pretty  well  resolved. 

Get  the  history  of  the  case  and  quiz  the  patient 
carefully  on  the  characteristic  symptoms  in  the 
past  and  at  the  present  time. 

Make  the  appropriate  physical  examination  and 
make  a sketch  of  what  is  found  for  comparison 
with  subsequent  physicals. 

Do  the  essential  laboratory  work. 

Have  the  patient  take  his  temperature  and  pulse 
daily  at  12  noon,  4:00  p.m.  and  8:00  p.m.  Hold 
the  thermometer  five  minutes. 

Examine  the  sputum  repeatedly  by  concentra- 
tion technic. 

Make  the  sedimentation  test  several  times. 

Make  the  tuberculin  test  because,  if  it  is  nega- 
tive, it  is  highly  improbable  that  tuberculosis  is 
the  cause  of  the  symptoms. 

Fluoroscope  the  patient  and  make  a roentgeno- 
gram. 

If  previous  films  have  been  made  elsewhere,  bor- 
row them  for  comparison.  Any  change  for  better 
or  worse  proves  the  lesion  is  unstable  and,  there- 
fore, active. 


ROENTGENOGRAPHIC  FEATURES  OE 
PULMONARY  TUBERCULOSIS* 
Edward  W.  Roberts,  M.D. 

SEATTLE,  WASH. 

The  most  important  addition  to  the  method  of 
physical  diagnosis  of  pulmonary  tuberculosis  is  the 
roentgenologic  study  of  the  chest.  It  should  not  be 
considered  a thing  apart  but  an  addition  to  former 
methods,  helpful  when  used  in  conjunction  with 
the  history,  symptoms  and  former  usual  methods 
of  examination  and,  like  all  methods,  is  not  in- 
fallible. 

The  roentgenogram  shows  shadows  of  different 
densities  but  does  not  necessarily  determine  what 
produces  them.  However,  certain  densities  may  be 
observed  more  frequently  in  a given  disease  and 
this,  together  with  characteristic  combinations  and 
arrangements,  may  be  sufficient  to  warrant  a pre- 
sumptive roentgen  diagnosis.  Different  radio- 
graphic  technics  produce  different  pictures  of  the 
same  chest  and  to  attempt  to  make  a diagnosis 
from  a poor  film  is  dangerous.  The  slighter  the  le- 
sion, the  better  must  be  the  roentgenogram.  Few 
tuberculous  changes  which  occur  in  the  lungs  fail 
to  produce  any  shadow  on  the  roentgen  film,  when 
they  can  be  recognized  with  the  stethoscope,  but  in 
numerous  instances,  when  the  ordinary  methods  of 
physical  examination  reveal  little  or  nothing,  the 
roentgenogram  shows  extensive  disease. 

With  good  quality  films  correctly  exposed  and 
processed,  the  knowledge  obtained  from  the  clinical 
examination  will  be  greatly  increased  and  the  diag- 
nosis made  far  more  accurate.  There  is  a tendency 
to  overestimate  the  significance  of  changes  ob- 
served on  the  flat  film,  that  is,  to  see  in  them 
changes  that  are  of  no  pathologic  significance. 
Stereoscopic  films  are  less  subject  to  misinterpreta- 
tion, for  in  these  the  superimposed  shadows  are 
separated  and  their  relative  value  and  intensity 
more  readily  demonstrated. 

There  are  two  methods  of  roentgenologic  exami- 
nation of  the  chest,  fluoroscopic  and  by  films.  Both 
have  their  functions  and  limitations.  Fluoroscop- 
ically  we  can  observe  movement  in  the  thorax,  car- 
diac pulsations,  relative  movement  of  the  two  sides 
of  the  diaphragm,  expansion  of  the  thorax,  lighting 
up  of  the  lungs  on  inspiration,  changes  in  position 
of  collections  of  fluid,  transmission  of  cardiac  im- 
pulses to  such  fluid  collections  and  movement  of 
the  mediastinum.  On  the  other  hand,  the  finer 
shadows  which  are  seen  on  the  film  may  not  be 
detected  fluoroscopically  for  only  gross  changes  are 
apparent. 


♦ Read  before  a Meeting  of  King  County  Medical  So- 
ciety, Seattle,  Wash.,  April  2,  194S. 
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Fig.  1.  Very  early  tuberculous  Infiltration  below  second 
rib,  found  in  routine  examination. 

Fig.  3.  Typical  tuberculous  appearance  of  left  upper 
lobe  with  small  cavity  present.  Patient  admitted  hemorr- 
haging. 

The  roentgen  findings  in  cases  of  pulmonary  tu- 
berculosis are  manifold  in  shape,  intensity,  ar- 
rangement, and  localization.  The  lesion  in  adults  is 
usually  located  in  the  subclavicular  area,  occasion- 
ally in  the  apical  region  and  infrequently  in  the 
base.  The  earliest  lesion  is  usually  of  a limited 
extent  and  exudative  or  productive  in  character 
(figs.  1,  2). 

In  the  exudative  type,  the  exudate  fills  the  air 
spaces  in  the  affected  region  and  the  shadow  is 
usually  most  dense  at  the  center.  It  appears  as  a 
soft,  diffuse,  somewhat  uneven  density  and  the 


Fig.  2.  Early  tuberculosis  infiltration  below  second  rib. 
No  symptoms.  Found  on  routine  examination. 

Fig.  4.  Cavitation  of  long  standing,  showing  heavy 
ring  about  it. 

borders  are  hazy,  gradually  fading  into  the  normal. 
The  producitve  lesion  differs  in  that  it  is  more 
uniformly  compact;  the  shadow  is  usually  rounded 
but  may  be  somewhat  irregular;  is  quite  uniform  in 
density  and  rather  sharply  delimited  from  the  sur- 
rounding normal  markings. 

Later  changes  are  likely  to  be  more  rapid  in  the 
exudative  than  in  the  productive  type.  Cavitation 
is  seen  as  rarefied  areas  within  the  increased  den- 
sities (fig.  3).  If  of  considerable  size,  the  cavity 
may  be  round,  ovoid  or  somewhat  irregular;  the 
wall  represented  as  a well  defined  ring,  if  the  cav- 
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Fig.  5.  Healing  childhood  tuberculosis  at  right  base. 
Patient  2 years  of  age. 

ity  is  isolated  (fig.  4).  Sometimes  a fluid  level  is 
present.  A cavity  present  may  be  not  detected,  if 
filled  with  the  exudate  or  blood. 

In  primary  tuberculosis  in  children  a patch  of 
clouding  is  seen,  usually  subpleural  and  in  the 
lower  two  thirds  of  the  lung  fluid,  resembling  a 
bronchopneumonic  process  (fig.  5 ) . Associated  with 
it  there  is  often  enlargement  of  the  tracheobronchial 
glands  draining  the  region  which  appear  as  lobu- 
lated  masses  of  density  in  the  hilum  or  mediasti- 
num. Often  the  peripheral  lesion  disappears,  leav- 
ing only  the  enlarged  glands  evident.  A generalized 
fine  mottling  or  speckling  extending  to  the  peri- 
phery of  the  lung  fields  may  be  indication  of  a 
miliary  tuberculosis  (fig.  6). 

The  densest  shadows  seen  are  produced  by  calci- 
fied areas  in  the  lungs,  pleura  or  bronchial  glands. 
Dense,  sharply  defined,  small,  rounded  or  irregular 
shadows  suggest  fibrous  or  calcareous  nodules.  It 
is  not  always  possible  from  the  films  alone  to  de- 
termine the  activity  of  a lesion,  but  when  the  mot- 
tling has  hazy  cottony  borders,  a “soft”  lesion 
suggesting  activity  is  present.  When  the  shadows 
are  dense  and  clearly  defined,  there  is  indication  of 
fibrosis  and  healing.  In  far  advanced  lesions  one 
or  both  lungs  may  be  extensively  involved  with 
caseous  pneumonic  tuberculosis,  fibroid  disease  or 
with  a combination  of  varying  degree. 

Fibrosis  may  be  visualized  or  inferred,  when 
soft,  mottled  lesions  in  serial  roentgeenograms  grad- 
ually bcome  rounded  and  more  compact,  slowly 
shrinking.  Fibrous  tissue  often  is  seen  as  sharply 


Fig.  6.  Characteristic  acute  miliary  tuberculosis. 


Fig.  7.  Tuberculous  effusion. 

defined  lines,  redialing  in  a fanlike  manner  from 
the  hilum  toward  the  periphery.  Fibrosis  and  con- 
traction of  the  lung  cause  a displacement  of  the 
tracheal  and  mediastinal  shadows  toward  the  con- 
tracted side  and  some  upward  displacement  of  the 
hilar  shadows.  The  heart  may  be  displaced  also  by 
pressure,  as  in  pleural  effusions  and  pneumothorax. 
The  height  of  the  diaphragm  as  well  as  irregulari- 
ties upon  its  surface  frequently  indicate  fibrosis  of 
the  overlying  lung. 

In  pneumothorax  adhesions  are  often  seen  as 
bands,  extending  from  the  collapsed  lung  to  the 
parietal  pleura.  Effusion  is  seen  as  an  opacity  ob- 
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literating  the  costophrenic  sinus  with  a curved 
upper  border  (fig.  7).  The  costophrenic  sinus  ma}^ 
be  obliterated  by  adhesive  pleurisy.  In  hydro- 
pneumothorax the  upper  fluid  level  is  horizontal. 
Lateral  or  oblique  views  aid  in  localizing  effusions 
between  the  lobes  of  the  lung.  Pneumothorax  is 
represented  by  a darker  area  with  an  absence  of 
the  usual  lung  markings  and  the  border  of  the 
collapsed  lung  seen  anywhere  between  the  chest 
wall  and  the  mediastinum. 

Serial  roentgenograms  of  the  chest  are  of  the 
greatest  aid  in  treatment  and  even  in  diagnosis. 

C.\UTION  NEEDED  IN  ADMINTSTR.\TION  OF 
THIOUR.^CIL  FOR  TOXIC  GOITER 

Physicians  must  exercise  caution  in  the  administration 
of  thiouracil  for  treatment  of  toxic  goiter  until  satisfactory 
methods  of  preventing  or  controlling  the  toxic  properties 
of  the  drug  are  developed,  Samuel  L.  Gargill,  M.D.,  and 
Mark  Falcon  Lesses,  M.D.,  Boston,  advise  in  The  Journal 
of  the  American  Medical  Association  for  April  7.  Thiouracil 
is  a valuable  drug  for  the  treatment  of  thyrotoxicosis,  but 
it  is  also  an  unpredictably  toxic  drug  which  may  produce 
serious  and  uncontrollable  effects,  especially  on  the  bone 
marrow  and  liver. 

“.ys  one  reviews  the  toxic  manifestations  of  thiouracil,” 
the  two  doctors  report,  “a  noteworthy  analogy  to  the  sul- 
fonamides emerges.  The  sulfonamides  possess  some  anti- 
thyroidal  (counteracting  the  influence  of  thyroid)  and 
goitergenic  (goiter  producing)  properties  but  to  a lesser 
extent  than  thiourea  derivatives.  In  the  development  of 
granulocytopenia  (deficiency  of  a certain  type  of  blood 
cell)  and  agranulocytosis  (complete  or  almost  complete  ab- 
sence of  another  type  of  blood  cell  from  the  bone  marrow 
and  blood),  dermatitis  (inflammation  of  the  skin),  drug 
fever,  jaundice  and  probably  anemia,  there  is  much  paral- 
lelism. Both  are  sensitizing  drugs,  and  this  is  the  likely  ex- 
planation of  their  similar  toxic  effects,  since  they  are  quite 
unrelated  in  chemical  structure. 

“Thiouracil  is  a potent  agent  in  the  treatment  of  thyro- 
toxicosis, but  it  has  dangerous  toxic  effects  which  so  far 
have  proved  unavoidable  and  unpredictable,  thus  seriously 
limiting  the  use  of  the  drug.  . . .” 

The  toxic  effect  of  thiouracil  on  the  bone  marrow  is 
characterized  by  the  disappearance  of  mature  granulocytes. 
“.As  evidence  of  this  destruction,  one  may  note  the  large 
numbers  of  disintegrating  forms  seen  in  the  bone  marrow 
smears  (by  microscopic  examination).  It  is,  of  course,  also 
possible  that  similar  destruction  of  granulocytes  may  have 
occurred  in  the  peripheral  (outer  circulatory)  blood,  add- 
ing to  the  rapidity  of  onset  of  the  agranulocytosis.  . . 


DEWEY’S  VETO  OF  TWO  BILLS  UPHOLDS 
STANDARDS  OF  MEDICAL  EDUCATION 
Stating  that  word  has  just  been  received  that  Governor 
Dewey  has  vetoed  the  two  bills  passed  by  the  New  York 
legislature  permitting  the  granting  of  a medical  license  to 
graduates  of  any  medical  school  in  the  United  States,  The 
Journal  of  the  American  Medical  Association  for  April  28 
says  that  “New  York  State  and  its  governor  merit  con- 
gratulations. Again  the  standards  of  medical  education  and 
medical  care  have  been  saved  by  the  courage  and  wisdom 
of  a governor,  after  a legislature  failed  to  recognize  its 
obligation  to  the  people.” 


INDICATIONS  FOR  HYSTERECTOMY* 
Albert  F.  Lee,  M.D. 

SEATTLE,  WASH. 

It  benefits  us  to  scrutinize  at  intervals  the  indi- 
cations for  the  most  frequent  major  surgical  opera- 
tion in  the  female,  namely,  hysterectomy.  It  is  the 
purpose  of  this  paper  to  reemphasize  the  good  indi- 
cations and  condemn  some  of  the  border  line  or 
poor  indications  for  this  surgical  procedure. 

The  lay  mysteries  and  misconceptions  of  uterine 
function  of  menstruation  and  pregnancy  and  the 
recent  propaganda  against  cancer  make  the  female 
even  more  conscious  of  her  pelvis,  bringing  her 
earlier  to  the  physician  with  the  minor  and  some- 
times the  major  problems  of  functional  woman- 
hood. In  general,  this  earlier  consideration  of  pelvic 
dysfunction  has  great  merit  and  the  profession 
should  profit  by  seeing  the  serious  pelvic  problems 
earlier  when  the  surgical  and  radiation  salvage  is 
far  better. 

It  is  certainly  true  that  functional  problems  in 
the  pelvis  are  frequently  attended  by  small  or  no 
gross  physical  defects  but  the  burden  of  the  chance 
of  malignancy  rests  with  the  physician.  Here  we 
obtain  our  better  services  by  a freer  use  of  curet- 
tage and  biopsy  than  the  more  radical  hysterectomy 
as  a diagnostic  procedure. 

Even  the  best  gynecologist  may  fail  in  his  differ- 
ential diagnosis  of  ovarian,  tubal  and  uterine  dis- 
eases. It  is  surprising  how  many  times  a second 
pelvic  examination  at  a later  date  will  clear  the 
picture,  particularly  if  the  patient  has  an  emptied 
bladder  and  rectum.  Pelvic  examination  under 
anesthesia  may  be  desired  for  an  accurate  differen- 
tiation. It  is  this  careful  manual  pelvic  study,  skill- 
ful surgical  exploration  and  critical  laboratory 
examination  of  pelvic  tissue  which  promote  the 
mastery  of  the  art  of  gynecology.  Never  should  the 
patient  suffer  unnecessarily  the  poor  diagnostic 
lessons  of  the  operator  and  normal  tissue  should 
not  be  removed  or  even  manipulated  to  save  face. 

As  supplementary  aids  to  manual  pelvic  exami- 
nation, intrauterine  and  tubal  studies  with  lipiodol 
and  other  radiopaque  media  are  in  order.  A simple 
roentgenogram  of  the  pelvis  sometimes  outlines  a 
soft  tissue  ovarian  mass,  a calcified  fibroid,  a 
dermoid  or  even  a pelvic  abscess.  Peritoneoscopic 
studies  in  skilled  hands  may  answer  some  of  the 
pelvic  questions  without  the  risks  of  laparotomy. 

Certainly  the  uterus  and  adnexal  organs  are  verx' 
accessible  in  abdominal  surgical  procedures  under- 
taken for  other  than  pelvic  diseases,  and  the 

*Read  before  a Meeting  of  Kitsap  County  Medical  So- 
ciety, Bremerton,  Wash.,  April  9,  1945. 
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pedunculated  genitalia  appear  as  a frequent  temp- 
tation for  excision,  suspension,  aspiration  or  even 
a light  jab  with  the  tip  of  a scalpel.  The  operator 
sometimes  wishes  that  temptation  had  not  lulled 
him  into  the  pelvis  as  this  minor  incident  may 
outrank  the  initial  intent  of  the  surgery  by  becom- 
ing a major  pelvic  operation. 

From  the  above  remarks  we  can  say  that  the 
prime  considerations  in  a study  of  the  indications 
for  a hysterectomy  are  a good  gynecologic  history, 
thorough  pelvic  examination,  possibly  several  times, 
and  the  sound  support  of  indicated  roentgenog- 
raphy and  laboratory  study. 

A suggested  plan  for  studies  of  the  indications 
for  hysterectomy  is  here  submitted  by  dividing 
them  into  absolute,  relative  and  border  line  causes 
for  surgery.  The  terms  are  self-explanatory  and,  if 
the  indication  is  not  found  under  any  of  these  three 
classifications  and  cannot  be  aided  by  fully  justi- 
fied reasoning,  we  must  assume  that  hysterectomy 
is  contraindicated  and  find  other  unscientific  rea- 
sons for  the  removal  of  the  uterus.  A graphic  basis 
of  the  study  follows: 

INDICATIONS  FOR  HYSTERECTOMY 

A.  Absolute  Indications: 

1.  MALIGNANT 

a.  Adenocarcinoma  of  uterine  fundus. 

b.  Sarcoma  of  uterus. 

c.  Malignant  polyp  of  uterus,  endocervix  and  cervix. 

d.  Carcinoma  of  fallopian  tube  and  ovary. 

e.  Metastatic  extension  from  other  pelvic  malignancy. 

2.  BENIGN 

a.  Fibromyomata  uteri,  under  sp>ecial  conditions. 

b.  Adenomyosis. 

3.  INFECTION 

a.  Tuberculosis  of  endometrium,  cervix  and  internal 
genitalia. 

4.  OBSTETRIC 

a.  Chorionepithelioma. 

b.  Infected  section  uterus  (Porro) . 

c.  Convelaire  uterus  (Uterine  apoplexy). 

d.  Placenta  accreta. 

e.  Uterine  rupture. 

f.  Subinvolution  (persistent) . 

g.  Inversion  of  uterus  (chronic). 

B.  Relative  Indications: 

1.  Asymptomatic  fibromyomata  uteri. 

2.  Endometrial  implants. 

3.  Uterine  procidentia. 

4.  Removal  of  both  ovaries. 

C.  Border  Line  Indications: 

1.  Precancerous  lesions  of  the  cervix  and  uterus. 

2.  Severe  persistent  menorrhagia. 

3.  Fibrosis  uteri  and  seedling  fibroids. 

4.  Resistant  infections  of  uterus  and  pelvis  (“pelvic 

cripples”). 

5.  Benign  uterine  or  cervical  polyp  or  endometrial  fibroid 

with  broad  pedicle. 

6.  Extensive  varicose  veins  in  pelvis. 

7.  Chronic  endometritis. 

8.  Persistent  severe  dysmenorrhea. 

ABSOLUTE  INDICATIONS 

The  most  important  reason  for  any  hysterectomy 
is  the  complete  removal  of  a malignancy  limited 
to  the  uterus  which,  if  not  removed,  will  kill  the 


patient.  The  diagnosis  of  this  malignancy  must 
not  be  based  upon  assumption  or  guess  but  here, 
again,  should  be  preceded  by  curettage  or  biopsy. 
A punch  or  suction  biopsy  of  the  uterus  which 
shows  no  cancer  is  undependable  and  misleading, 
and  these  tissue  studies  have  no  place  in  our  prob- 
lem unless  the  tissue  obtained  shows  definite  carci- 
noma. Negative  or  normal  tissue,  obtained  by  punch 
or  suction  biopsy  methods,  yield  only  false  security 
and  distort  the  picture.  Sometimes  even  seemingly 
complete  scraping  of  the  uterus  under  anesthesia 
may  miss  a malignancy  which  is  shown  upon  repeat 
curettage. 

After  the  diagnosis  of  adenomalignancy  of  the 
fundus  of  the  uterus  has  been  established  by  micro- 
scopic examination,  evaluation  of  the  salvage  from 
the  disease  must  be  made  between  radiation,  sur- 
gery or  combined  treatment  in  the  light  of  good 
gynecologic  practices.  If  surgery  is  the  treatment 
of  choice  for  the  care  of  the  particular  cancer  at 
hand,  a total  hysterectomy  only  must  be  performed. 
In  general,  the  decision  about  whether  either  or 
both  ovaries  should  be  removed  along  with  the 
uterine  malignancy  does  not  rest  with  the  operator 
but  rather  with  the  dictates  of  good  surgery  which 
usually  tells  us  that  the  ovaries,  tubes,  a goodly 
portion  of  the  broad  and  round  ligaments  and  a 
generous  portion  of  the  vagina  should  be  included 
in  the  hysterectomy.  Crossen^'  advocates  broad  ex- 
cision of  upper  broad  ligament  lymphatics  along 
with  the  uterus. 

Adenocarcinoma  of  the  uterine  fundus  is  treated 
by  total  hysterectomy  alone  or  in  combination  with 
radiation  therapy.  Even  though  there  may  be  some 
discussion  as  to  the  hows  and  whens  of  the  surgery 
or  radiation,  there  can  be  no  doubt  that  total  hys- 
terectomy is  the  operative  procedure  of  choice  and 
demand,  and  is  our  soundest  reason  for  it.  Excep- 
tion to  the  rule  of  surgery  for  final  cure  of  fundal 
adenocarcinoma  may  be  found  in  surgically  poor 
risk  candidates  such  as  the  very  aged,  very  obese, 
diabetic  and  cardiac  patients. 

The  same  is  true  of  sarcoma  of  the  uterus  in 
general,  but  this  disease  is  somewhat  more  difficult 
to  diagnose  preoperatively  as  it  is  usually  an  inci- 
dental clinical  or  miscroscopic  occurrence,  included 
with  uterine  fibroid  specimen.  These  sarcomata, 
however,  may  sometimes  be  diagnosed  by  biopsy 
of  extruded  sarcomatous  tissue  from  the  cervix. 
Sarcoma  botryoides,  found  commonly  in  young 
females,  is  a self-evident  disease  and  usually  dis- 

1.  Crossen,  H.  S.  and  Crossen,  R.  .1. : Operative  Gyneco- 
logy, p.  324  Fifth  Edition.  C.  V.  Mosbv  Co.,  St.  Louis, 
1938. 
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covered  beyond  hope  of  cure.  The  preferred  care 
for  sarcoma  limited  to  the  uterus  is,  again,  total 
hysterectomy. 

Roentgenism  and  radium  for  uterine  sarcoma 
are  useless.  The  rare  radiation  cures  of  such  sar- 
comata are  probably  truly  cases  of  stroma  endo- 
metriosis which  respond  well  to  radiologic  and 
surgical  ovarian  sterilization,  even  with  huge  tumor 
formations.  Malignant  polyps  of  the  uterus,  endo- 
cervix  and  cervix  are  usually  glandular  in  type  and 
fit,  therefore,  into  the  general  scheme  of  treatment 
of  adenocarcinoma  of  the  uterine  body  as  above 
discussed. 

Carcinomata  of  the  fallopian  tubes  and  ovaries 
demand  in  their  surgical  treatment  that  hysterec- 
tomy be  done  because  of  the  theoretical  and  actual 
dangers  of  extensions  through  the  uterine  lymphatic 
system.  Hysterectomy,  therefore,  should  be  done, 
if  total  removal  of  these  types  of  carcinoma  is 
deemed  as  a cure  of  the  disease.  , 

The  metastic  extensions  from  other  pelvic  organs, 
namely,  the  bladder  and  rectum,  which  have  actu- 
ally or  potentially  invaded  the  uterus,  serve  as 
sound  indications  for  hysterectomy.  It  may  occa- 
sionally be  in  order,  also,  to  facilitate  removal  of 
other  pelvic  carcinomata,  even  though  actual  inva- 
sion has  not  occurred. 

The  benign  absolute  indications  for  hysterectomy 
are  headed  by  fibromyoma  uteri  which  serves  as 
a true  indication  under  special  conditions.  These 
include  severe  uterine  bleeding,  necrosis,  torsion, 
pelvic  pressure  symptoms  and  pain.  If  the  patient 
qualifies  under  the  above  conditions,  the  indication 
is  absolute  and  hysterectomy  should  usually  be  pre- 
ceded by  diagnostic  curettage  to  rule  out  malig- 
nancy. Whether  hysterectomy  for  fibroids  should 
be  subtotal  or  total  in  type  is  dependent  upon  the 
condition  of  the  cervix,  simplicity  of  the  surgery 
and  possibly  the  particular  skill  of  the  surgeon.  It 
goes  without  saying,  however,  that  an  indicated 
total  hysterectomy  should  not  be  forgiven  because 
of  lack  of  skill  of  the  operator. 

Adenomyosis,  which  is  frequently  an  incidental 
pathologic  finding  but  may  sometimes  be  diagnosed 
by  careful  clinical  history,  serves  as  a good  reason 
for  removal  of  the  uterus. 

Tuberculosis  of  the  endometrium,  cervix  or  other- 
wise limited  genital  infection  can  only  be  treated 
by  complete  excision  of  the  disease.  Using  the  same 
logic  of  potential  or  actual  lymphatic  spread  of 
adnexal  carcinoma  to  the  uterus,  we  can  state  that 
proved  tuberculosis  of  the  endometrium,  tubes  or 
ovaries  should  usually  include  the  uterus  in  the  sur- 


gery. It  must  be  emphasized  that  surgery  for  pelvic 
tuberculosis  is  done  only  to  effect  a cure  of  a local- 
ized disease  and  should  not  be  done  in  the  face  of 
active  pulmonary,  intestinal  or  a disseminated 
process. 

Obstetrics  offers  several  sound  indications  for 
hysterectomy.  The  highly  malignant  chorionepithe- 
lioma,  limited  to  the  uterus  and  adnexa,  serves  as 
the  malignant  cause  for  hysterectomy  in  this  group. 
These  same  therapeutic  criteria  as  outlined  above 
carry  through  this  group  of  cases.  It  may  be  sug- 
gested that  roentgenism  be  used  preoperatively  in 
an  effort  to  arrest  somewhat  the  rapid  growth  of 
this  highly  malignant  tumor  before  undertaking 
abdominal  surgery. 

The  Porro  type  section,  with  its  associated  high 
mortality,  is  becoming  less  of  a necessity  wdth  our 
more  modern  supportive  therapies,  namely,  trans- 
fusions, sulfa  and  penicillin  medication.  The  ex- 
traperitoneal  section  may  be  used  in  preference  to 
a Porro  section.  However,  the  grossly  contaminated 
pregnant  uterus  is  still  sometimes  best  treated  by 
section  hysterectomy. 

Uterine  apoplexy  with  Couvalaire  uterus,  which 
does  not  respond  to  stimulation  and  oxytoxics,  may 
demand  hysterectomy  on  the  basis  of  actual  uter- 
ine necrosis  and  extensive  extravasation  of  blood 
into  the  myometrium. 

Placenta  accreta  with  placental  invasion  of  the 
myometrium  is  probably  best  treated  by  abdominal 
hysterectomy. 

Rupture  of  the  pregnant  uterus  with  fragmented 
necrotic  margins  and  potential  infection  does  not 
always  lend  itself  well  to  simple  suturing  and  occa- 
sionally demands  hysterectomy  for  cure  of  the 
disorder.  Rarely  subinvolution  of  the  pregnant 
uterus,  which  persists,  and  chronic  inversion  of  the 
uterus,  which  has  not  responded  to  other  lines  of 
treatment,  fall  easily  into  indications  for  a hys- 
terectomy. 

RELATIVE  INDICATIONS 

Fibroid  tumors  of  the  uterus  which  show  no 
associated  fundal  malignancy,  abnormal  uterine 
bleeding,  torsion,  pressure  symptoms  or  pelvic  pain 
may  grow  to  considerable  size  over  a period  of 
years  without  offering  absolute  indication  for  their 
removal.  Many  of  these  cases  can  be  intelligently 
followed  by  repeated  pelvic  examinations  and  pos- 
sibly diagnostic  curettage.  If  the  fibroid  uterus 
shows  none  of  the  qualifications  listed  under  abso- 
lute indications  and  if  the  total  size  of  the  tumor 
is  not  larger  than  a three  or  four  months  pregnancy, 
the  indication  for  hysterectomy  is  slightly  less 
strong  and  is  of  a relative  nature. 
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The  endometrial  implants  to  the  surface  of  the 
uterus  do  not  always  offer  sound  specifications  for 
excision  of  the  uterus  because  the  disease  is  better 
treated  by  surgical  removal  of  the  ovaries  or  radi- 
ation. With  the  withdrawal  of  ovarian  stimulus  the 
endometrial  implants  to  the  uterus  and  elsewhere 
disappear  rapidly. 

Prolapse  of  the  uterus,  particularly  the  third 
degree  type,  can  likely  best  be  treated  by  vaginal 
hysterectomy.  The  first  and  second  degree  proci- 
dentia of  the  uterus  may,  however,  be  more  prop- 
erly cured  by  fascial  plastic  vaginal  surgery,  such 
as  Manchester  operation,  than  by  vaginal  hysterec- 
tomy. 

If  it  becomes  necessary  in  the  course  of  pelvic 
surgery  to  remove  both  ovaries  for  bilateral  cystic 
or  other  diseases  of  the  ovaries,  it  is  likely  pre- 
ferred that  a hysterectomy  be  also  done  in  order 
to  avoid  future  possibilities  of  malposition  and 
tumor  in  an  organ  which  has  lost  its  menstrual  and 
reproductive  functions  by  bilateral  oophorectomy. 
I have  observed  a woman  in  her  thirties  with  both 
ovaries  removed  suffer  from  a highly  malignant 
adenocarcinoma  of  the  uterine  fundus  several  years 
after  removal  of  the  ovaries  for  cystic  disease. 

BORDERLINE  INDICATIONS 

The  so-called  precancerous  lesions  of  the  cervix 
and  uterus,  which  include  metaplasia  and  transi- 
tional response  in  genital  tissue,  sometimes  offer 
large  diagnostic  and  therapeutic  problems.  The 
greater  proportion  of  these  are  best  treated  by 
repeat  biopsy  and  close  repeat  examination.  It  is 
only  the  persistent  metaplastic  cellular  response 
which  is  logically  a therapeutic  problem.  It  is  my 
opinion  that  persistent  metaplasia  is  really  early 
carcinoma  in  situ  and,  therefore,  the  best  treat- 
ment is  total  hysterectomy.  I consider  precancerous 
lesions  as  borderline  indications  for  hysterectomy 
because  it  is  only  after  repeated  study  and  evalu- 
ation that  they  can  be  elevated  to  absolute  indica- 
tions. 

The  patient  with  severe  menometrorrhagia  on 
the  basis  of  hyperestrogenic  endometrium  (hyper- 
plasia of  endometrium),  who  has  reached  the  age 
of  forty  years  or  more  and  has  failed  to  respond  to 
other  methods  of  treatment,  becomes  a candidate 
for  possible  hysterectomy.  The  decision  is  only 
reached  after  curettement,  low  doses  of  desiccated 
thyroid,  substitutional  glandular  therapy  and  pos- 
sibly radiation  therapy  have  failed  to  give  a cure. 
The  hyperplasia  carries  some  potential  metaplasia 
and  actual  adenocarcinoma  dangers  in  the  meno- 
pause group  and  thus  the  indication  for  hysterec- 
tomy is  strengthened. 


Fibrosis  uteri  and  seedling  fibroids  jointly  are 
true  borderline  indications  for  hysterectomy  be- 
cause neither  offer  much  in  the  way  of  complica- 
tions or  difficulties  to  the  patient.  Fibrosis  uteri 
slowly  becomes  a pathologic  sidepocket  and  the 
diagnosis  is  returned  to  the  surgeon  by  the  patholo- 
gist chiefly  because  no  sound  reason  for  hysterec- 
tomy can  be  found. 

The  Wertheim  operation  for  squamous  cell 
carcinoma  of  the  cervix  is  being  popularized  by 
Meigs‘S  and  in  usual  hands  I would  consider  the 
use  of  roentgen  ray  and  radium  for  carcinoma  of 
the  cervix  superior  to  any  type  of  hysterectomy. 
The  Wertheim  type  of  hysterectomy  is  extremely 
difficult  and  should  only  be  done  by  an  operator 
with  years  of  experience  and  then  on  only  a rela- 
tively few  selected  cases  of  carcinoma  of  the  cervix. 
The  salvage  from  this  disease  really  remains  best 
with  adequate  roentgenism  and  radium  treatments. 

The  “pelvic  cripples,”  who  suffer  from  chronic 
tuboovarian  inflammation  with  reinfection  and  re- 
activation, may  occasionally  become  candidates  for 
pelvic  surgery.  These  cases,  however,  are  by  the 
large  majority  best  treated  by  medical  therapies 
which  include  diathermy,  Elliot  treatments,  foreign 
protein  injection  or  possibly  short  courses  of  sulfa 
drugs  or  penicillin. 

If  surgery  becomes  necessary  and  the  tubo- 
ovarian disease  is  extensive  and  bilateral,  hys- 
terectomy may  become  indicated  because  of  the 
inclusion  of  the  uterus  in  the  inflammatory  process 
and  the  associated  menometrorrhagia  so  commonly 
found  with  pelvic  inflammatory  disease. 

Uterine  polyps  and  endometrial  fibroids  with 
broad  pedicles  which  cannot  be  twisted  free  or 
clinically  deemed  too  dangerous  for  twisting  are 
best  treated  by  hysterectomy.  It  should  be  empha- 
sized that  removal  of  uterine  polyps  be  accom- 
panied by  curettage  to  rule  out  malignant  chances 
which  commonly  occur  in  the  pedicle  of  the  polyp. 

Diffuse  varicose  veins  in  the  broad  ligaments 
may  need  hysterectomy  plus  ligation  for  cure  in  a 
certain  few  select  cases. 

Chronic  endometritis,  which  is  becoming  a less 
common  disease  in  the  nonpregnant  woman,  may 
very  occasionally  need  hysterectomy  for  cure.  The 
greater  percentage  of  these  problems  are  better  han- 
dled medically  and  by  curettage  through  the  vagina. 

The  very  rare  case  of  dysmenorrhea,  which  has 
not  been  cured  by  medical  therapies  and  vaginal 
uterine  procedures,  may  become  a candidate  for 
presacral  sympathectomy  and  even  more  rarely  a 
hysterectomy.  This  would  truly  be  a borderline 

2.  Meig.s,  J.  V.:  Carcinoma  of  Cervix— Wertheim  Opera- 
tion. Surg.,  Gynec.  & Obst.,  78  :I9.'>-199,  Feb.,  1914. 
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indication  as  would  be  a hysterectomy  for  retro- 
displacement  or  sterilization  without  associated 
disease  indicating  the  procedure. 

SUMMARY  AND  CONCLUSIONS 

Here  are  presented  the  absolute,  relative  and 
borderline  indications  for  hysterectomy. 

The  prime  considerations  in  the  study  of  indi- 
cation for  hysterectomy  are,  first,  a good  gynecol- 
ogic history,  through  repeated  pelvic  examinations 
and  sound  support  of  indicated  roentgen  and  labo- 
ratory studies. 

The  indications  for  hysterectomy  are  reviewed 
and,  if  sound  scientific  reasoning  cannot  enlarge 
the  list  to  include  a particular  case  in  study, 
hysterectomy  is  contraindicated  and  the  reasons 
for  removal  of  the  uterus  must  be  found  in  un- 
scientific fields. 


TREATMENT  OF  RECURRENT  BOILS 
Theodore  W.  Hour,  M.D. 

SEATTLE,  WASH. 

Price’s  fine  paper’^  on  the  alcohol  treatment  of 
boils  prompts  the  writing  of  this  report.  The  fol- 
lowing modification  of  his  method  has  been  used 
for  a number  of  years  with  evident  success. 

Patients  are  instructed  to  take  a thorough,  sudsy 

1.  Price,  P.  B. : Cause  and  Treatment  of  Furunculosis. 
J.  A.  M.  A.,  124:1189-1191,  April  23,  1944. 


shower  bath  every  morning,  dry  on  a clean  towel, 
and  step  into  long  cotton  underwear  that  has  been 
freshly  laundered,  boiled  and  dried. 

CASE  REPORTS 

Case  1.  A woodchopper  had  recurrent  boils  on  the  arms 
and  legs.  He  was  wearing  short  underwear,  and  his  outer 
shirt  and  pants  were  filthy.  It  occurred  to  me  that  his  pants 
and  shirt  were  probably  loaded  with  staphylococci  which 
gained  entry  through  irritation  and  small  sliver  wounds. 
Loggers  habitually  protect  themselves  from  boils  by  wearing 
long  underwear  and  cowboys  prevent  boils  on  the  neck  by 
wearing  bandana  handkerchiefs.  It  was  reasoned  that  per- 
haps recovery  would  be  facilitated,  if  the  staphylococci  could 
be  removed  from  the  skin  by  soap  and  water  cleansing  and 
the  entire  body  encased  in  a single  sterile  dressing.  The 
boils  cleared  up  promptly  and  no  new  ones  were  seen. 

Case  2.  A physician  had  become  infected  with  staphyloc- 
occus aureus  while  treating  an  abscess  on  a dog.  His  hand 
became  infected  and  there  followed  a series  of  boils  for 
several  months,  culminating  in  a huge  abscess  on  the  back. 
Treatment  had  included  tin,  autogenous  vaccines,  incision 
and  smalt  dressings.  While  the  large  abscess  was  still  drain- 
ing, the  dressing  was  discarded  and  the  soap  and  underwear 
technic  started.  There  have  been  no  recurrences  to  date. 

Case  3.  A boy  aged  12  was  treated  for  recurrent  boils  of 
the  neck.  The  soap  and  underwear  technic  were  used  with- 
out success,  so  incision,  dressings  and  vaccines  were  used 
until  it  occurred  that  his  neck  was  not  protected  from  his 
jacket  collar.  The  same  technic  with  the  addition  of  a soft 
sterile  scarf  resulted  in  success. 

A number  of  other  cases  have  been  treated  in  the 
same  manner  with  no  reports  of  failures. 

CONCLUSION 

Soap  and  water  cleansing  and  encasing  the  entire 
body  in  a single  sterile  dressing  is  a valuable  ad- 
junct in  the  treatment  of  recurrent  boils. 


HOW  “MEDICAL  INTELLIGENCE”  PROTECTS 
ARMY’S  HEALTH 

History  has  shown  that  most  of  the  diseases  which  tend 
to  occur  in  massive  outbreaks  in  time  of  war  are  infectious 
diseases,  and  many  of  them  follow  certain  geographical 
patterns  of  distribution.  To  prevent  such  outbreaks  among 
our  armies  by  forewarning  them  of  the  local  conditions 
they  will  meet  is  the  work  of  “medical  intelligence.” 

Major  Saul  Jarcho,  MC,  Chief  of  the  Analysis  Branch 
of  the  Medical  Intelligence  Division,  Preventive  Medicine 
Service,  Office  of  The  Surgeon  General,  speaking  at  Mt. 
Sinai  Hospital,  N.  Y.,  cited  the  following  example  of  the 
need  for  precise  information  concerning  each  individual 
area:  “An  island  may  be  bisected  by  a tall  range  of  moun- 
tains which  intercepts  the  prevailing  winds  and  the  mois- 
ture conveyed  by  the  winds.  If  this  occurs,  one  side  of  the 
island  will  be  windy  and  rainy  while  the  other  may  be  dry 
and  waterless.  The  result  may  be  a complete  difference  in 
the  occurrence  of  disease.” 

He  then  went  on  to  explain  that  the  latest  accurate  in- 
formation available  is  supplied  our  armed  forces  by  means 
of  surveys  conducted  by  Medical  Intelligence  officers.  This 
information,  he  said,  includes  a brief  description  of  climatic 
and  geographical  factors  and  detailed  accounts  of  the  pub- 
lic health  organization,  and  medical  facilities;  also  environ- 
mental factors  such  as  water  supply,  the  disposal  of  wastes, 
flora,  fauna  and  food  supplies;  and  information  regarding 
diseases  of  military  importance,  potential  military  impor- 
tance and  those  which  affect  the  native  population  gener- 
ally. Specific  recommendations  for  the  prevention  and  con- 
trol of  disease  in  the  area  are  also  included. 


IMPORTANCE  OF  RESEARCH  ON  NATIONAL  SCALE 
“Experience  of  the  past  and  vision  of  the  future  clearly 
show  the  need  for  organization,  coordination  and  support 
of  medical  research,  as  of  all  scientific  research,  on  a na- 


tional scale,”  said  Brigadier  General  Stanhope  Bayne- Jones, 
US.'^,  Deputy  Chief  of  the  Preventive  Medicine  Service, 
Office  of  The  Surgeon  General,  in  a recent  address  at  the 
semicentennial  celebration  of  the  Yale  Chapter  of  Sigma 
Xi  at  New  Haven,  Conn. 

Citing  control  of  the  typhus  fever  epidemic  at  Naples 
through  the  use  of  DDT,  General  Bayne-Jones  stated  that 
“the  synthesis  of  a half  a dozen  sciences  is  in  a single  puff 
of  DDT  powder.” 

He  said  that  planning  is  now  being  made  for  postwar 
research  but  “when  the  compelling  necessities  of  the  war 
end  and  the  urge  of  patriotism  diminishes,  there  probably 
will  not  be  the  same  degree  of  motivation  toward  group 
work  for  the  solution  of  scientific  problems.” 

He  added  that  funds  and  laboratories  may  be  made  avail- 
able but  stressed  the  need  to  arouse  or  keep  at  high  pitch 
in  postwar  years  the  present  spirit  of  collaboration  and  in- 
tense application. 


YITAMINS  AND  SODA 

The  general  impression  that  all  vitamins  are  rapidly 
destroyed  by  soda  or  by  basic  solutions  is  far  from  correct, 
it  is  advised  in  the  .April  issue  of  Hygeia,  The  Health 
Magazine.  In  answer  to  a query  Hygeia  says: 

“True,  some  of  the  vitamins,  such  as  vitamin  C,  thiamine 
and  riboflavin,  are  more  easily  destroyed  in  basic  solutions 
than  in  acid  or  neutral  solutions,  but  even  here  the  de- 
struction depends  on  time  and  other  stimulating  factors. 
Some  vitamins,  such  as  biotin  and  folic  acid,  are  more 
stable  in  basic  solutions  than  in  acid  solutions.  Nicotinic 
acid,  for  example,  is  more  soluble  in  the  presence  of  soda 
than  in  pure  water  solutions.” 
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RISING  DEMAND  FOR  WHOLE  BLOOD  FOR  USE 
IN  MILITARY  MEDICINE 

Preserved  whole  blood  of  group  O (the  universal  type) 
may  be  employed  by  military  medicine  in  the  same  man- 
ner as  plasma,  administering  it  in  foxholes,  on  ambulances, 
aboard  ship  or  in  airplanes,  Elmer  L.  De  Gowin,  M.D.,  of 
Iowa  City,  declares  in  The  Journal  of  the  American  Medi- 
cal Association  for  April  21.  However,  the  complicated 
problems  of  equipment,  transportation  and  supply  pre- 
sented by  military  situations  must  first  be  met  and  over- 
come. 

Dr.  DeGowin,  in  reviewing  the  importance  of  blood 
plasma  in  civilian  and  military  medicine,  stresses  the  fact 
that  the  administration  of  plasma  possessed  advantages 
over  whole  blood  in  the  greater  stability  of  plasma  or 
serum  during  storage  and  in  the  fact  that  tests  for  com- 
patability  were  unnecessary  before  transfusion.  However, 
where  both  whole  blood  and  blood  plasma  are  available  in 
active  military  installations  in  sufficient  quantities,  he  pre- 
dicts the  rising  demand  for  whole  blood  in  transfusions. 

“We  are  told,”  he  says,  “that  in  military  medicine  over 
90  per  cent  of  the  cases  of  secondary'  shock  are  caused  by- 
hemorrhage.  This  is  preferably  treated  by  transfusions  of 
whole  blood,  but  plasma  may  be  given  successfully  in  all 
but  the  more  severe  cases.  In  the  correction  of  preoperative 
anemia  whole  blood  is  indispensable.  Transfusions  of  plas- 
ma or  serum  are  indicated  in  burns,  although  patients  with 
severe  burns  frequently  develop  anemia  requiring  whole 
blood  transfusions  after  the  stage  of  shock  has  been 
passed  .... 

“The  transfusion  of  fresh  whole  blood  is  not  practical 
in  many  military  situations.  The  time  required  for  collection 
of  blood  often  coincides  with  that  when  the  medical  per- 
sonnel is  most  occupied  in  the  surgical  procedures  de- 
manded in  emergencies.  Lack  of  laboratory  personnel  and 
equipment  may-  make  difficult  or  preclude  entirely  the  use 
of  fresh  blooci.  Lastly,  the  procurement  of  blood  donors 
not  only  may  be  time  consuming  but  may  actually  be  lim- 
ited by  the  circumstances.  . . .” 

Despite  the  fact  that  thousands  of  transfusions  of  group 
O blood  have  been  given  without  an  alarming  incidence  of 
untoward  reactions.  Dr.  DeGowin  says  that  the  point  is 
still  debated.  However,  he  continues,  “The  advantages  of 
such  a procedure  in  military  medicine  are  immense.  The 
group  of  the  blood  can  be  carefully  determined  at  the  point 
of  collection,  where  well  trained  technicians  can  perform 
the  tests.  .At  the  point  of  administration  the  universal  blood 
may-  then  be  employ-ed  as  indiscriminately  as  plasma,  with- 
out the  delay,  equipment  or  personnel  required  for  labora- 
tory tests.  . . . 

“In  addition  to  the  problems  encountered  in  supplying 
plasma  to  medical  installations,  the  military  organization 
faces  certain  additional  problems  in  handling  preserved 
blood.  Collection  depots  must  be  established  far  enough  in 
the  rear  to  insure  an  adequite  supply  of  donors.  Facilities 
for  accurate  blood  grouping  must  be  located  at  the  points 
of  collection.  Refrigeration  must  be  provided  at  collecting 
depots,  during  transportation  and  at  dispersal  points.  .Ac- 
curately timed  and  frequent  transportation  facilities  be- 
tween collection  depots  and  dispersal  points  must  be  main- 
tained with  the  necessary  communications  for  activating 
them.  These  are  not  insurmountable  problems  for  a mili- 
tary organization.  They  have  been  solved  in  the  British 
and  Russian  armies  and  they  are  now  being  solved  in  the 
•American  army.  . . .” 


ILLEGITIM.ATE  BABIES 

This  country  has  a record  number  of  illegitimate  babies 
due  to  the  soaring  wartime  birth  rates.  The  Census  Bureau 
estimates  that  one  out  of  every  12  children  today  is  ille- 
gitimate, and  although  32  states  have  attempted  to  deal 
with  the  problem  in  connection  with  birth  certificates,  it 
has  yet  to  be  satisfactorily  solved. 

More  babies  are  being  kept  by  unwed  mothers,  the  New 
Jersey  Welfare  Council  was  informed  last  month  by  Hen- 
rietta L.  Gordon  of  the  Child  Welfare  League  of  .America. 
Reasons  for  the  practice,  she  said,  were  changed  attitudes 
toward  illegitimacy,  upset  living  conditions  that  minimize 
social  ostracism,  and  availability  of  jobs  for  women.  In 


one  community  62  per  cent  of  the  fathers  were  service  men, 
and  in  many  cases  the  mothers  receive  allotments  from  the 
Government.  Social  workers,  advised  Miss  Gordon,  should 
make  clear  to  a mother  who  keeps  the  illegitimate  child 
she  does  not  really  want  that  she  is  depriving  him  of  a 
chance  to  be  taken  into  a home  where  he  will  have  the 
feeling  of  “belonging.” 

Because  of  the  increased  birth  rate,  she  said,  there  are 
more  such  children  for  adoption  and  the  age  for  releasing 
them  averages  four  to  five  months.  .A  new-  problem  caused 
by  the  war  is  that  of  children  born  to  married  women  with 
husbands  long  overseas,  and  it  “requires  a reexamihation 
of  all  social,  moral  and  ethical  values.” 

Far  fewer  than  half  the  illegitimate  babies  adopted  are 
placed  by  professional  children’s  agencies,  according  to  an 
article  in  The  Woman’s  Home  Companion.  It  cites  one 
woman  who  operates  an  unauthorized  adoption  agency  in 
an  eastern  city  and  boasts  of  an  annual  income  of  $20,000. 
“Frantic  unmarried  mothers-to-be,  who  are  often  little 
more  than  children  themselves,  gladly  sign  relinquishment 
papers,  relieved  that  their  doctors’  bills  will  be  paid  and 
the  child  taken  care  of.  Illegitimate  babies  are  frequently 
sold  to  commercial  adoption  agencies  or  eager  foster  par- 
ents before  they  are  born.” 


NEW  TYPE  AMBULANCE 

■An  improved  ambulance,  which  will  carry  twelve  instead 
of  four  litter  cases  in  greater  comfort,  has  been  developed 
at  the  request  of  The  Surgeon  General  by  the  Ordnance 
Department  in  collaboration  with  the  .Army  Medical  De- 
partment. By  May  31  twenty-five  of  these  new  ambulances 
will  be  carrying  casualties  from  ships  and  planes  to  -Army 
Hospitals. 

The  new  ambulance  has  an  aluminum  body  with  a front 
wheel  drive  which  allows  the  bed  of  the  truck  to  be  placed 
lower,  making  it  easier  to  move  patients  in  and  out.  It  is 
smoother  riding  than  the  old  type  and  provides  such  re- 
finements as  a heater  for  use  in  cold  weather,  roof  venti- 
lating fans  to  keep  the  air  fresh,  window-  shades  to  provide 
privacy  in  traffic  and  individual  electric  lights  over  each 
litter.  There  are  ample  compartments  for  bedding  and 
utensils.  .A  comfortable  seat  is  provided  the  attendant  next 
to  the  driver.  Both  sit  enclosed  w-ith  the  patients. 


ARMY  EPIDEMIOLOGICAL  BOARD  MEETS 

The  fifth  annual  meeting  of  the  .Army  Epidemiological 
Board  w-as  held  this  month  on  .April  26  and  27  at  the  Office 
of  The  Surgeon  General.  The  meeting  w-as  presided  over  by 
Dr.  Francis  G.  Blake,  Dean  of  the  Yale  Univ-ersity  School 
of  Medicine,  New-  Haven,  Conn.,  who  is  Civilian  Con- 
sultant to  the  Secretary  of  War  and  President  of  the  Board. 
.Activities  during  the  past  year  were  review-ed  and  plans 
outlined  for  the  coming  year. 

The  Epidemiological  Board  is  administered  by  the  Pre- 
ventive Medicine  Service,  Office  of  The  Surgeon  General. 
It  consists  of  a Central  Board  and  ten  Commissions:  on 
.Acute  Respiratory  Diseases,  .Air-borne  Infections,  Epidemi- 
ological Survey,  Hemolytic  Streptococcal  Infections,  Influ- 
enza, Measles  and  Mumps,  Meningococcal  Meningitis,  Neu- 
rotropic Virus  Diseases,  Pneumonia,  and  Tropical  Diseases. 
The  w'ork  of  these  Commissions,  however,  is  not  limited  to 
the  field  indicated  by  the  name  but  is  authorized  according 
to  opportunities,  facilities  and  sp>ecialties  of  members. 

During  the  past  year  extensive  epidemiological  investiga- 
tions have  been  conducted  in  this  country  and  in  several 
theaters  of  operations  overseas.  This  work  has  not  only 
proved  of  practical  value  to  the  .Army  but  has  materially 
increased  the  fundamental  scientific  knowledge  of  the  causes 
and  control  of  infectious  diseases  among  the  civilian  as 
well  as  the  military  population. 
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LEGISLATURE  MISSES  FAST  PITCH;  POLITICIANS  FUMBLE  GOLDEN  CHANCE 

All  those,  who  helped  “persuade”  the  recent  state  legisla- 
ture to  include  an  item  for  a “medical  school  general  hos- 
pital,” cleverly  buried  in  the  midst  of  a more  recognizable 
and  legitimate  educational  building  needs  program,  for  sub- 
mission to  Oregon  voters  at  the  June  22nd  referendum,  may 
hand  themselves  a well  deserved  bow.  The  state  board  of 
higher  education  may  also  take  a slight  one  for  the  part  its 
assistant,  unwitting  or  otherwise,  played  in  the  scheme, 
while  the  medical  profession  of  the  state  may  take  one  in 
reverse  for  failing  to  look  a gift  horse  squarely  in  the 
mouth,  as  recommended  by  the  committee  of  its  House  of 
Delegates  last  September.  In  the  meantime  those  individual 
legislators  who  fell  for  the  play,  and  there  were  only  a few 
who  vaguely  sensed  it  might  be  a swiftie,  may  invite  their 
local  political  brethren  to  join  them  at  their  private  wailing 
walls  for  having  missed  one  of  the  best  political  opportuni- 
ties within  recent  memory ! 

The  case  of  the  practicing  medical  profession  against 
these  institutions  of  various  and  indefinite  names  is  too  well 
known  to  need  much  recapitulation  here,  since  the  pattern 
has  been  established  in  a number  of  instances  elsewhere  and 
there  has  proven  to  be  no  noteworthy  e.xception.  The  pro- 
jects are  invariably  conceived  to  benefit  those  who  have  or 
are  likely  to  have  a job  tenure  or  other  selfish  interest,  in- 
cluding prestige  or  aggrandizement,  in  the  institutions  if 
and  when  established.  The  question  of  actual  need  is  rarely 
surveyed  or  involved,  plays  a relatively  unimportant  role 
but  is  a fortunate  circumstance  if  it  happens  to  be  present 
coincidental  to  the  main  purpose.  The  absence  of  need  has 
proven  no  handicap. 

The  next  step  in  the  formation  is  to  seek  and  obtain,  if 
possible,  the  endorsement  or  active  backing  of  the  medical 
profession,  since  this  makes  public  presentation  easier.  At 
this  point  there  may  be  some  argument  of  need  advanced, 
but  the  institutions  have  usually  been  represented  as  a place 
where  doctors  of  the  state  may  send  their  indigent  or  their 
neuropsychiatric  cases,  to  be  relieved  of  them,  the  implica- 
tion being  obvious  that  with  these  bothersome  patients  out 
of  the  way  busy  doctors  will  have  more  time  for  pay  cases. 
To  make  endorsement  easier,  the  projects  have  usually  been 
labelled  “university  hospital,”  “health  center,”  “general  hos- 
pital” (as  in  Oregon)  or  some  other  ill-definable,  ambiguous 
term  which  offers  an  idea  behind  which  a doubting  or  di- 
vergent profession  might  be  rallied.  .\nd  somewhere  along 
the  line  the  worthy  purpose  of  “teaching”  medical  students 
or  nurses  is  added. 

Once  established,  these  institutions  have  an  invariable 
record  of  the  necessity  common  to  all  bureaucratic  institu- 
tions, of  adopting  a policy  of  expansion.  This  is  invariably 
accomplished  at  taxpayer  expense  and  to  the  detriment  of 
the  medical  profession,  so  that  sooner  than  later  they  become 


the  most  contentious  political  and  medical  headaches  any 
state  would  avoid.  There  have  been  no  exceptions. 

It  was  knowledge  of  such  conditions  which  led  the  med- 
ical school  committee  of  the  Washington  State  Medical  As- 
sociation, after  investigation,  to  recommend  against  the 
inclusion  of  any  such  institution  in  their  plans  for  establish- 
ing a medical  school  at  the  University  of  Washington.  In 
Oregon  opposition  to  the  proposed  “general  hospital”  pro- 
ject is  based  on  nonprofessional  grounds,  following  the  long 
established  policy  of  Oregon  doctors  to  weigh  legislative 
matters  by  the  yardstick  of  long  range  public  interest,  hav- 
ing learned  that  things  which  are  genuinely  in  the  public  in- 
terest, not  just  represented  as  such,  are  usually  not  harmful 
to  medical  practice  and  the  health  of  the  state. 

To  those  doctors,  who  have  analyzed  the  project  through 
all  its  implications,  there  is  grave  doubt  of  the  necessity 
for  an  institution  such  as  is  proposed,  but  there  is  no  doubt 
whatsoever  of  the  existence  of  another  medical  problem  of 
constant  and  widespread  extent,  about  which  nothing  is 
being  done  or  proposed.  To  doctors  who  come  into  contact 
with  this  problem  almost  daily  it  seems  utterly  ridiculous  to 
duplicate  existing  facilities  at  huge  taxpayer  expense,  while 
neglecting  or  totally  ignoring  a more  urgent  necessity,  to 
combat  which  appears  considerably  less  costly.  It  is  here 
the  politicos  may  be  overlooking  a wonderful  bet. 

To  date  the  Oregon  proposal  is  running  true  to  the  typical 
form,  and  from  all  indications  the  intent  is  to  have  it  con- 
tinue thus,  despite  the  highly  controversial  and  tax  burden- 
some history  wherever  the  ventures  have  been  tried.  As  sub- 
mitted by  the  legislature  to  the  voters,  there  is  called  for 
an  expenditure  of  $750,000  of  taxes  for  a “medical  school 
general  hospital,”  which  can  in  fact  be  anything  the  plan- 
ners choose  to  read  into  such  a definition.  That  is  not  the 
entire  story,  however.  In  the  long  range  budget  as  submitted 
to  the  legislature  through  the  state  board  of  higher  educa- 
tion, there  is  called  for  ajter  the  passing  of  some  years,  in 
the  1949-Sl  biennium  estimate,  another  $150,000  for  a 
“medical  school  general  hospital  addition.”  Thus  the  entire 
project  as  disclosed  to  date  comes  perilously  close  to  being 
a $1,000,000  venture,  aside  from  any  operation  and  main- 
tenance costs. 

When  submitted  to  the  Oregon  State  Medical  Society’s 
House  of  Delegates  last  September  for  the  approval  which 
makes  such  ventures  easier  to  put  across,  the  preconceived 
and  carefully  worded  prospectus  was  weighted  with  im- 
plications of  “mostly  charity,”  with  some  mention  of  “neu- 
ropsychiatric cases,”  as  usual  in  such  matters.  Strictly  as  a 
compromise  and  by  far  from  a unanimous  vote,  there 
emerged  from  the  meeting  approval  of  an  indigent  project, 
and  this  only  after  strong  representation  that  the  Governor 
demanded  some  sort  of  approval  at  that  time.  Warned  that 
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the  indigent  feature  would  not  “stay  put,”  it  is  interesting 
to  note  the  stress  is  now  on  the  indefinite  “general  hospital.” 
Unless  the  ten  mill  tax  levy  is  rejected  by  popular  vote, 
there  is  no  assurance  what  the  end  result  may  be  of  this 
partial  “approval”  extracted  under  considerable  pressure 
amid  much  controversy. 

Grave  doubts  have  been  expressed  in  many  informed 
medical  circles  that  there  is  any  actual  need  for  the  erection 
of  this  “general  hospital”  at  the  medical  school,  where  there 
already  is  a splendid  general  hospital  in  Multnomah  Hos- 
pital. 

The  argument  runs  that  this  is  a charity  or  indigent  hos- 
pital and  under  the  control  of  the  commissioners  of  Mult- 
nomah County,  hence  is  not  available  legally  for  the  ad- 
mission of  upstate  or  noncharity  patients,  and  there  is  no 
provision  for  care  of  neuropsychiatrics.  To  many  doctors 
familiar  with  the  situation  this  seems  poor  reasoning  under 
known  circumstances,  and  ev'en  poorer  justification  for  ex- 
pending a sum  approaching  $1,000,000,  when  a few  amend- 
ments to  existing  laws  would  take  the  restrictions  off  Mult- 
nomah County  commissioners,  and  protect  the  county 
against  unjust  financial  burden.  There  is  ample  precedent 
for  this  in  the  arrangement  existing  with  King  County’s 
Harborview  Hospital  in  Seattle  for  care  of  noncounty  pa- 
tients and  neuropsychiatrics. 

Other  arguments  that  the  Medical  School  needs  access  to 
out-of-county  or  upstate  and  noncharity  cases  for  teaching 
purposes  do  not  bear  too  close  scrutiny.  The  University  of 
Oregon  has  a class  “A”  rating  among  medical  schools,  has 
turned  out  a preponderance  of  fine,  successful  doctors. 
Neither  of  these  would  be  true,  if  the  existing  and  rated 
facilities  were  not  adequate.  One  wonders  if  what  is  needed 
is  not  more  intensive  or  effective  use  of  existing  hospitals 
rather  than  the  creation  of  questionable  additional  hospital 
facilities  at  huge  tax  cost.  The  expenditures  proposed  seem 
to  many  to  be  preponderantly  out  of  line,  considering  the 
very  few  instructive  cases  which  might  find  their  w'ay  to 
any  additional  general  hospital  from  upstate.  Quantity  and 
variety  of  instructive  cases  for  teaching  purposes  is  always 
the  reason  most  medical  schools  prefer  to  be  located  in  pop- 
ulous centers.  No  convincing  evidence  has  been  forthcoming 
that  Portland  or  Multnomah  County  have  let  the  medical 
school  down  in  this  respect  in  any  way  that  erection  of  the 
proposed  costly  hospital  could  remedy.  .Admittedly  it  would 
be  a nice  thing  to  have  another  or  several  new  hospitals 
connected  with  the  medical  school,  but  that  is  not  the  same 
as  justifiable  necessity. 

Unfortunately  another  feature  clouds  the  picture.  There 
are  many  physicians  throughout  the  state  who  profess  to 
see  in  the  present  medical  school  setup  a virtual  closed  shop 
conducted  for  the  benefit  of  a small  number  of  Portland 
doctors.  Knowing  the  history  of  similar  institutions  else- 
where, that  they  have  Invariably  become  hospitals  erected 
at  tax  expense  for  the  professional  and  financial  advantage 
of  those  few  who  are  selected  to  staff  them  while  little  or 
no  benefit  not  otherwise  available  is  conferred  on  patients 
or  public,  there  is  great  reluctance  on  the  part  of  these 
thoughtful  men  to  see  a notoriously  controversial  venture 
inflicted  upon  the  medical  profession  and  public  of  Oregon. 

The  device  of  burying  the  amount  sought  in  the  building 
budget  of  the  state  board  of  higher  education  is  under- 
standable, when  it  is  noted  the  request  for  funds  is  made 
with  a strong  returning  war  veterans  appeal  and  as  postwar 
projects  to  alleviate  unemployment,  objectives  which  seem 
to  have  obtained  the  backing  of  the  public  press.  The  fact 


remains,  however,  that  seeking  funds  for  any  hospital,  and 
particularly  the  indefinite  type  proposed,  goes  beyond  the 
confines  of  legitimate  education  and  spills  well  over  into  the 
actual  practice  of  medicine.  This  is  the  reason  for  the  critical 
concern  voiced  by  many  members  of  the  medical  profession 
who  doubt  very  seriously  that  the  state  board  of  higher 
education  was  completely  familiar  with  the  intricacies  and 
implications  of  the  problem  when  it  made  its  assist  play 
to  the  legislature. 

While  toying  with  the  idea  of  duplicating  existing  facilities 
or  engaging  in  an  expansion  program  of  questionable  merit 
insofar  as  a state  hospital  is  concerned,  which  might  benefit 
a relatively  few  but  experience  shows  do  a large  disservice 
to  the  many,  the  politicians  may  have  missed  a real  bet. 
Every  doctor  in  the  state  knows  there  is  a great  and  genuine 
need  for  facilities  to  care  for  those  persons  who  are  afflicted 
with  such  conditons  as  arthritis,  hypertension,  cancer  and 
other  chronic  conditions,  to  handle  which  no  proper  hos- 
pital facilities  exist,  present  plants  being  geared  to  have 
more  transient  conditions.  To  supply  this  need  would  be 
a real  service  to  the  people  of  Oregon,  and  one  from  which 
immeasurable  political  credit  could  accrue,  if  properly 
handled  by  those  concerned. 

To  render  this  much  needed  service  does  not  necessarily 
call  for  the  erection  of  any  great  new  hospital  facilities, 
connected  with  any  existing  institution  or  in  any  specific 
location.  There  is  much  to  be  gained  by  setting  up  the 
machinery  to  utilize  existing  local  facilities  instead,  perhaps 
with  slight  modifications  or  at  most  the  creation  of  modest 
plants  still  on  a local  or  district  basis.  It  is  this  basic  feature 
of  local  handling  which  should  provide  a workable  arrange- 
ment medically  and  prove  of  considerable  political  advant- 
age to  those  so  minded.  In  a program  of  this  kind,  aimed  at 
filling  a genuine  need,  the  medical  profession  will  be  found 
most  cooperative.  But  until  such  time  all  proposals  for 
medical  facilities  put  forward  under  the  guise  of  an  educa- 
tional need  should  encounter  a bright  red  light,  pending  a 
full  disclosure  of  all  facts  and  implications. 


RAW  MILK  DIPHTHERIA  EPIDEMIC 
SPOTLIGHTS  OREGON  MILK 
CONDITIONS 


REFERENDUM  INVOKED  TO  FOREST.ALL 
S.AFEGU.ARDS 

Despite  hope  and  representations  to  the  contrary,  result- 
ing from  acts  of  the  recent  legislature  to  improve  things, 
the  fact  remains  that  Oregon’s  raw  milk  situation  still  falls 
considerably  short  of  attaining  the  desired  goal  of  safe 
milk  and  dairy  products.  This  inescapable  conclusion  was 
lamentably  demonstrated  by  the  recent  diphtheria  epidemic 
at  Molalla. 

This  epidemic,  the  first  of  several  anticipated  outbreaks, 
occurred  under  the  present  standards  of  milk  production 
and  distribution  as  supervised  by  the  Department  of  .Agri- 
culture. The  recently  adopted  legislation,  effective  on  June 
16  unless  suspended  by  referendum,  would  not  ha%'e  pre- 
vented the  outbreak,  but  the  legislation  asked  for  by  far- 
sighted dairy  interests  would  have.  Members  of  the  medical 
profession  can  restrain  their  impulse  to  say  “we  told  you 
so”  in  the  hope  that  this  sad  experience  will  have  a con- 
structive educational  effect.  The  epidemic  was  entirely  need- 
less in  the  light  of  modern  achievements  and  safeguards. 
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hence  the  conditions  which  permit  such  an  outbreak  should 
be  clearly  known  to  both  doctors  and  the  public. 

The  epidemiologic  evidence  gathered  indicates  the  Molalla 
epidemic  was  of  human  origin  but  milk  spread.  The  offend- 
ing dairy  supplied  about  28  per  cent  of  the  Molalla  resi- 
dents, and  about  90  per  cent  of  the  primary  cases  devel- 
oped among  its  customers.  Two  disease  carriers  and  one 
suspected  carrier  were  connected  with  the  dairy.  General 
sanitary  conditions  of  the  dairy  premises  were  considered 
satisfactory,  but  the  milk  was  not  pasteurized  after  pro- 
duction. This  heat  treatment  of  the  raw  milk  would  have 
prevented  the  outbreak.  Likewise,  the  outbreak  might  have 
been  avoided,  had  the  community  taken  advantage  of  the 
established  immunization  procedures  long  available  against 
diphtheria,  regardless  of  the  condition  of  the  milk. 

The  mutual  recriminations  anticipated  by  old-timers  fail- 
ed to  develop  between  the  State  Board  of  Health  and  the 
Department  of  .Agriculture.  In  fact,  the  cooperation  be- 
tween the  two  state  agencies  was  excellent.  Nevertheless, 
the  opinion  is  held  by  many  physicians  that,  aside  from 
the  excellent  personal  relations  between  Dr.  Harold  M. 
Erickson,  state  health  officer,  and  Mr.  E.  L.  Peterson,  direc- 
tor of  agriculture,  there  was  something  of  the  virtue  of 
necessity  involved  in  that  the  agriculture  department  was 
more  than  pleased  to  have  the  health  board  step  into  the 
picture,  despite  the  fact  full  responsibiity  for  clean  milk  is 
reserved  to  the  department  of  agriculture  at  its  own  con- 
tinued insistence.  Compared  with  the  very  zealous  efforts 
exerted  during  the  recent  legislative  session  to  guard  against 
any  modification  of  this  reservation,  the  milk  interests  were 
strangely  silent  during  the  epidemic. 

In  many  respects  the  outbreak  serves  to  highlight  the 
essential  differences  between  those  whose  primary  concern 
is  the  good  health  of  the  citizens  of  the  state,  and  the  com- 
mercial interests  of  the  department  of  agriculture.  As  the 
code  stands  today,  the  State  Board  of  Health  may  not  try 
to  prevent  any  disease  outbreak  involving  agricultural  inter- 
ests without  first  seeking  and  receiving  express  permission  of 
the  Department  of  Agriculture,  which  insists  it  shall  be  that 
way.  The  public  health  authorities  may  legally  act  only 
after  an  epidemic  has  been  established  insofar  as  agricultural 
products  are  concerned. 

All  efforts  to  modify  this  condition  at  the  recent  legisla- 
ture were  most  vigorously  and  successfully  resisted  by  agri- 
cultural interests,  which  circumstance  is  felt  by  many  phy- 
sicians to  support  the  opinion  that  these  interests  are  in- 
clined to  weigh  all  matters  in  the  balance  of  their  own 
political  and  commercial  advantage. 

The  impression  has  been  permitted  to  spread  widely  that 
all  phases  of  health  matters  in  the  state  are  the  entire  re- 
sponsibility of  the  state  health  officials.  The  fact  remains 
this  is  not  so,  although  the  prevalence  of  this  false  impres- 
sion is  thought  to  be  of  considerable  political  advantage  to 
agricultural  interests  when  the  going  gets  rough.  The  pro- 
duction, processing  and  distribution  of  agricultural  products 
are  the  responsibility  of  the  agricultural  people  and  appar- 
ently no  interference  whatsoever  from  state  or  other  health 
officials  is  to  be  tolerated,  regardless. 

Much  has  been  made  of  the  willingness  of  the  department 
of  agriculture  to  transfer  to  the  health  board  the  inspec- 
tions of  restaurants  and  similar  establishments  dispensing 
agriculture  products.  Insiders  claim  this  transfer  was  in- 
duced primarily  by  the  desire  of  the  agriculturists  to  drop 
a service  capable  of  developing  political  repercussions. 


Critical  doctors  do  not  question  the  sincerity  of  the  direc- 
tor of  agriculture  in  the  least.  They  do,  however,  gravely 
doubt  the  inclination  and  ability  of  some  of  the  agricultural 
interests  dealing  with  raw  milk  to  “stay  out”  behind  their 
director.  Specifically  they  cite  recent  newspaper  articles  ap- 
pearing within  a day  of  each  other.  In  one  appeared  a guest 
editorial  by  Mr.  Peterson,  commending  the  new  safeguards 
for  raw  milk  passed  by  the  recent  legislature.  In  the  other 
appeared  the  announcement  that  the  Oregon  Milk  Pro- 
ducers-Distributors,  handlers  of  raw  milk,  will  file  referen- 
dum petitions  against  three  acts  of  the  legislature  in  the 
expectation  that  the  legal  safeguards  mentioned  in  Mr.  Pet- 
erson’s editorial  may  yet  be  defeated. 

Physicians  of  Oregon  are  not  concerned  with  any  politi- 
cal differences  existing  between  the  state  board  of  health 
and  the  department  of  agriculture.  Their  interest  and  sole 
insistence  is  that  the  health  of  their  patients  be  safeguarded 
by  the  production  and  distribution  of  agricultural  products, 
chiefly  milk,  which  are  both  clean  and  safe,  the  two  not 
being  synonymous.  To  this  end  only  have  they  favored 
modification  of  any  legal  restrictions  which  serve  to  ham- 
string the  legitimate  activities  of  the  state  board  of  health. 

.Amid  these  uncertainties  there  is  only  one  safe  course 
Oregon  physicians  may  follow  as  advisers  in  heath  matters. 
The  impression  must  not  be  permitted  to  prevail  that  acts 
of  the  recent  legislature  have  corrected  the  existing  dangers 
in  the  milk  situation,  that  milk  and  dairy  products  are, 
therefore,  now  safe.  Admittedly  the  acts  were  sound  and 
constructive,  as  far  as  they  went,  but  clean  dairy  products 
are  still  not  necessarily  safe  products.  As  circumstances 
stand  and  mindful  that  some  prominent  dairy  products  are 
not  included  in  the  attempted  remedial  legislation,  the  sad 
fact  remains  that  there  is  absolutely  no  assurance  dairy 
products  can  be  made  safe  in  the  absence  of  adequate  and 
widespread  pasteurization. 

Until  circumstances  are  changed  and  until  adequate  as- 
surances can  be  given,  the  profession  must  in  all  fairness 
issue  grave  warnings  against  the  use  of  unpasteurized  dairy 
products. 


HOUSE  OF  DELEGATES  EXTENDS  “PRI- 
VATE PATIENT  POLICY”  TO  INDUS- 
TRIAL AND  RAILROAD  CONTRACTS 


Recognizing  the  importance  of  doing  something  definite 
about  the  long  standing  exploitation  and  other  abuses  thrust 
upon  the  medical  profession  by  industrial  and  the  railroad 
type  of  contracts,  the  spring  meeting  of  the  House  of  Dele- 
gates took  significant  action  to  correct  these  unfair  imposi- 
tions upon  patients  and  doctors  by  voting  to  extend  its 
policy  of  “private  patient  status”  to  all  patients  heretofore 
coming  under  those  contracts. 

Three  significant  points  in  taking  this  action  should  be 
stressed.  The  sentiment  and  insistence  for  adoption  of  this 
policy  was  led  by  doctors  who  hold  or  recently  held  con- 
tracts with  some  railroad.  The  vote  by  which  the  policy  was 
extended  was  unanimous.  The  policy  is  effective  immedi- 
ately. 

There  is  nothing  new  in  this  policy.  It  has  long  been 
established  and  operative  in  dealing  with  those  who  have 
some  sort  of  contract  with  commercial  hospital  associations. 
That  its  extension  to  exploiting  industrial  and  railroad  con- 
tracts should  have  been  so  long  delayed  is  the  only  thing 
to  occasion  surprise. 
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Under  the  new  arrangement  all  former  railroad  and  in- 
dustrial contract  patients  have  the  right  to  make  a free 
choice  of  a physician  and  surgeon.  While  some  will  no 
doubt  continue  to  consult  the  previously  known  “company” 
doctor,  it  is  believed  the  majority  will  prefer  to  consult 
their  own  private  or  family  physician.  All  physicians  are 
expected  to  see  these  patients  (there  is  no  question  of  any 
sit-down  strike)  but  they  will  see  them  strictly  as  private 
patients  and  must  look  to  the  individual  patient  for  pay- 
ment of  their  fees.  These  may  be  the  physician’s  private  fee, 
but  the  suggestion  was  made  that  for  uniformity  an  effort 
be  made  to  follow  the  Oregon  Physicians  Service  or  State 
Industrial  .Accident  Commission  fee  schedule.  This  is  not 
required.  The  important  thing  is  that  each  physician  may 
place  the  value  upon  his  services  without  third  party  domi- 
nance or  interference  in  the  doctor-patient  relationship.  A 
receipt  should  be  furnished  each  patient  at  the  time  of  each 
visit,  as  it  is  understood  the  companies  concerned  will  prob- 
ably establish  a program  of  reimbursement  to  the  affected 
employees. 

To  judge  from  the  sentiment  of  the  Delegates’  meeting, 
there  should  be  no  occasion  for  doctors  to  fail  to  follow  this 
policy  in  their  own  professional  and  financial  interest.  If 
there  are  any  such  instances  other  remedies  may  be  applied. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDIC.AL  SOCIETY 
The  first  meeting  of  Central  Willamette  Medical  Society 
since  October  23,  1943,  was  held  at  the  Sacred  Heart  Hos- 
pital in  Eugene  March  19.  .At  that  time  it  was  decided  to 
hold  three  or  four  meetings  during  1945.  It  was  voted  that 
payment  of  five  dollars  annual  dues  will  be  resumed. 

Our  next  regular  meeting  will  be  held  at  the  Benton 
Hotel  in  Corvallis  at  6:30  p.m.  May  3,  at  which  time  we 
will  have  as  our  guests  officers  from  the  U.  S.  Naval 
Hospital,  Corvallis. 


OBITUARIES 


Dr.  Charles  J.  Smith,  81,  a past-president  of  the  Ore- 
gon State  Medical  Society,  and  prominent  Oregon  physician, 
died  in  Portland  April  19  after  long  cardiac  illness.  He  was 
born  at  Columbus,  Ohio,  in  1864.  He  was  a graduate  of 
the  University  of  Ohio,  and  obtained  his  medical  degree 
from  Bellevue  Hospital  Medical  School,  New  York,  in 
1888.  He  practiced  in  Walla  Walla  and  Pendleton.  He  was 
mayor  of  Pendleton  1897-1898  and  was  state  senator  from 
Umatilla  County  1902-1910.  He  was  a member  of  the 
Pendleton  School  Board  for  eighteen  years,  a member  of 
the  Industrial  Welfare  Commission  and  chairman  of  the 
Board  of  Curricula  1912-1930.  He  was  one  of  the  organizers 
and  former  head  of  the  State  Board  of  Health. 

Dr.  Edwin  Ross,  80,  old-time  St.  Helens  physician  and 
member  of  Columbia  county  medical  society,  died  recently 
in  St.  Helens.  He  was  a graduate  of  Beloit  college  and  took 
his  medical  work  at  the  University  of  Oregon.  He  was  not 
active  in  practice  in  recent  years. 

Dr.  .a.  F.  E.  Schierbaum,  72,  long-time  Mount  .Angel 
physician,  died  following  an  illness  of  some  months.  Dr. 
Schierbaum  was  in  practice  in  New  York,  Illinois,  North 
Dakota  and  Oregon  for  almost  fifty  years,  and  had  been 
active  in  Mount  Angel  professional  and  civic  affairs  since 
1926. 

Dr.  Ethel  N.  Hansen,  Portland  physician,  died  in  .April 
following  a heart  ailment  which  caused  her  retirement  from 
practice  a year  ago.  She  was  born  in  Nebraska  and  came  to 
Oregon  in  1892.  She  was  a graduate  of  Willamette  Univer- 
sity and  the  University  of  Oregon  Medical  School. 

Dr.  Marcus  Thrane,  70,  Hood  River’s  oldest  practicing 
doctor,  died  suddenly  in  his  office  last  month.  He  was  a 
native  of  Minnesoota  and  came  to  Hood  River  35  years 
ago,  was  in  continuous  practice  until  his  death. 


CHEERFUL  WOUNDED  MEN 
Our  wounded  service  men  are  being  so  successfully  recon- 
ditioned under  the  Surgeon  General’s  plan  that  lay  observ- 
ers on  a recent  tour  of  Army  hospitals  in  the  South  were 
awed  by  the  results,  reports  Meyer  Berger  of  the  New 
York  Times.  “They  saw  wounded  who  can,  and  do,  laugh, 
horse  around,  play,  keep  dates  and  look  to  the  future  with 
a lively  interest  despite  amputations,  nerve  injuries  and 
other  combat  mutilations.  Where  they  had  expected  gloom, 
despair  and  melancholy,  they  encountered  grins,  smiles  and 
joy  in  living.  There  was  some  bitterness,  but  this  was  rare.” 
Marvels  of  medicine  and  surgery  were  revealed,  tremen- 
dous advances  over  the  work  done  for  the  wounded  in 
World  War  I.  “The  plan  is  based  on  the  theory  that  the 
wounded  are  not  sickly  men,  doomed  to  bedsores  and  to 
isolation  from  the  outside  world,  but  normal  persons  who 
can  be  restored  to  civil  life,  or  to  duty,  faster  and  in 
better  shape  if  they  exercise  their  minds  and  bodies  in  the 
hospital.  The  plan  has  worked  miracles.” 

Functional  replacements  are  provided  for  almost  every 
part  of  the  body  except  the  heart  and  brain.  They  com- 
prise artificial  arms,  legs,  shoulders,  plastic  eyes,  skull  re- 
placements, restored  faces,  ears,  noses,  jaws,  even  a me- 
chanical voice  box  for  a soldier  who  had  lost  his  larynx. 

The  Medical  Corps,  it  is  stated,  is  sending  the  wounded 
back  in  better  shape  than  wounded  have  ever  returned 
from  any  previous  war.  Planes  get  them  from  India  to  the 
general  hospitals  within  five  days,  from  Iceland  in  24  hours, 
and  within  three  days,  in  some  cases,  they  are  on  recon- 
ditioning schedule  if  their  wounds  permit. 


DEL.AYED  GENER.ATION 

A “delayed  generation”  is  proposed  by  Dr.  Sidonia  Furst, 
a New  York  physician  and  a member  of  the  European 
Postwar  Women’s  Council,  for  countries  especially  disrupted 
by  the  war  until  their  adults  achieve  economic,  physical  and 
psychological  recovery  and  can  have  healthy  children.  She 
suggests  that  an  international  department  of  population 
be  attached  to  the  United  Nations  to  plan  for  worldwide 
reconstruction  of  family  life.  It  would  adopt  a positive 
attitude  toward  planned  parenthood,  arrange  for  research 
in  sterility  and  fertility,  and  establish  schools  for  sex  edu- 
cation and  marriage. 

To  her  proposals  the  New  A’ork  World-Telegram  replies 
“that  about  the  last  thing  government  should  undertake, 
either  now  or  after  the  war,  is  any  wholesale,  dictatorial, 
doctrinaire  meddling  with  the  birth  rate.” 


CONTROL  OF  RABIES  IN  DOGS 
Rabies  in  dogs  can  be  controlled  by  quarantine  and  by 
immunization  against  the  disease  through  a single  injection 
of  the  vaccine.  The  Journal  of  the  American  Medical  .4550- 
ciation  for  April  28  reports.  The  Journal  says  that  experi- 
ments now  have  established  that  the  single  injection  of  an 
antirabic  vaccine  produces  a high  degree  of  immunity  in 
the  dog. 

“.An  effective  program  to  control  canine  rabies,”  The 
Journal  states,  “must  include  quarantine  to  prevent  the 
spread  of  the  virus  by  stray  dogs  and  dog  traffic.  There 
seems  to  be  no  question  that  canine  rabies  can  be  con- 
trolled by  means  of  quarantine  and  vaccination.  . . .” 
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WASHINGTON  STATE 
MEDICAL  ASSOCIATION 


FIFTY-SIXTH  ANNUAL  MEETING 
SPOKANE,  1945 


PRELIMINARIES  FOR  MEDICAL  AND 
DENTAL  SCHOOLS 

Dr.  L.  P.  Sieg,  President  of  University  of  Washington, 
assured  the  medical  and  dental  professions  recently  that 
“Class  A”  Medical  and  Dental  Schools  are  uppermost  in 
the  minds  of  University  authorities  in  their  search  for 
Deans  of  these  schools.  Governor  Mon  C.  Wallgren  has 
signed  a legislative  measure  creating  such  schools,  appro- 
priating a total  of  $4,200,000  for  administrative  expenses, 
and  construction  of  buildings  and  a hospital. 

President  Sieg  said  representatives  of  both  the  University 
and  its  Board  of  Regents  would  go  East  in  the  near  future 
in  search  of  deans  for  the  respective  schools,  and  upon  the 
selection  of  men  to  fill  those  important  positions  an  archi- 
tect would  be  engaged  to  work  on  plans  for  the  buildings. 
These  dean  positions  should  attract  men  of  vision.  President 
Sieg  told  members  of  the  Medical-Dental  School  Commit- 
tee. “These  schools  are  the  greatest  opportunities  today  in 
medicine.  There  is  a challenge  to  start  the  kind  of  schools 
that  are  wanted,  and  to  develop  them.” 

Dr.  Sieg  and  representatives  from  the  Board  of  Regents 
called  upon  the  Medical-Dental  School  Committee  to  gather 
information  with  regard  to  personnel  for  the  schools,  and 
was  given  a list  of  names  which  were  suggested  to  the  pro- 
fessions as  possible  candidates  for  the  positions.  The  Uni- 
versity President  told  the  committee  conditions  were  such 
that,  in  his  opinion,  the  earliest  the  two  schools  could  be 
made  ready  for  operation  was  the  fall  term  of  1946.  “We 
must  take  our  time,”  he  continued.  “We  just  cannot  wave 
a wand  and  have  the  schools.  We  could  run  a make-shift 
school  the  first  year  on  what  we  have  at  the  University, 
but  we  do  not  want  to  do  that.” 

High  interest  in  both  the  medical  and  dental  professions 
was  centered  not  only  in  the  selection  of  deans,  but  also  in 
the  possible  appointment  by  the  Governor  of  a member 
of  the  medical  profession  to  the  Board  of  Regents.  Reliable 
information  is  that  a representative  of  labor  will  be  named 
to  the  Board  in  the  near  future.  If  such  proves  to  be  the 
case,  it  is  possible  a physician  will  not  be  named  until 
next  year,  when  another  vacancy  is  expected. 


NATIONAL  PHYSICIANS  COMMITTEE 


The  Board  of  Trustees  of  the  Washington  State  Medical 
•Association  passed  a resolution  at  its  regular  meeting  in 
Seattle  on  Aripl  IS,  forming  the  Washinton  Physicians 
Committee  of  the  National  Physicians  Committee  for  the 
Extension  of  Medical  Service. 

The  same  resolution  authorized  the  President  of  the  State 
.Association  to  name  three  physicians  as  members  of  the 
Washington  Committee.  Raymond  L.  Zech  requested  the 
following  to  serve:  Ross  D.  Wright  of  Tacoma,  Chairman; 
John  Lyman  of  Walla  Walla,  Treasurer;  Warren  B.  Penney 
of  Tacoma,  Secretary. 

Purposes  of  the  National  Committe  are: 


1.  In  the  public  interest  to  preserve  in  the  United  States 
our  system  of  private  medical  practice. 

2.  Familiarize  the  public  with  the  facts  in  connection 
with  the  values,  methods  and  achievements  of  .American 
Medicine. 

3.  To  aid  in  development  of  plans  and  to  encourage 
utilization  of  facilities  that  will  result  in  the  most  wide- 
spread distribution  of  the  most  effective  medical  care  and 
surgery. 

The  Washington  Committee,  immediately  after  its  ap- 
pointment, met  with  Mr.  Edward  F.  Stegen,  .Associate 
Administrator  of  the  National  Committee,  and  formulated 
plans  for  state-wide  activities.  Washington  doctors  will  hear 
of  these  plans  in  the  near  future. 

Resolutions  authorizing  organization  of  the  Washington 
Committee  and  reaffirming  the  Board  of  Trustees’  approval 
of  the  National  Committee’s  activities  are  as  follows: 

Resolution  presented  by  Homer  D.  Dudley  and  approved: 

Whereas:  The  members  of  this  Board  as  well  as  physi- 
cians throughout  the  State  of  Washington  have  recognized 
and  supported  the  effective  work  which  the  National  Phy- 
sicians Committee  for  the  Extension  of  Medical  Service 
has  done  during  the  five  years  of  its  existence;  and 

Whereas:  The  need  for  expansion  of  the  public  relations 
and  educational  program  of  the  National  Physicians  Com- 
mittee is  clearly  evident ; therefore,  be  it 

Resolved:  That  the  Board  of  Trustees  of  the  Washing- 
ton State  Medical  .Association  reaffirm  its  approval  of  the 
activities  of  the  National  Physicians  Committee  and  recom- 
mend to  its  constituent  societies  and  all  individual  physi- 
cians of  Washington  that  they  give  adequate  moral  and 
financial  support  to  the  National  Physicians  Committee. 

Resolution  presented  by  Herbert  E.  Coe  and  approved: 

Resolved:  That  the  Boards  of  Trustees  and  the  Presi- 
dents of  County  Societies  form  the  Washington  Physicians 
Committee  of  the  National  Physicians  Committee  for  the 
Extension  of  Medical  Service  with  authority  invested  in 
President  Zech  to  name  the  Committee  Chairman,  Secretary 
and  Treasurer. 


MEDICAL  SERVICE  BUREAU  PLAN 
FOR  LABOR  UNIONS 


King  County  Commissioners  have  viewed  in  a favorable 
light  a recent  proposal  by  Ward  Coley,  business  agent  of 
the  Building  Service  Employes’  union.  Local  No.  6,  under 
which  all  county  employes  would  be  provided  with  medical 
and  hospital  care,  and  their  families  would  receive  hospital 
care  under  the  King  County  Medical  Service  Bureau’s  new 
extended  program.  The  monthly  cost  to  the  county  was 
approximated  at  $4.55  for  each  wage  earner. 

Mr.  Coley  said,  in  presenting  the  proposition,  that  if  it 
is  accepted,  it  would  “be  setting  the  pace  that  eventually 
would  be  followed  by  every  right-thinking  employer  in  the 
city  of  Seattle.”  J.  Harold  Sparkman,  chairman  of  the 
commissioners,  and  Commissioners  .Archie  Phelps  and  Jo- 
seph Whetstone  were  quoted  by  the  press  as  being  favor- 
able to  the  new  coverage  plan. 

Dave  Beck,  president  of  the  Joint  Council  of  Teamsters, 
No.  28,  issued  a statement  strongly  endorsing  the  plan 
which  would  cover  about  1,250  men  and  women.  “In  my 
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opinion,”  said  Mr.  Beck,  “this  is  a step  in  the  right  direc- 
tion. I am  in  favor  of  employers,  both  public  and  private, 
undertaking  this  kind  of  coverage  for  their  p>eople.  Unions 
in  general  are  whole-heartedly  for  this  idea.  In  these  times, 
it  is  wise  for  Union  groups  to  contract  with  their  em- 
ployers, wherever  possible,  for  this  medical  and  hospital 
service.  The  plan  offered  by  the  King  County  Medical  Bu- 
reau is  an  excellent  one.”  A labor  source  said  several  Team- 
ster locals  are  now  negotiating  for  coverage  under  the 
Service  Bureau. 


STATE  DEPARTMENT  OF  HEALTH 


R.APID  TRE.ATMENT  FOR  VENERE.\L  DISE.\SE 

Dr.  .Arthur  L.  Ringle,  State  Health  Director,  announces 
that  the  Washington  State  Health  Department  has  trans- 
ferred its  rapid  treatment  center  for  women  venereal  disease 
patients  from  Grand  Mound  to  the  Florence  Crittenton 
Home,  where  it  has  been  combined  with  the  Seattle  Rapid 
Treatment  Center  to  be  operated  under  State  supervision. 
Dr.  John  D.  Fouts,  who  has  been  director  of  the  rapid 
treatment  center  at  Grand  Mound,  will  be  in  charge  of 
the  Washington  Infirmary  in  Seattle. 

Women  with  gonorrhea  and  syphilis  will  continue  to  be 
accepted  for  intensive  therapy.  Gonorrheal  cases,  receiving 
penicillin,  will  be  hospitalized  a minimum  of  twenty-four 
hours  and  a maximum  of  five  days,  while  syphilitic  cases 
will  be  hospitalized  for  ten  days,  using  a combination  of 
penicillin,  mapharsen  and  bismuth  in  treatment. 

The  use  of  the  rapid  treatment  center  has  been  an  answer 
to  one  of  the  biggest  obstacles  in  the  treatment  of  venereal 
disease,  namely,  holding  patients  until  completion  of  treat- 
ment. Experience  has  shown  that  treatment  is  completed 
for  95  per  cent  of  venereal  disease  cases,  if  Washington 
Infirmary  facilities  are  utilized.  This  figure  is  in  contrast 
to  30  per  cent  of  the  cases  completing  treatment  when  other 
clinic  facilities  are  used,  despite  all  efforts  and  time  ex- 
pended to  hold  patients  until  treatment  is  completed.  Many 
workers  in  the  venereal  disease  field  feel  that,  if  every  acute 
case  of  syphilis  was  placed  in  a rapid  treatment  center  for 
a ten  day  fjeriod,  the  disease  could  be  wiped  out  in  less 
than  five  x’ears. 

“We  are  encouraged  by  the  fact  that,  although  gonor- 
rheal rates  have  consistently  increased,  the  syphilitic  rate 
was  reduced  by  20  per  cent  throughout  the  nation  last 
year,”  as  pointed  out  by  Dr.  W.  R.  Giedt,  State  Health 
Department  Epidemiologist  in  charge  of  the  venereal  dis- 
ease control  program.  “It  may  be  that  the  greater  wide- 
spread use  of  penicillin  will  effectively  diminish  the  rates 
for  gonorrhea  too.” 

The  Washington  Infirmary  now  operated  in  Seattle  is  a 
part  of  the  Venereal  Disease  Control  Program  of  the  Wash- 
ington State  Department  of  Health,  with  most  patients 
coming  to  the  center  voluntarily.  .A  few  are  (quarantined 
to  the  center.  Physicians  desiring  to  have  patients  admitted 
to  treatment  should  apply  to  their  local  Health  Officer  for 
application  forms.  .A  pick-up  bus  service  will  continue  to 
assist  in  furnishing  transportation  for  out-of-town  patients. 


LIST  OF  OFFICERS  REQUESTED 

To  THE  Secretaries  of  all  County  Medical  Societies: 
.A  current  list  of  the  state  officers  of  the  various  county 
societies  is  needed  for  the  files  of  the  state  office  and  to 
bring  to  date  the  list  appearing  in  Northwest  Medicine. 
Will  you  please  cooperate  by  supplying  the  information  re- 
quested below  as  soon  as  possible. 

Name  of  Society 

President,  ; Address  

Secretary,  ; .Address  

Date  of  Election, : For  the  year 

M.  R.  Gregg, 

Assistant  Executive  Secretary, 
218  Cobb  Bldg.,  Seattle. 


MEDICAL  NOTES 


Two  New  Hospitals  Anticipated.  The  SO-bed  hospital 
at  Kennewick,  to  be  built  at  the  cost  of  $350,000,  will  be 
erected  in  the  immediate  future.  It  will  be  built  chiefly  by 
funds  from  the  Federal  Works  Agency.  The  Kennewick 
Hospital  Association  will  provide  $35,000  as  its  portion  for 
construction.  It  is  anticipated  that  about  eight  months  will 
be  required  to  complete  the  hospital.  Also,  plans  are  well 
under  way  for  construction  of  the  Sunnyside  hospital  under 
direction  of  the  Valley  Memorial  Hospital  Association.  Its 
anticipated  cost  is  $80,000. 

Renton  Hospital  Opened.  The  new  100-bed  hospital 
at  Renton  was  opened  last  month  for  the  reception  of 
patients.  It  was  constructed  by  a grant  from  Federal  Works 
Agency,  with  a recent  additional  grant  of  $47,000  for  a 
limited  maintenance  and  operation.  Mrs.  Charlottee  Dowler 
has  been  appointed  superintendent.  .Accommodations  for 
the  nurses  are  included  in  the  hospital  building. 

Free  Maternity  Home  for  Unmarried.  Plans  for  a 
free  maternity  home  for  unmarried  mothers  have  been 
completed  by  a committee  of  the  Council  of  Social  .Agen- 
cies in  Seattle.  It  is  stated  that  practically  none  of  the  250 
unmarried  mothers  during  1944  had  the  aid  of  a qualified 
agency.  This  project  is  to  remove  the  pressure  of  financial 
worry  and  hasty  adoptions  resulting  from  former  situations. 
It  is  stated  that  already  four  agencies  in  Seattle  give  assist- 
ance to  unmarried  mothers. 

Enlargement  of  Veteran  Hospital.  The  A'eterans  hos- 
pital at  .American  Lake,  near  Tacoma,  will  be  enlarged  by- 
construction  of  three  permanent  buildings  with  additions  to 
two  others.  The  estimated  cost  will  be  about  two  million 
dollars.  The  three  new  buildings  will  include  one  of  four 
stories  in  height,  another  of  two  stories  and  full  basement, 
and  a w-omen  patients’  building  of  two  stories  and  full 
basement.  There  will  also  be  included  construction  of 
roads,  walks,  grading,  etc.,  together  with  other  plans  for 
beautifying  the  institution. 

Blood  Bank  Building  to  be  Constructed.  Plans  will 
soon  be  completed  for  construction  of  the  $100,000  one- 
story  reinforced  concrete  building  at  Terry  .Avenue  and 
Madison  Street,  Seattle,  to  house  the  central  blood  bank. 
It  will  be  financed  by  contributions  which  already  total 
$150,000  to  cover  construction,  equipment,  and  mainten- 
ance for  a limited  period.  The  blood  bank  was  established 
a year  ago  by  contributions  from  twenty  business  men 
under  the  inspiration  of  Mr.  Emil  G.  Sick.  The  land  for 
the  blood  bank  was  donated  by  Dr.  S.  Maimon  Samuels. 
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Hospital  Receipts  from  Endowments.  Twenty  years 
ago  a campaign  was  conducted  in  Seattle  for  twenty-year 
insurance  endowments,  of  which  the  Children’s  Orthopedic 
Hospital  was  to  be  the  beneficiary.  A large  sum  of  insur- 
ance was  written  for  that  purpose,  of  which  some  policies 
naturally  failed  to  be  carried  to  completion  but  a sufficient 
number  were  continued  so  that  the  hospital  will  soon  be- 
come the  beneficiary  of  $360,000.  This  sum  will  be  added 
to  the  endowment  fund  which  has  accumulated  for  several 
years.  It  is  stated  that  the  beneficial  results  of  this  enter- 
prise were  due  to  the  self-sacrificing  efforts  of  a group  of 
hospital  enthusiasts  who  are  now  witnessing  the  fruition 
of  their  labors. 

McKay  Hospital  Expanded.  In  accordance  with  a bill 
passed  by  the  recent  legislature,  McKay  Hospital,  at  Soap 
Lake,  which  was  built  by  the  state  for  the  treatment  of 
patients  afflicted  with  Buerger’s  disease,  will  hereafter  be 
open  not  only  to  these  patients  but  also  to  veterans  and  the 
general  public.  While  the  hospital  hitherto  has  been  ope- 
rated at  a loss,  it  is  anticipated  that  this  expansion  will 
institute  a new  era  of  hospital  usefulness. 

Sanatoria  to  be  Combined.  In  accordance  with  condi- 
tions in  the  statewide  tuberculosis  hospitalization  act  passed 
by  the  recent  legislature,  it  is  expected  that  King  County 
Morningside  tuberculosis  hospital  and  Firland  Sanatorium 
will  be  combined  before  the  end  of  the  year.  Combination 
of  the  two  institutions  will  make  a 300-bed  sanatorium 
which  will  meet  the  requirements  for  the  appointment  of 
a nonsalaried  board  of  managers  to  operate  the  institution. 

County  Hospital  to  be  Expanded.  Plans  are  being  per- 
fected for  reconstruction  and  enlargement  of  Pierce  County 
Hospital.  The  old  hospital  building  in  the  rear  of  the  main 
structure  will  be  eliminated  and  a new  wing  will  be  con- 
structed. 

Newly  .\ppointed  Commanding  Officer.  Lieut.  Col. 
C.  T.  Buckner  of  Seattle  has  been  appointed  commanding 
officer  of  the  SOth  General  Hospital  stationed  in  France. 
The  hospital  is  composed  largely  of  Seattle  doctors.  After 
suitable  training  at  Camp  Carson,  Colo.,  it  was  stationed 
in  England  until  permanently  located  in  France.  Originally 
being  a 1000-bed  unit,  it  has  been  enlarged  to  ISOO  beds. 
Dr.  Buckner  is  serving  for  the  third  time.  During  the  first 
World  War,  he  served  for  a time  with  the  French  and  later 
returned  to  this  country  and  entered  the  United  States 
•Army  and  was  again  stationed  in  France. 

Recent  Medical  Legislation.  Mr.  Ralph  W.  Neill,  Ex- 
ecutive Secretary  of  the  Washington  State  Medical  Associa- 
tion, has  many  interesting  and  pertinent  comments  on  past 
and  imp>ending  legislation.  He  would  be  pleased  to  talk  to 
your  membership  if  you  so  desire. 

Committees  Reviewed.  Many  of  the  standing  commit- 
tees of  the  State  Association  are  again  becoming  active. 
These  include  the  Neoplastic,  Graduate  Medical  Education, 
Maternal  and  Child  Welfare  and  Mental  Hygiene  Com- 
mittees among  others. 

New  County  Health  Officer.  R.  H.  Welding  of  Ellens- 
burg  has  resigned  as  Kittitas  County  health  officer.  L.  H. 
Walker,  Ellensburg  city  health  officer,  has  also  been  ap- 
pointed to  the  county  position.  Dr.  Welding  has  applied 
for  commission  in  the  Naval  medical  corps. 

New  County  Health  Department  Established.  It  has 
been  announced  that  the  Benton-Franklin  County  Health 


Department  will  be  severed  from  its  connection  with  the 
Walla  Walla  County  office.  D.  C.  Tudor  has  been  ap- 
pointed health  officer  of  the  new  independent  department. 

H.  H.  Skinner  of  Yakima  has  contributed  a great  deal  of 
time  and  effort  to  the  E.  M.  I.  C.  problem.  Last  summer  at 
his  own  expense  he  chartered  a plane  and  made  a circuit 
trip  East,  combining  his  vacation  with  work  in  the  interest 
of  the  Association.  One  of  the  latest  bulletins  of  the  .\M.A 
mentioned  Dr.  Skinner’s  unselfish  work.  He  is  to  be  con- 
gratulated. 

Charles  L.  Boone,  formerly  of  Chicago,  recently  dis- 
charged from  the  United  States  -4rmy  has  located  in 
Kirkland  as  a member  of  the  Sherwood  Clinic. 

Hollis  R.  Smith,  recently  of  the  State  Board  of  Health, 
has  been  appointed  Superintendent  of  Pierce  County  Moun- 
tain View  Sanatorium. 


OBITUARIES 


Dr.  Edwin  J.  Barnett,  age  51  years,  died  in  Spokane 
March  29  from  a cardiac  attack.  He  was  born  in  1894.  He 
obtained  his  medical  degree  from  the  University  of  Illinois 
College  of  Medicine,  Chicago,  in  1916.  He  interned  at  Cook 
County  Hospital.  Then  he  immediately  entered  the  .\rmy 
Medical  Corps  and  after  preliminary  training  joined  the 
hospital  unit  of  World  War  I from  Spokane,  and  went 
overseas.  Returning  home,  he  took  postgraduate  work  in 
pediatrics  at  University  of  Harvard  Medical  School.  He 
settled  in  Spokane  in  the  fall  of  1919,  becoming  associated 
with  P.  D.  McCornack,  continuing  with  him  until  his 
death.  He  became  one  of  the  best  known  and  prominent 
physicians  of  Spokane.  His  death  is  mourned  by  a large 
circle  of  friends,  including  the  whole  medical  profession 
of  the  city. 

Dr.  Charles  A.  Rutherford,  60  years  of  age,  died  in 
Seattle  March  21,  after  a prolonged  illness.  He  was  born  in 
Waddington,  N.  Y.,  and  obtained  his  medical  degree  at 
McGill  University,  Faculty  of  Medicine,  Montreal,  in  1901. 
.\fter  practicing  in  his  home  town,  he  settled  in  Seattle  in 
1906.  For  a number  of  years  he  specialized  in  roentgen 
therapy,  retiring  from  practice  about  a year  ago. 


THOSE  WITH  LUNG  AILMENT  SHOULD  SEE 
DOCTOR  BEFORE  TRAVELING  BY  PLANE 

Persons  suffering  from  known  diseases  of  the  lungs  should 
consult  their  physicians  before  traveling  by  plane,  Lieu- 
tenant Commander  Harold  Vincent  Holter,  MC-V(S), 
U.S.N.R.,  and  Lieutenant  Orville  Horwitz,  MC-V(S), 
U.S.N.R.,  advise  in  The  Journal  of  the  American  Medical 
Association  for  March  3. 

They  cite  an  instance  where  a young  marine  reported  to 
the  medical  unit  after  his  first  airplane  flight  complaining 
of  pains  in  his  chest.  Examination  revealed  about  a 60  per 
cent  collapse  of  the  right  lung.  They  believe  that  the  cause 
of  this  condition  was  the  change  of  atmospheric  pressure 
by  ascent  to  8,000  feet  in  an  airplane.  They  say  their  re- 
port on  this  case  may  assist  other  physicians  in  advising 
their  patients  in  this  resjiect. 

It  has  lately  been  reported  that  patients  with  lung  in- 
juries may  be  transported  by  air,  at  low  altitudes,  without 
danger.  However,  in  these  cases,  a tear  in  the  lung  is  known 
to  exist,  and  no  further  damage  may  be  expected.  “In  con- 
trast to  these  individuals,”  the  two  physicians  say,  “is  the 
one  reported  in  which  the  tear  did  not  already  exist,  but  is 
merely  a potential  weakness  which  may  be  converted  into 
a full  tear  by  means  of  decreased  atmospheric  pressure. 
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SOCIETY  MEETINGS 


CLALLAM  COUNTY  MEDICAL  SOCIETY 

Clallam  County  Medical  Society  held  a meeting  March 
21  at  the  Lee  Hotel,  Port  Angeles,  at  6:30  p.m.  During  the 
business  part  of  the  meeting  there  was  the  following  elec- 
tion of  officers:  President  W.  H.  Taylor  of  Port  Angeles, 
Vice-President  U.  S.  Ford  of  Forks,  and  R.  E.  Barker  of 
Sequim  as  Secretary-Treasurer 

The  program  consisted  of  a report  of  the  recent  legisla- 
tive meetings  in  Olympia  by  Senator  Black  and  Represen- 
tative Ford.  It  was  concluded  by  a very  interesting  and 
enlightening  pap>er  on  John  Hunter  given  by  D.  E.  McGilli- 
vray  of  Port  Angeles. 

COWLITZ  COUNTY  MEDICAL  SOCIETY 

Cowlitz  County  Medical  Society  met  at  a regular  dinner 
meeting  at  the  Hotel  Monticello,  Longview,  March  28. 

Joyle  Dahl,  associate  of  the  Kingery  Clinic  of  Portland, 
Ore.,  gave  a most  interesting  talk  on  common  skin  ailments 
prevalent  among  industrial  workers,  and  explained  the  ad- 
vantage of  early  diagnosis  and  treatment  according  to  the 
nature  of  the  trouble.  His  paper  was  well  discussed  by  all 
members  of  the  Society  as  we  see  so  many  skin  ailments 
among  our  industrial  workers.  He  advised  to  use  soothing 
preparations  in  active  allergic  disturbances  until  the  cause 
was  definitely  determined. 

Chinook  salmon,  caught  by  H.  D.  Fritz  of  Cathlamet, 
provided  the  main  dish  of  the  dinner  menu. 

The  Women’s  Auxiliary  met  the  same  evening  at  the 
home  of  Mrs.  W.  A.  Johnson  of  Longview.  Miss  Lucy  D. 
Germain,  from  the  national  headquarters  of  the  nursing 
association  and  on  the  staff  of  the  American  Journal  of 
Nursing,  was  a guest  and  spoke  on  legislative  matters  per- 
taining to  the  nursing  profession. 

Cowlitz  County  Medical  Society  met  at  the  regular  din- 
ner meeting  at  the  Hotel  Monticello,  Wednesday  evening, 
.April  18. 

John  Cleland  of  Oregon  City,  Ore.,  gave  a most  interest- 


ing paper  on  Regional  .Anesthesia  in  Obstetrics,  .stressing 
the  use  of  paravertebral  bloc  in  combination  with  caudal 
He  further  urged  special  training  before  using  caudal,  anes- 
thesia in  obstetrics.  He  pioneered  the  anatomic  basis  for 
caudal  paravertebral  bloc. 

The  .Au.xiliary  met  at  the  home  of  Mrs.  C.  J.  Sells,  with 
Mrs.  P.  H.  Henderson,  assisting  hostess.  Mrs.  Gordon  Kirk- 
patrick reviewed  the  book,  “Black  Boy,”  by  James  Wright. 


KING  COUNTY  MEDICAL  SOCIETY 

King  County  Medical  Society  held  its  monthly  meeting 
at  the  Medical-Dental  .Auditorium,  Seattle,  .April  2,  Presi- 
dent Harold  E.  Nichols  presiding. 

James  M.  Kerr,  H.  J.  Meyers  and  K.  B.  Skubi  were 
elected  to  membership.  Application  of  T.  W.  Madsen  was 
read  for  the  first  time.  .Applications  of  C.  W.  Peterson  and 
Grace  V.  Young  were  read  for  the  second  time. 

Frederick  B.  Exner  and  Glenn  N.  Rotton  were  nominated 
for  president-elect  for  1945  to  fill  the  vacancy  caused  by 
the  death  of  James  H.  Mathews. 

.A  symposium  of  papers  was  presented  on  the  subject  of 
tuberculosis.  Frederick  Slyfield  read  a paper  on  “Diagnosis 
and  Evaluation  of  .Activity  of  Pulmonar>-  Tuberculosis.” 
He  discussed  the  subject  under  history,  physical  examina- 
tion, laboratory  work  and  roentgenography. 

Edward  W.  Roberts  presented  “Roentgenographic  Fea- 
tures of  Pulmonary  Tuberculosis.”  He  discussed  the  neces- 
sity of  properly  interpreting  shadows  and  described  neces- 
sary radiographic  technics  to  produce  satisfactory  results. 

Byron  E.  Francis  read  a paper  on  “Management  of  Early 
Pulmonary  Tuberculosis.”  He  described  results  obtained  by 
the  photoroentgen  unit  in  operation  at  the  University  of 
Washington.  Harold  E.  Nichols  spoke  on  “Routine  Radio- 
graphs of  the  Chest  on  Hospital  .Admissions.”  He  empha- 
sized the  necessity  of  recognizing  incipient  tuberculosis 
before  admission  to  the  hospital.  Cedric  Northrup  spoke  on 
“Tuberculosis  Control  Program  in  Washington.”  He  dis- 
cussed some  matters  presented  before  the  legislature  to  con- 
trol the  disease  in  the  state,  especially  as  to  their  applica- 
tion in  King  County  and  Seattle. 
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MEDICAL  NOTES 


Plans  for  New  Hospital.  Officials  of  the  Weiser  Valley 
Community  Hospital  .Association  who  are  proposing  to 
construct  a SO-bed  hospital  at  a cost  of  $100,000,  anticipate 
raising  $50,000  by  bond  issue,  the  balance  to  be  obtained 
by  government  funds  and  cash  contributions. 

Pierce  Newport,  who  has  recently  terminated  .Army 
service,  has  resumed  practice  in  eye,  ear,  nose  and  throat 
work  with  .A.  C.  Jones  of  Boise. 


Ward  W.  Peterson  of  Boise  has  been  discharged  from 
the  .Army  Air  Corps  and  has  resumed  practice  of  pediatrics 
in  that  city. 

Quentin  W.  Mack,  Lt.  Comdr.  of  the  Navy,  has  recently 
visited  in  Boise  after  serving  in  the  South  Seas.  He  was  in 
battles  about  the  Philippines  and  at  Iwo  Jima. 

Southwest  Idaho  District  Society  held  its  meeting  in 
Boise  March  9 which  was  addressed  by  two  medical  officers 
from  Gowen  Field.  One  described  experiences  in  .Africa  and 
Italy,  while  the  other  related  affairs  which  he  experienced 
in  the  Southwest  Pacific. 
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OBSTETRIC  PROBLEM  FOR  MAY 

Mrs.  M.  F.  B.,  34  years  of  age,  mother  of  three-year-old 
child,  has  been  very  desirous  of  a companion  for  her 
daughter. 

Her  last  menstruation  was  the  middle  of  August,  1944. 
In  September  she  became  quite  nauseated.  This  discomfort 
continued  about  two  months.  When  pregnancy  was  ad- 
vanced thus  far,  she  consulted  her  family  physician.  He 
corroborated  her  expectations.  She  gained  weight  more 
slowly  than  would  be  expected.  Each  month  at  regular  in- 
tervals she  noticed  a little  colored  discharge,  insufficient  to 
term  a menstrual  period. 

Pelvic  examination  in  October  revealed  a pregnancy.  Her 
weight  was  beginning  to  go  up,  having  gained  3 pounds  in 
December  and  some  3.5  more  by  the  following  March.  She 
was  also  nauseated  in  December.  .\lso  she  had  a few  cramps 
and  two  months  later  a little  pain  in  one  hip.  She  was  sure 
she  felt  life  on  February  4 but  none  since,  or  at  least  very 
little. 

Early  in  April,  she  had  a little  uterine  bleeding.  Since  she 
was  not  growing  larger,  a Friedman  test  was  done  which 
was  reported  positive.  As  the  size  of  the  uterus  did  not 
indicate  a seven  months  pregnancy,  a consultation  was  re- 
quested. Inspection  of  the  abdomen  showed  it  to  be  flat, 
whereas  the  fundus  should  have  been  higher  than  the  um- 
bilicus. Pelvic  examination  revealed  the  fundus  to  be  an- 
terior, about  the  size  of  a six  weeks  to  two  months  gesta- 
tion and  an  enlarged  left  ovary.  Here  was  a girl  very- 
desirous  of  children,  a menstrual  period  and  history  indi- 
cating that  she  would  be  delivered  soon,  but  with  a uterus 
described  above.  What  is  your  diagnosis  ? 


COMMENTS  ON  PEDIATRIC  PROBLEM 
IN  APRIL  ISSUE 

First  Commentator’s  views:  This  child  presents  almost 
surely,  a case  of  malignancy  with  metastasis.  -A  child  with 
a history  of  a fall,  bruised,  and  then  followed  sometime 
later  by  a swelling  that  increases  in  size,  is  always  suggest- 
ive of  malignancy.  When  this  is  discovered  on  the  head, 
probably  periosteal  in  type,  I would  immediately  consider 
examining  the  body  for  some  tumor  mass.  These  tumors  on 
the  head,  when  malignant,  are  many  times  metastatic 
growths  from  a parent  tumor. 

In  accordance  with  this  view,  the  problem,  as  stated, 
indicates  there  is  such  a tumor  in  the  abdomen.  With  these 
two  facts  before  one,  the  conclusion  is  that  one  has  here  a 
malignant  tumor,  probably  of  the  kidney  on  the  right  side 


and  a rapidly  growing  metastatic  focus.  There  is  no  reme- 
dial treatment.  To  confirm  the  diagnosis  a biopsy  should  be 
taken  from  the  mass  over  the  eye.  Unfortunately,  if  it  be  a 
sarcoma,  the  bleeding  may  be  quite  difficult  to  stop.  Of 
course,  there  is  no  treatment  of  value.  One  can  only  give 
the  little  sufferer  relief  as  distress  symptoms  arise. 

Second  Commentator  states:  A number  of  years  ago  I 
had  a classmate  in  medical  school  who  related  an  instance 
in  his  own  family,  of  which  this  problem  reminds  me.  He 
was  giving  a bath  to  his  little  boy  of  six  years  old,  when 
he  discovered  that  the  little  fellow  had  a spindle-shaped 
enlargement  of  his  right  clavicle.  One  can  easily  imagine 
the  cold  chills  that  went  down  this  father’s  spine.  Since  he 
was  a pediatrician,  he  realized  the  potentialities  of  this 
mass.  Subsequently,  another  mass  was  discovered  in  the 
little  fellow’s  left  suprarenal. 

He  died  of  general  sarcomatosis  about  five  to  six  months 
later.  This  child  of  the  p>ediatric  problem  of  April  is  pretty 
surely  an  instance  of  sarcoma  of  the  blood  vessels  around 
the  orbit.  The  development  will  probably  be  progressively 
distressing  to  the  child.  These  cases  oftimes  proceed  to  such 
an  extent  that  the  entire  eyeball  is  displaced.  Removing  it 
leaves  a certain  amount  of  pain  at  the  time,  but  the  out- 
come is  always  the  same.  The  abdominal  tumor,  also,  will 
continue  to  grow.  Since  these  two  correlated  facts  are  so 
evident,  I would  not  do  surgery  on  the  abdomen,  which 
will  only  subject  the  child  to  more  misery  without  accom- 
plishing anything. 

I shall  be  interested  in  learning  the  outcome  of  this  case. 

Conclusion  of  Pediatric  Problem:  The  doctor  in  charge 
considered  this  condition  to  be  a sarcoma,  probably  a 
metastasis  from  the  tumor  in  the  abdomen.  The  position  of 
this  tumor  suggested  a liver  involvement. 

Three  days  after  entrance  a surgeon  opened  the  abdomen 
to  discover  a large  teratoma  of  the  right  kidney.  It  was 
wholly  inoperable.  A section  of  a biopsy  taken  at  that  time 
showed  it  to  be  sarcoma. 

The  child,  as  stated,  went  home  on  the  eighteenth  day. 
.4bout  two  weeks  later  she  returned  because  of  an  extreme 
eye  condition.  The  eyeball  was  completely  outside  of  the 
socket,  lying  on  the  face.  The  ulcerous  cornea  was  so  pain- 
ful that  the  eye  was  removed.  The  child  expired  the  day 
following  the  operation. 

By  autopsy  it  was  discovered  that  the  tumor  was  not 
attached  to,  nor  did  it  arise  from  the  kidney,  but  had  its 
origin  from  the  right  suprarenal.  My  study  revealed  this 
to  be  a neuroblastoma,  Hutchinson  type,  evidently  develop- 
ing from  nerve  tissue  in  the  suprarenal  gland. 
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.Approved  Laboratory  Technic.  Clinical  Pathological, 
Bacteriological,  Mycological,  Virological,  Parasitological, 
Serological,  Biochemical  and  Histological.  By  John  A.  Kol- 
mer,  M.S.,  M.D.,  Dr.  P.H.,  Sc.D.  Ll.D.,  H.D.,  F.A.C.P., 
Professor  of  Medicine  in  The  School  of  Medicine  and  The 
School  of  Dentistry,  Temple  University,  etc.,  and  Fred 
Boerner,  V.M.D.,  .Associate  Professor  of  Clinical  Bacteriol- 
ogy, Graduate  School  of  Medicine  and  Assistant  Professor 
of  Bacteriology,  School  of  Medicine,  University  of  Penn- 
sylvania, etc.  Fourth  Edition.  1017  pp.  $10.  D.  Appleton- 
Century  Co.,  Inc.,New  York,  1945.  Fourth  Edition. 

During  the  last  decade  there  have  appeared  a number  of 
manuals  covering  the  practical  aspects  of  the  field  that  is 
variously  called  clinical  pathology  or  laboratory  technology, 
depending  on  the  degree  of  importance  that  is  being  al- 
lowed the  subject.  The  present  book  is  one  of  the  “big 
four”  of  these  monographs  of  the  medical  laboratory.  To 


say  that  it  is  too  comprehensive  is  an  indictment  that  goes 
equally  for  other  books  in  its  class.  A trend  toward  brevity 
in  books  on  laboratory  technic  would  seem  desirable,  se- 
lecting the  commoner  tests  for  emphasis. 

Some  of  the  new  material  added  to  the  book  since  the 
earlier  editions  seems  well  worthwhile,  as  for  instance  the 
procedure  of  the  Mazzini  flocculation  test  for  syphilis.  Inci- 
dentally, the  portion  of  the  book  dealing  with  serologj-  is 
one  of  the  best  parts.  Serology,  after  all,  is  the  particular 
field  of  laboratory  work,  in  which  the  authors  have  made 
their  best  known  original  contributions. 

The  section  on  assay  of  penicillin  and  determination  of 
penicillin  sensitivity  of  bacteria  brings  the  book  well  up  to 
date.  The  new  applications  of  prothrombin  time  determina- 
tions in  the  control  of  dicumarol  therapy,  however,  appear 
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Increased  investigation  into  "tropical  diseases”  has  disclosed  the 
unsuspected  prevalence  of  amebic  dysentery  in  the  United  States. 

In  suspected  or  frank  cases,  and  for  the  treatment  of  "carriers,” 


many  of  the  conditions  obtaining  among  troops  during 
war  time  are  simultaneously  factors  which  predispose 

to  the  endemic  and  epidemic  spread  of . . . amebic 
dysentery  among  military  personnel  and  civilians  . . . 

these  diseases  assume  great  significance  . . . not  only  to 

the  medical  departments  of  the  armed  forces  but  to  the  civilian 
physician  as  well.”  — Lt.  Com.  W.  L.  Voegtlin,  USNR:  N.W.  Med.,  43:69  09441 


"meets  the  requirements  of  an  amebicide 
free  from  toxicity  and  practical  for  routine 
use  . . 

Diodoquin  — an  original  product  of 
Searle  Research  — contains  63.9%  iodine 
in  a tasteless,  oral  form  which  is  non- 
irritating and  of  negligible  toxicity. 


Council- Accepted.  Available  in  bottles  of 
100,  500,  1000  tablets.  Item  No.  1168600 
on  the  Army  Supply  Table. 

G.D.  SEARLE  & CO.,  Chicago  80,  Illinois. 


‘Silverman,  D.  N.;  Amer.  J. 
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not  to  have  made  the  deadline  for  publication.  There  will 
always  be  news,  left  for  a later  edition. 

Only  two  features  displease  this  reviewer:  first,  the  table 
of  contents  has  been  increased  to  forty-five  pages,  through 
redundancy ; second,  the  color  plates  frequently  lack  pre- 
cision. In  the  earlier  editions  the  two  plates  illustrating  the 
colloidal  gold  tests  of  spinal  fluid  have  bothered  numerous 
readers  by  lack  of  precipitate  in  the  tubes  that  should  show 
some.  The  new  edition  partially  corrects  this  error  with  one 
new  plate,  but  now  the  actual  colors  of  the  solutions  seem 
odd.  Further,  the  other  of  these  two  old  plates  is  retained. 

.4s  a whole,  the  book  is  excellent,  and  easily  retains  a 
place  in  the  “big  four”  of  the  laboratory  bookshelf.  It  con- 
tinues to  be  a book  that  is  oriented  especially  for  the  tech- 
nician. She  will  find  in  it  many  helpful  tabular  summaries 
and  listings  of  data.  The  profusion  of  illustrations  set  forth 
the  burden  and  the  glory  of  the  medical  technologist,  from 
the  feces  and  water  of  Fig.  120  to  the  diamond  ring  and 
nail  polish  of  Fig.  40.  Henry  W.  Edmonds. 

Penicillin  Therapy.  Including  Tyrothricin  and  Other 
-\ntibiotic  Therapy.  By  John  Kilmer,  M.S.,  M.D.,  Dr. 
P.H„  Sc.D.,  LL.D.,  L.H.D.,  F..4.C.P.  Professor  of  Medi- 
cine in  the  School  of  Medicine  and  the  School  of  Dentistry, 
Temple  University,  etc.  302  pp.,  $5.00.  D.  .Appleton-Century 
Company,  Inc.,  New  York,  1945 

Pencillin  is  the  wonder  drug  of  the  day.  A large  literature 
has  accumulated  dealing  with  its  production,  therapy  in  a 
great  variety  of  diseases  and  many  new  ones  appearing  at 
frequent  intervals.  The  author  has  thought  it  timely  and 
advisable  to  prepare  a monograph  on  this  drug  which  will 
be  useful  to  both  medical  and  dental  professions. 

The  chapters  on  antibiotics  explain  this  class  of  drugs, 
including  penicillin,  tyrothricin  and  other  drugs  capable  of 
destroying  living  agents  of  disease,  regardless  of  whether 
they  are  of  biologic  or  nonbiologic  origin.  The  observations 
of  Fleming  in  1929  are  described,  in  which  he  noted  the 
destruction  of  staphylococci  on  an  agar  plate,  accidentally 
contaminated  with  a penicillium.  Likewise  in  1939,  Dubos 
noted  that  soil,  inoculated  with  various  virulent  organisms, 
caused  their  destruction.  From  these  observations  resulted 
the  discovery  of  tyrothricin  which  has  already  been  ef- 
fective in  treating  cows  with  streptococcus  infection  and 
may  later  be  useful  in  human  beings. 

It  has  been  discovered  that  50  per  cent  of  administered 
penicillin  appears  in  the  urine  during  the  first  hour  there- 
after. .Approximately  30  per  cent  of  this  can  be  recovered 
and  is  useful  for  subsequent  administration.  Details  are 
given  for  this  procedure.  Methods  for  detection  and  assay- 
ing penicillin  was  described.  The  pharmacology  and  toxicity 
of  penicillin  on  animals  and  men  have  been  successfully 
investigated.  Details  for  administrtaion  of  penicillin  are 
given  with  suggestive  illustrations. 

Doctors  at  War.  Edited  by  Morris  Fishbein,  M.D., 
Editor  of  the  American  Medical  Journal,  etc.  Illus- 
trated with  photographs  and  charts.  418  pp.,  $5.  E.  P. 
Dutton  & Company,  Inc.,  New  York.  1945. 

Many  books  and  magazine  articles  have  been  published 
dealing  with  many  features  of  the  present  W'orld  war.  They 
have  all  been  received  and  read  by  a multitude  of  people, 
avid  for  information  concerning  this  gigantic  struggle. 
.Among  these  various  publications  none  have  been  presented 
concerning  actual  medical  activities  more  authoritative  and 
instructive  than  this  volume.  The  first  chapter,  by  Dr. 
Fishbein,  gives  an  illuminating  review  of  facts  pertaining 
to  our  armed  forces  under  the  title,  “Doctors  at  War,” 


which  affords  a background  of  the  various  forms  of  service 
in  which  our  men  and  women  are  engaged. 

There  are  fifteen  other  contributors,  each  of  whom  de- 
scribes a particular  phase  of  the  activities  of  our  men  in 
service.  Col.  Leonard  G.  Rowntree,  Chief  of  the  Medical 
Division,  Selective  Service  System,  presents  statistics  con- 
cerning the  requirements  of  different  forms  of  service, 
showing  what  sort  of  men  are  “fit  to  fight.”  The  .Army 
Doctor  in  action  is  described  by  Surgeon  General  Norman 
T.  Kirk,  United  States  .Army.  Here  one  can  learn  of  the 
real  activities  of  the  army  doctor.  There  are  striking  illus- 
trations of  some  of  these  activities.  They  cover  not  only 
treatment  of  the  soldiers,  but  there  is  an  illustration  of 
surgery  on  an  injured  mule,  showing  that  service  is  ex- 
tended to  all  participants  in  this  war. 

■An  important  factor  in  army  activities  is  preventive 
medicine  which  is  described  by  Brig.  Gen.  James  Stevens 
Simmons,  with  essential  details  for  prevention  as  well  as 
relief  of  disease.  Activities  of  .Army  surgeons  are  presented 
by  Brig.  Gen.  Fred  W.  Rankin,  with  illustrations  of  actual 
operative  procedures. 

Some  activities  in  special  fields  are  described  in  the 
chapter  dealing  with  the  doctors  at  Guadalcanal  and  Tar- 
aw'a  by  Capt.  French  R.  Moore,  MC,  USN.  An  important 
feature  in  maintaining  morale  is  described  in  the  chapter  on 
convalescence  and  rehabilitation  by  Col.  Howard  R.  Rusk, 
who  lists  details  for  rehabilitating  the  convalescing  patient. 
.A  ■ chapter  is  devoted  to  wartime  medical  activities  of  the 
.American  Red  Cross,  demonstrating  the  invaluable  assist- 
ance extended  by  this  organization  in  promoting  successful 
warfare. 


Trauma  in  Internal  Diseases.  With  Consideration  of 
Experimental  Pathology  and  Medical  Aspects.  By  Ralph  .A. 
Stern,  M.D.  Assistant  .Attending  Physician,  City  Hospital, 
New  York  City.  With  Foreword  by  Francis  Carter  Wood, 
M.D.,  Director  of  Laboratories  and  Radiotherapy  Depart- 
ment, St.  Luke’s  Hospital,  New  York.  573  pp.  $6.75.  Grime 
& Stratton,  New  York,  1945. 

This  book  presents  the  aspect  of  relationship  of  trauma 
to  internal  diseases  from  the  medicolegal  standpoint  rather 
than  from  a purely  physiologic  basis.  The  author  at  times 
goes  rather  far  afield  from  the  accepted  concept  as  to 
pathogenesis  in  explaining  the  relationship  of  trauma  to 
certain  infectious  diseases  and  certain  types  of  degenerative 
diseases.  The  bibliography  is  extensive  but  the  greater  por- 
tion of  it  is  used  only  for  case  reports,  cited  as  e.xamples  of 
relationship  of  trauma  to  disease. 

It  is  the  impression  of  the  reviewer  that,  while  the  book 
has  a great  deal  of  valuable  material,  it  must  be  taken 
with  a grain  of  salt,  and  it  is  in  some  ways  dangerous  to 
accept  the  views  because  the  reports  can  be  continually 
ti'd  UD  by  such  cases  where  trauma  seems  no  more  than 
coincidental  with  the  inception  of  the  disease.  The  author 
very  glibly  avoids  many  of  the  diseases  which  are  now  ac- 
cepted as  being  purely  on  a psychogenic  basis,  but  fre- 
quently presents  cases  which  would  seem  to  fit  quite  well 
into  the  present  day  description  of  these  syndromes.  Much 
of  the  bibliography  is  taken  from  many  old  published 
reports,  at  which  time  certain  knowledge  as  to  basic  physi- 
ology and  pathology  of  the  diseases  was  not  well  under- 
stood. 

Bruce  Zimmerman 
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EDITORIALS 

A NEW  MEDICAL  ASSOCIATION 

It  is  a universally  accepted  principle  that  the 
slogan,  “in  union  there  is  strength,”  is  applicable  to 
all  groups  of  individuals  bound  together  to  accom- 
plish definite  purposes  intended  for  the  welfare  of 
all  included  in  the  organization.  This  is  certainly 
true  whether  it  concerns  business,  professional, 
labor  or  other  groupings  of  individuals  in  all  phases 
of  life  or  occupation.  Physicians  are  well  aware 
that  this  is  a vital  factor  in  the  existence  of  our 
great  medical  organization,  the  American  Medical 
Association.  During  the  years  of  its  existence  it  has 
served  always  as  the  guiding  maintenance  force 
which  has  made  the  medical  profession  an  active 
and  useful  factor  in  the  life  of  our  nation.  It  has 
been  inevitable  that  from  time  to  time  certain  mem- 
bers of  the  organization  have  become  dissatisfied 
with  its  management  and  accomplishments,  by  rea- 
son of  which  various  diversifying  attempts  have 
been  made  to  alter  its  course  of  action  and  to  di- 
rect its  objectives  from  the  principles  determined 
by  those  most  intimately  connected  with  its  admin- 
istration. 

Fortunately,  the  members  of  the  organization 
have  been  loyal  to  such  an  extent  in  maintaining  its 
guiding  principles  that  it  has  survived  all  assaults 
and  attempts  at  disruption.  Frequently  charges  of 
narrowmindedness  and  lack  of  vision  on  the  part 
of  its  directing  forces  have  been  disproven,  while 
at  the  same  time  a willing  ear  has'been  offered  for 
reception  of  suggestions  favorable  to  advancement 
of  medical  practice  and  its  relations  to  our  people. 
A recent  example  has  been  establishment  of  the 
Council  on  Medical  Service  and  Public  Relations, 
the  beneficial  results  of  which  have  become  mani- 
fest since  its  organization  and  its  vigorous  activities 
for  promotion  of  the  welfare  of  the  medical  profes- 
sion and  the  public  which  it  serves.  It  is  commonly 
believed  that  this  Council  has  before  it  a most 
useful  future  which  will  become  continuously  more 
effective  in  coming  years. 

The  latest  movement  to  secure  the  interest  and 
support  of  the  profession  at  large,  independently 
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of  the  parent  organization,  was  instituted  by  Lake 
County  Medical  Society  of  Indiana  which  organized 
the  Association  of  American  Physicians  and  Sur- 
geons. During  the  past  year  it  has  energetically 
campaigned  for  members  of  state  and  county  med- 
ical organizations  in  order  to  obtain  their  sympa- 
thetic and  financial  support.  This  organization  has 
recently  been  brought  closer  to  the  medical  organi- 
zations of  the  Pacific  Coast  by  visits  of  a represen- 
tative who  has  explained  its  objectives  and  solicited 
needed  support.  At  the  outset  a suspicion  existed 
lest  this  organization  might  be  disruptive  of  the 
.American  Medical  .Association,  although  its  pro- 
moters have  energetically  denied  this  imputation. 
It  is  asserted  that  the  chief  objective  of  this  .Asso- 
ciation is  to  counteract  the  efforts  to  regiment  the 
medical  profession  on  the  part  of  national  and  state 
activities,  and  to  maintain  urgent  opposition  in 
whatever  political  phases  are  necessary,  in  which  it 
is  claimed  the  .American  Medical  .Association  can 
not  engage  as  an  organized  body. 

The  membership  campaign  which  has  been  con- 
ducted has  secured  a substantial  following  in  many 
parts  of  the  country.  One  principle  which  it  is  as- 
serted this  association  will  promote  on  the  part  of 
the  medical  profession,  is  nonparticipation  in  com- 
pulsory medical  regimentation,  since  it  disapproves 
of  such  medical  practice.  This  is  a field  of  activity 
which  should  be  adopted  with  care  and  discrimina- 
tion. It  certainly  possesses  possibilities  which  might 
prove  fully  effective  if  necessary  to  be  put  into  ac- 
tion. Since  this  organization  is  well  established  and 
has  received  extensive  support,  it  demands  consid- 
eration of  all  practitioners  who  are  conscious  of 
possible  legislative  directive  action  in  coming  years. 

ASPECTS  OF  THE  BASIC  SCIENCE 
EXAMIN.ATION  * 

For  a period  of  years  all  of  our  states  have  had 
medical  examining  boards,  whose  function  has 
been  to  grant  licenses  for  medical  practice.  Other 
groups  of  practitioners  also  have  had  examining 
boards  established  for  the  same  purpose.  Within 
recent  years  the  determination  of  the  fitness  of 
practitioners  to  care  for  the  sick  has  been  based  on 
examinations  before  basic  science  boards,  whose 
objective  has  been  to  determine  knowledge  of  prac- 
titioners in  the  basic  sciences  of  medicine,  in  which 
everyone  should  be  versed  if  he  is  qualified  for 
treating  human  illness. 

These  basic  science  boards  have  been  legally 
established  in  seventeen  states  and  the  District  of 
Columbia.  The  first  were  instituted  in  Wisconsin 
and  Connecticut  in  1925.  These  were  followed  by 


the  same  procedure  in  Washington  in  1927  and 
Oregon  in  1933.  The  latest  state  to  join  this  group 
was  Rhode  Island  in  1940.  In  the  Journal  of  Am- 
erican Medical  Association  of  May  12  were  pub- 
lished many  interesting  and  instructive  facts  con- 
cerning these  basic  science  examining  boards,  de- 
tailing their  purposes  and  what  they  have  already 
accomplished. 

.At  the  last  session  of  the  Washington  legislature 
a bill  was  introduced,  sponsored  by  an  energetic 
lobby  of  chiropractors,  which  gained  the  support 
of  a group  of  legislators  and,  if  it  had  been  en- 
acted, would  have  vitiated  the  existing  basic  science 
law.  The  chief  argument  of  its  supporters  was  a 
claim  of  excessive  severity  of  questions  propounded 
for  examination  and  too  many  rejections,  as  well  as 
existing  prejudice  against  chiropractors,  although 
the  record  showed  that  during  1944  only  one 
chiropractor  applied  for  examination  and  he  failed 
to  pass. 

Reference  to  one  of  the  tables  in  the  above  men- 
tioned report,  which  details  the  number  of  appli- 
cants examined  and  rejected  in  each  state,  shows 
that  Washington  with  137  applicants  rejected  45 
or  24.7  per  cent.  Oregon  with  81  applicants  had  31 
rejections  or  27.7  per  cent.  The  table  reports  that 
Iowa’s  rejections  were  34.7  per  cent,  .Arizona  32.6 
per  cent,  Michigan  30  per  cent,  Florida  26.1  per 
cent,  Tennessee  24.7  per  cent.  These  figures  indi- 
cate that  Washington  and  Oregon  were  not  exces- 
sive in  their  rejection  of  applicants,  compared  with 
results  in  other  states.  The  wide  discrepancy  of  re- 
jections is  indicated  by  the  low  figures  of  1.3  per 
cent  for  Kansas  and  1.4  per  cent  for  Oklahoma. 
These  figures  would  seem  to  refute  the  alleged  un- 
fairness in  the  Washington  examinations.  It  is  to 
be  noted  the  rule  is  established  that  members  of  the 
examining  boards  are  nonmedical  men,  apparently 
with  the  intention  of  excluding  the  charge  of  pre- 
judice on  the  part  of  examiners.  Everyone  inter- 
ested in  securing  high  grade  medical  practitioners 
in  this  country  will  certainly  approve  the  principles 
supporting  the  basic  science  examination. 

COMPLETE  BIRTH  REGISTR.ATION 

.A  generation  or  more  ago  birth  returns  were  re- 
corded in  a slipshop  manner,  there  being  none  in 
existence  for  many  citizens.  In  due  time  the  im- 
portance of  the  birth  record  was  emphasized  to  all 
physicians  and  health  department  officials.  The 
tragic  effect  of  failure  to  record  a birth  certificate 
has  often  been  emphasized  during  the  war  period. 
For  example,  a few  months  ago  a man  of  forty  years 
requested  a birth  certificate  from  the  doctor  who 
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he  claimed  presided  at  his  birth.  During  his  in- 
fancy his  parents  moved  to  another  state  where 
they  died,  and  he  asserted  he  had  no  living  rela- 
tives. The  doctor,  who  kept  an  accurate  record  of 
his  deliveries,  did  not  have  the  man’s  name  nor  did 
it  appear  in  any  health  department  records’.  He 
had  a government  position  with  ample  salary  avail- 
able, conditioned  upon  presentation  of  a birth  cer- 
tificate which  it  was  impossible  to  obtain. 

During  recent  years  correct  birth  records  have 
approached  maximum  efficiency.  At  present  90  per 
cent  is  considered  the  minimum  satisfactory  level. 
.•\ccording  to  the  record  of  the  Bureau  of  Census, 
twenty-eight  states  and  the  District  of  Columbia 
showed  95  per  cent  or  more  of  registered  births  in 
the  1940  census.  Registration  was  less  than  90  per 
cent  in  sixteen  states,  being  largely  in  southern 
districts.  Registration  is  generally  poorest  in  rural 
areas,  and  among  the  nonwhite  populations  in  both 
rural  and  urban  sections,  although  many  rural  areas 
showed  100  per  cent  completeness. 

Among  the  percentage  listings  of  all  the  states, 
it  is  interesting  to  observe  the  following  rates: 
Oregon  97.1,  Washington  97.8,  Idaho  95.  Older 
physicians  are  well  aware  that  these  rates  are  a 
striking  advance  over  those  recorded  a quarter  cen- 
tury or  more  ago.  In  order  to  obtain  completeness 
and  accuracy  of  registration,  education  for  this 
necessity  must  be  imparted  to  parents,  doctors, 
midwives  and  undertakers  to  insure  that  every 
event  is  properly  and  accurately  recorded.  Neces- 
sary data  should  be  transmitted  to  health  officers 
immediately  after  birth,  and  not  delayed  as  often 
ocurred  in  former  years. 

COOPERATE  WITH  ADVERTISERS 

Some  physicians  do  not  appreciate  the  impor- 
tance of  the  advertisements  which  appear  in  our 
medical  journals.  In  relation  to  the  journal  itself. 


the  advertiser  is  an  important  factor  in  supplying 
the  resources  for  its  existence.  Without  the  adver- 
tising pages,  few  journals  would  be  able  to  carry 
on  their  monthly  existence. 

For  the  medical  practitioner  the  advertisers  in 
the  medical  journal  are  invaluable  as  an  aid  for 
his  daily  medical  work.  Through  their  presentations 
the  physician  is  informed  concerning  the  latest 
medical  and  surgical  products  which  are  of  vital 
importance  in  his  daily  practice.  This  is  one  of  the 
most  important  features  for  the  existence  of  a 
medical  publication. 

The  advertisements  in  this  journal  are  selected 
with  care  and  discrimination.  Their  acceptance  is 
determined  by  the  ethical  character  of  the  products 
presented,  confirmed  by  expert  investigation  which 
determines  the  accuracy  of  the  claims  which  it  is 
asserted  they  possess.  Hence  comes  the  assurance 
that  these  products  are  reliable. 

.Attention  is  called  particularly  to  the  fact  that 
many  of  these  advertisers  offer  samples  of  their 
products  which  will  be  delivered  upon  request  of 
the  reader.  It  is  suggested  that  it  will  be  for  the 
mutual  benefit  of  the  reader  and  advertiser,  if  a 
doctor  takes  advantage  of  these  offers  and  requests 
deliverance  of  the  samples.  This  is  one  method  by 
which  useful  cooperation  may  be  established  be- 
tween the  advertisers  and  readers  of  this  journal. 


CORRESPONDENCE 

.An  inquirer  recently  asked  if  this  journal  carried 
a department  for  correspondents.  He  was  informed 
that  letters  addressed  to  the  editor,  signed  by  the 
writer,  always  appear  under  the  heading  “Corres- 
pondence.” .Anonymous  letters  are  not  accepted  for 
publication.  This  announcement  is  intended  to 
clarify  this  question  in  the  minds  of  all  readers  of 
this  journal. 


INCRE.^SE  OF  POPUL.\TION 

New  light  on  population  problems  is  shed  by  a sympos- 
ium in  the  latest  issue  of  The  American  Academy  of  Polit- 
ical and  Social  Sciences.  The  editor,  Kingsley  Davis  of 
Princeton,  says  in  opening  the  discussion  that  should  the 
present  global  population  continue  to  increase  at  the  same 
rate  that  prevailed  between  1900  and  1940,  the  earth  would 
hold  over  21  billion  inhabitants  by  the  year  2240. 

Throughout  at  least  99  per  cent  of  the  history  of  the 
human  race,  he  points  out,  population  was  extremely  sparse, 
its  first  real  burst  of  growth  coming  with  the  Industrial 
Revolution,  when  for  the  first  time  a less  wasteful  type 
of  balance  between  births  and  deaths  began  to  manifest 
itself.  Declining  mortality  is  now  the  major  cause  of  popu- 
lation increase. 

In  the  opinion  of  Philip  M.  Hauser  and  Conrad  Taeuber, 
U.  S.  Government  demographers,  our  population  will  reach 
relative  stability  or  actually  decline  before  the  end  of  this 
century ; “certainty  the  continuing  rate  of  increase  of  the 
already  large  population  masses  of  the  Orient  will  neces- 


sarily make  the  population  of  the  United  States  a smaller 
and  smaller  proportion  of  the  total  population  of  the 
world.” 

Europe  west  of  Russia,  predicts  Dudley  Kirk  of  Prince- 
ton, will  reach  its  maximum  population  about  I960.  “West- 
ern countries,”  he  says,  “have  found  a definite  and  human 
solution  to  the  haunting  fears  of  never  ending  pressure  of 
population  on  the  food  supply.”  The  gross  inequality  in  the 
distribution  of  population  relative  to  economic  resources,” 
says  Frank  Lorimer  of  the  .American  University  in  an  article 
concluding  the  series,  “may  present  the  most  formidable 
obstacle  to  the  preservation  of  peace  in  the  decades  that 
lie  ahead.  . . . The  whole  concept  of  population  control 
is  new.  . . . The  idea  of  family  limitation  runs  counter  to 
traditional  ideals  in  most  cultures,  and  is  strenuously  op- 
posed by  religious  leaders  in  Roman  Catholic  and  Moham- 
medan communities.  . . . popular  notions  of  power  and 
prestige  have  favored  continued  growth  and  eschewed  the 
idea  of  population  control.” 
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TUBERCULOSIS  CONTROL  IN  THE 
STATE  OF  WASHINGTON* 

Cedric  Northrop,  M.D. 

SEATTLE,  WASH. 

In  the  development  of  our  knowledge  of  methods 
to  control  tuberculosis  certain  great  landmarks 
stand  out  prominently.  Chronologically,  they  are: 
(1)  birth  of  the  sanatorium  movement  in  Europe  in 
the  1860’s  and  ’70’s,  (2)  creation  of  the  first  Board 
of  Health,  Massachusetts,  1869,  (3)  discovery  of 
the  tubercle  bacillus  by  Robert  Koch  in  1882,  (4) 
discovery  of  tuberculin  by  Koch  in  1890,  (5)  first 
real  application  of  collapse  therapy  for  pulmonary 
tuberculosis  in  1892  with  the  announcement  by 
Forlanini  of  the  utilization  of  artificial  pneumo- 
thorax, (6)  discovery  of  the  x-rays  by  Roentgen  in 
1895.  All  six  of  these  events  took  place  in  the  pre- 
vious century  and  all  subsequent  developments  of 
tuberculosis  control  procedures  are  refinements  of 
these  six  facts. 

In  the  United  States  there  has  been  an  80  per 
cent  improvement  in  tuberculosis  death  rate  in  the 
past  fifty  years.  As  a cause  of  death’^^  it  has  dropped 
from  first  to  seventh  on  the  list  with  annual  rates 
of  202.6  per  100,000  in  1904,  to  approximately  40 
in  1944.  However,  tuberculosis  is  still  extremely 
important,  as  it  remains  the  commonest  cause  of 
death  in  the  age  group  of  15  to  45,  and  it  also 
ranks  first  among  the  communicable  and,  there- 
fore, preventable  diseases. 

In  the  State  of  Washington,  data  on  Vital  Sta- 
tistics^ were  too  incomplete  to  be  at  all  trustworthy 
in  the  earlier  years  of  this  century,  but  the  death 
rate  has  fallen  from  103  in  1919  to  33.5  in  1942. 
Presumably  due  to  war-time  conditions,  the  number 
of  deaths  from  tuberculosis,  allocated  according  to 
residence,  increased  from  634  in  1942,  to  674  in 
1943,  an  increase  of  6.6  per  cent.  The  correspond- 
ing rates  per  100,000  increased  slightly  from  33.5 
to  34.0.  This  war-time  increase  in  tuberculosis  has 
been  most  apparent  in  the  industrial  areas  of  the 
state:  Seattle,  Tacoma,  Bremerton,  Vancouver  and 
Spokane.  Data  for  the  year  1944  are  now  being 
assembled  with  around  650  allocated  deaths  and  a 
rate  of  33.0  being  a reasonable  provisional  estimate. 

Tuberculosis  control  is  not  a baffling,  complex  or 

♦From  Tuberculosis  Control  Section,  State  Department 
of  Health. 

♦ Read  before  a Meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  April  2.  1945. 

1.  U.  S.  Bureau  of  the  Census:  “Tuberculosis  Mortality 
in  the  United  States.”  Vital  Statistics,  Special  Reports, 
Vol.  19.  No.  5,  Feb.  25.  1944. 

2.  Washington  State  Department  of  Health:  Special 

Bulletins,  Division  of  Vital  Statistics. 


mysterious  phenomenon.  It  is  the  application  on  a 
mass  basis  of  those  medical  procedures  which  are 
useful  for  the  individual  patient.  Tuberculosis  being 
a communicable  disease,  the  first  and  most  valuable 
step  in  a control  program  is  the  segregation  of  the 
spreader  to  prevent  further  dissemination  of  his 
infection.  The  best  way  to  assure  such  isolation  is 
to  build  tuberculosis  hospitals  adequate  to  house 
all  known  patients  with  active  disease.  This  is  a 
costly  procedure,  but  it  is  the  cheapest  way  in  the 
long  run.  Such  tuberculosis  hospitals  were  begun  in 
a small  way  in  the  Seattle  area  thirty-five  years 
ago,  but  at  no  time  has  the  building  program  ever 
caught  up  with  the  waiting  list  either  in  Seattle  or 
in  the  state  as  a whole. 

The  formula  for  determining  the  number  of 
tuberculosis  beds  necessary  for  a state  requires  that 
an  absolute  minimum  standard  of  two  beds  should 
be  available  for  each  annual  death  from  tubercu- 
losis, the  acceptable  ratio  being  two  and  one-half, 
and  the  ideal  is  that  three  beds  be  available  per 
annual  death,  if  a vigorous  control  program  is  being 
prosecuted.®  Several  states  have  attained  this  ratio 
of  three  beds  per  death:  Minnesota,  Wisconsin, 
North  Dakota,  Michigan,  Connecticut  and  Upstate 
New  York;  there  may  be  others,  too,  unknown  to 
me.  One  county  in  the  State  of  Washington  (What- 
com) is  now  hospitalizing  3.7  patients  per  annual 
death,  culminating  a decade  of  fairly  vigorous  tuber- 
culosis case  finding  activities. 

In  Washington  we  now  have  altogether  1,300 
tuberculosis  beds  (exclusive  of  beds  in  Federal 
institutions  or  mental  hospitals),  giving  us  a ratio 
of  roughly  two  beds  per  annual  death,  thus  meet- 
ing minimum  .standards  only.  Seattle  and  King 
County  combined  have  less  than  two  beds  per 
death  and  the  waiting  lists  are  longest  there.  In 
addition  to  the  deficiency  in  the  total  number  of 
beds  in  the  state,  we  are  handicapped  in  having 
400  beds  in  institutions  which  are  either  too  small 
or  else  their  physical  plants  are  worn  out,  and  in 
either  event  they  are  unable  to  provide  modern 
care  for  their  patients. 

Recognizing  the  shortage  of  tuberculosis  hos- 
pitalization facilities,  both  as  to  quality  and  quan- 
tity in  this  state.  Dr.  Henry  D.  Chadwick,  a noted 
authority  on  tuberculosis  control,  was  invited  to 
survey  Washington  and  make  recommendations  for 
a postwar  building  program.  This  survey,  jointly 
sponsored  by  the  Washington  Tuberculosis  Asso- 

3.  American  Trudeau  Society:  Report  of  Committee  on 
Sanatorium  Standards,  June,  1944. 
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ciation  and  the  Washington  State  Department  of 
Health,  was  made  in  August,  1944.  Dr.  Chadwick 
reported  unfavorably  on  the  present  divided  admin- 
istration of  tuberculosis  hospitalization  in  the  Se- 
attle area  as  uneconomical  and  a deterrent  to  high 
quality  care  for  the  patient.  He  recommended  that 
the  administration  of  King  County  Tuberculosis 
Hospital  and  Firland  Sanatorium  be  consolidated 
and  a building  program  be  developed  at  Firland  to 
build  the  institution  up  to  eight  or  nine  hundred 
beds.  He  also  recommended  a building  program  at 
certain  other  county  tuberculosis  hospitals  so  that 
the  total  bed  capacity  for  Washington  be  increased 
to  2,000  which  would  represent  three  beds  per 
annual  death. 

Pursuant  to  this  recommendation,  three  bills  on 
tuberculosis  were  prepared  last  December,  sub- 
mitted to  and  passed  by  the  Legislature,  and  signed 
by  Governor  Wallgren.  In  brief,  these  bills  accom- 
plish the  following:  (1)  An  amendment  to  the 
County  Tuberculosis  Hospital  Law  of  1913.''  This 
amendment  is  an  enabling  act  which  would  permit 
the  City  of  Seattle  and  King  County  to  amalga- 
mate their  tuberculosis  hospitalization  facilities 
and  to  operate  the  combined  institution  under  a 
Board  of  Managers  composed  of  three  representa- 
tives from  the  city,  three  from  the  county  and  one 
from  King  County  Medical  Society;  (2)  Clarifica- 
tion of  the  powers  of  the  State  Director  of  Health-^ 
in  allocating  state  funds  for  supplemental  assistance 
to  the  various  counties  for  maintenance  and  opera- 
tion of  their  tuberculosis  hospitals;  (3)  Most  im- 
portant of  all,  appropriation  of  $3,000,000  of  state 
funds  for  capital  outlay  for  a tuberculosis  hospital 
building  program.®  A five  million  dollar  program 
was  recommended  to  the  Governor,  and  it  is  antici- 
pated that  one  million  dollars  each  can  be  secured 
from  County  and  Federal  sources  on  a matching 
basis.  To  assure  equitable  allocation  of  state  funds, 
a nonsalaried  Tuberculosis  Hospital  Building  Com- 
mission is  created,  consisting  of  one  public  spirited 
citizen  from  each  of  the  six  Congressional  districts, 
together  with  the  State  Director  of  Health  as  the 
seventh  member.  This  commission  will  have  the 
duty  of  studying  the  tuberculosis  needs  and  then  to 
approve  state  funds  on  a matching  basis  to  those 
counties  that  require  money  for  building  programs 
for  their  local  institutions. 

In  the  Seattle  area  the  need  for  the  moment  is 
for  the  governing  bodies  of  the  City  and  the  County 

4.  Senate  Bill  No.  230,  29th  Session,  Washington  Legis- 
lature, Session  Laws  of  1945,  Chapter  68. 

5.  Senate  Bill  No.  232,  29th  Session,  Washington  Legis- 
lature, Session  Laws  of  1945,  Chapter  66. 

6.  Senate  Bill  No.  256,  29th  Session,  Washington  Legis- 
lature, Session  Laws  of  1945,  Chapter  220. 


to  get  together  and  amalgamate  the  administration 
of  their  tuberculosis  hospitals.  Upon  completion  of 
this  amalgamation,  the  Board  of  Managers  of  the 
combined  institutions  may  petition  to  the  State 
Building  Commission  for  state  funds  to  augment 
the  buildings  at  Firland.  An  institution  of  800  to 
900  beds  is  needed,  with  facilities  for  thoracic 
surgery,  bronchoscopy,  bronchospirometry,  and  with 
special  facilities  for  orthopedic  and  urologic  tuber- 
culosis, as  well  as  for  tuberculosis  pathology  and 
perhaps  research  as  well.  There  should  be  created 
a small  locked  ward  for  the  occasional  recalcitrant 
tuberculosis  patient.  It  would  be  highly  desirable 
to  have  affiliation  with  the  future  medical  school 
for  teaching  purposes.  An  institution  of  this  size 
and  type,  being  built  along  general  hospital  lines, 
is  going  to  cost  a lot  of  money,  perhaps  $2,000,000 
to  $3,500,000,  but  it  will  be  worth  it. 

Its  facilities  must  also  be  available  to  permit  re- 
ferral at  all  times  of  patients  from  some  of  the 
other  smaller  county  tuberculosis  hospitals  for  spe- 
cial diagnostic  and  therapeutic  procedures.  Upon 
completion  of  this  state-wide  building  program  two 
or  three  years  hence,  waiting  lists  in  all  the  counties 
can  be  abolished  and  a high  standard  of  tubercu- 
losis care  will  be  possible.  This  will  then  enable  the 
individual  patient  to  have  the  maximum  chance  to 
get  well  that  modern  medical  knowledge  permits. 
It  will  create  sufficient  beds  so  that  every  county 
can  be  stimulated  to  emulate  Whatcom  county  and 
vigorously  prosecute  a tuberculosis  control  pro- 
gram because  they  will  know  there  will  be  a bed 
available  for  every  case  discovered  in  the  case  find- 
ing programs  undertaken. 

The  second  great  step  in  a tuberculosis  control 
program  is  a vigorous  case  finding  effort.  This  is 
an  activity  in  which  the  physician  in  private  prac- 
tice can  be  of  great  service.  To  keep  the  disease  in 
mind  and  frequently  to  roentgenize,  tuberculin  test 
or  fluoroscope  patients,  looking  for  tuberculosis  is 
of  great  assistance.  To  examine  the  contacts  of 
known  cases  over  long  periods  of  time  is  very  pro- 
fitable.'^ We  are  also  forced  to  admit  the  unpleasant 
fact  that  pulmonary  tuberculosis  is  pathologically  a 
chronic  relapsing  disease,  characterized  by  remis- 
sions and  exacerbations.  Once  a diagnosis  of  the 
adult  or  reinfection  type  of  pulmonary  tuberculosis 
has  been  established,  that  individual  should  have 
periodic  reexaminations,  at  first  every  three  or  four 
months,  and  later  on  at  annual  intervals  for  the 
remainder  of  his  lifetime.  For  those  individuals 
unable  to  afford  medical  care  from  a private  physi- 

7.  Plunkett.  H.  K. : Case  Pinding.s,  Kvaluation  of  V'ari- 
ous  Techniques.  Am.  Rev.  Tuberc.,  39:25(!-265,  Pel).,  193U. 
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cian,  or  if  the  physician  desires  consultation,  the 
patient  may  be  referred  to  the  tuberculosis  clinic  of 
the  local  health  department.  These  clinics  are  con- 
ducted by  physicians  specializing  in  chest  diseases. 
Of  the  thirty-nine  counties  in  the  state,  seventeen 
have  regularly  scheduled  tuberculosis  clinics,  con- 
ducted either  through  the  local  health  department 
or  the  local  tuberculosis  hospital.  Six  additional 
small  counties  have  affiliations  with  larger  counties 
with  arrangement  for  referral  of  patients.  This 
leaves  sixteen  counties  without  regularly  scheduled 
clinic  services,  most  of  these  being  small  agricul- 
tural counties  in  Eastern  Washington  with  a low 
incidence  of  tuberculosis. 

Probably  the  most  outstanding  development  in 
tuberculosis  control  in  this  century  has  been  that 
of  the  miniature  roentgen  film.  Highlights  of  its 
history  may  be  summarized:  born  in  Berlin,  uti- 
lized in  Copenhagen,  popularized  in  Brazil,®  and 
perfected  in  the  United  States.^  We  now  have  in 
the  miniature  film  a tool  to  survey  people  by  the 
millions.  The  first  miniature  films  utilized  were  of 
35  mm.  size.  These  have  the  advantage  of  speed 
of  taking,  low  cost,  ease  of  processing  and  the  mini- 
mum of  space  for  storage  and  filing.  Their  sole  dis- 
advantage is  that  the  smallness  of  the  image  results 
in  an  inevitable  slight  loss  of  detail.  The  United 
States  Public  Health  Service^®  and  the  United 
States  Navy  have  demonstrated  that  the  35  mm. 
film  is  a very  practical  and  valuable  tuberculosis 
case  finding  method.  Selective  Service  has  employed 
the  4x5  inch  size,  taking  the  film  stereoscopically.^^ 
This  method  is  a trifle  more  expensive,  definitely 
slower,  and  takes  more  filing  space,  but  the  detail 
revealed  on  the  larger  film  is  sufficiently  better  to 
warrant  choosing  this  method  in  my  opinion.  How- 
ever, a new  compromise  size,  namely,  70  mm.  with 
continuous  roll  film  and  phototimer^’^,  is  now  com- 
ing on  the  market  and  no  doubt  it  will  be  the  size 
of  choice  for  miniature  films  in  the  future. 

One  point  should  be  emphasized.  The  miniature 
film  is  a screening  device  to  detect  hidden  or  un- 
suspected tuberculosis  in  ostensibly  healthy  groups 
of  population.  Individuals  with  findings,  whether 
obvious  or  suggestive  of  pathology  on  the  miniature 
film,  should  be  referred  to  their  own  family  physi- 
cians or  a radiologist,  or  to  the  health  department 

8.  de  Abreu,  M. : Process  and  Apparatus  for  Roentgen 
Photography.  Am.  J.  Roentgenol.,  41:662-666,  April,  1939. 

9.  Potter,  H.  K. : Miniature  Films  in  Chest  Surveys. 
Radiology,  34:62-68,  Jan.,  1940. 

10.  Hilleboe,  H.  E.  and  Morgan,  R.  H. : Mass  Radio- 
graphy of  the  Chest.  Year  Book  Publishers,  Chicago,  1945. 

11.  Long,  E.  R.  et  al. : Military  Mobilization  and  Tuber- 
culosis Control.  J.  A.  M.  A.,  124:990-991,  April  1,  1944. 

12.  Morgan,  R.  H. : Automatic  Control  of  Exposure  in 
Photofluorogra])hy.  Pub.  Health  Rep.,  58:1533-1541,  Oct. 
15,  1943. 


(if  the  individual  has  no  family  physician)  for 
14x17  inch  films  and  for  clinical  study  when  so  in- 
dicated. The  miniature  film  survey  program  does 
not  take  medical  work  away  from  physicians  in 
private  practice;  it  actually  creates  medical  work 
for  them.  Since  1941,  approximately  13,000,000 
persons  have  been  roentgenized  by  Selective  Service 
and  another  3,000,000  persons  by  the  United  States 
Public  Health  Service,  state  and  local  health  de- 
partments and  tuberculosis  associations.  Our  even- 
tual goal  is  an  annual  roentgenogram  for  every 
adult.  Within  a very  few  years  of  this  type  of  pro- 
gram all  cases  of  tuberculosis  will  have  been  dis- 
covered and  further  dissemination  of  the  disease 
thwarted. 

As  a beginning,  we  should  direct  our  case  finding 
effort  toward  the  largest  reservoirs  of  tuberculosis 
in  our  state.^®’  Therefore,  we  began  in  1944  by 
initiating  miniature  film  surveys  in  our  three  state 
hospitals.  By  the  end  of  1945  these  mental  hos- 
pitals will  have  their  own  4x5  inch  equipment  and 
will  roentgenize  all  employees,  all  patient  admis- 
sions and  discharges,  and  each  patient  annually  in 
between.  This  should  serve  rapidly  to  decrease  the 
mental  hospital  tuberculosis  death  rates  which  have 
soared  as  high  as  1500  per  100,000  annually  in  one 
institution  in  1940  (see  chart  1). 

In  some  counties  in  Washington  the  deaths  from 
tuberculosis  are  preponderantly  in  the  Indian  popu- 
lation. This  is  the  second  most  important  group  in 
which  arrangements  must  be  consummated  for  an- 
nual roentgenograms  for  all  of  them.  Another  great 
reservoir  of  tuberculosis  is  the  industrial  worker.^^^ 
Recently  labor  and  management  have  shown  con- 
siderable interest  in  this  type  of  program.  The 
easiest  way  to  survey  the  industrial  worker  in  a 
plant  without  its  own  equipment  is  for  a mobile 
miniature  roentgen  film  unit  to  come  directly  to  the 
plant.  The  Washington  State  Department  of  Health 
has  owned  a mobile  4x5  inch  unit  for  one  year. 
During  nine  months  of  actual  operation  approxi- 
mately 30,000  films  were  taken,  of  which  roughly 
one-half  were  industrial  workers.  Our  experience 
has  been  variable,  but  as  a minimum  in  industrial 
workers  roentgenized,  two  in  each  thousand  will  be 
found  to  have  active  pulmonary  tuberculosis,  and 
six  others  will  have  pulmonary  tuberculous  lesions 
that  are  inactive  or  in  need  of  follow-up  to  evaluate 
activity. 

13.  Hilleboe,  H.  E.  et  al. : Tuberculosis  Case  Finding  in 
Institutional  Populations.  Am.  J.  Pub.  Health,  32:516-522, 
May,  1942. 

14.  Brown,  R.  W. : Tuberculosis  Rate  in  Western  State 
Hospital.  Northwest  Med.,  43:116-117,  April.  1944. 

15.  Hilleboe,  H.  E.  and  Newitt,  A.  W. : Small  Film  Ra- 
diography in  industrial  Groups.  Journal  Lancet.,  65:133- 
137,  April,  1945. 
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From  1942  to  1944  over  one  million  workers  in 
the  United  States  were  examined  by  eight  trans- 
portable field  units  (35  mm.  and  4x5  inch)  of  the 
United  States  Public  Health  Service.  In  this  group 
of  adults,  1.5  per  cent  had  roentgen  evidence  of 
reinfection  type  tuberculosis,  of  which  approxi- 
mately 65  per  cent  were  minimal,  30  per  cent  mod- 
erately advanced,  and  5 per  cent  far  advanced  ac- 
cording to  the  classification  of  the  National  Tuber- 
culosis Association.  This  distribution  is  of  consid- 
erable interest  in  view  of  the  fact  that  minimal 
cases  have  comprised  only  10  to  15  per  cent  of  the 
first  admissions  to  tuberculosis  hospitals  in  this 
country  in  recent  years.  Some  authorities  advocate 
that  the  eventual  goal  should  be  that  all  workmen 
should  have  preplacement  medical  examinations,  of 
which  a miniature  film  would  be  a component  part. 
Annual  reexaminations  would  be  continued  there- 


missions  yearly  in  the  United  States^®  and  an  esti- 
mated similar  number  of  out-patient  clinic  admis- 
sions. The  yield  of  cases  in  this  group  is  surprisingly 
high.^  In  addition  to  tuberculosis,  many  other 
unsuspected  abnormalities  are  picked  up,  such  as 
neoplasms,  cardiac  abnormalities,  congenital  anom- 
alies, etc.'^^  Hospital  employees  should  be  routinely 
roentgenized  too.^^  We  have  observed  instances  of 
active  tuberculosis  in  hospital  employees  in  this 
state.  It  takes  little  stretch  of  the  imagination  to 
visualize  the  hazard  of  an  unsuspected  open  case 
of  tuberculosis  in  either  a patient  or  a hospital  em- 
ployee in  a maternity  ward. 

Another  objective  in  case  finding  with  miniature 
films  will  be  community  surveys,  utilizing  mobile 
miniature  roentgen  machines  to  go  through  whole 
cities,  towns  and  villages  to  roentgenize  all  the 
adults  therein.  Such  a survey  was  begun  in  St. 


Chart  1.  Tuberculosis  death  rate  (per  100,000  population) 
divisions  thereof  in  State  of  Washington,  1943. 

after.  Some  industrial  concerns,  such  as  the  DuPont 
Company,  have  had  annual  chest  roentgen  exami- 
nations of  workmen  for  a decade. 

General  hospitals  represent  excellent  opportuni- 
ties for  tuberculosis  Ccise  finding  in  the  routine  of 
all  admissions.^®’  The  Mayo  Clinic  has  routinely 
roentgenized  clinic  and  hospital  admissions  for 
about  fifteen  years  with  14x17  inch  films.  Hodges^® 
at  Ann  Arbor  has  utilized  miniature  films  for  the 
University  of  Michigan  hospital  admissions  since 
1941.  There  are  over  16,CX)0,000  general  hospital  ad- 


16.  Childress,  W.  G.  et  al. : Tuberculosis  Case  Finding 
by  General  Hospitals.  J.  A.  M.  A.,  122:1063-1065,  Aug. 
14.  1943. 

17.  Scatchard,  G.  N.  and  Duszynski,  D.  O. : Miniature 
Chest  X-Ray  Films  in  General  Hospitals.  J.  A M.  A., 
127:746-748,  March  31,  1945. 

18.  Hodges,  F.  J. : Fluorographic  Examinations  of  Chest 
as  Routine  Hospital  Procedure.  Radiology,  38:453-461, 
April,  1942. 


for  the  general  population  and  for  selected  sub- 


Louis  County,  Minnesota,  wherein  the  City  of 
Duluth  is  located.^®  Since  December,  1943,  one- 
fourth  of  the  entire  population  of  200,000  has  been 
roentgenized.  A second  mobile  unit  now  has  been 
ordered  there  to  enable  more  nearly  complete  an- 
nual coverage  of  the  entire  adult  population. 

In  this  state,  mobile  miniature  film  units  are 
operated  by  the  State  Department  of  Health,  the 
Anti-Tuberculosis  League  of  King  County  and  a 


19.  Journal  American  Medical  Association,  127:778, 
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new  one  just  received  by  the  Clark  County  Health 
Department,  purchased  by  the  Clark  County  Tu- 
berculosis League.  Stationary  miniature  film  units 
are  in  operation  by  the  University  of  Washington 
Health  Service,  Spokane  County  Health  Depart- 
ment, Seattle  City  Health  Department,  Providence 
Hospital  in  Seattle,  DuPont  Company  at  Richland, 
the  United  States  Navy  in  the  Exchange  Building 
in  Seattle,  the  Navy  at  the  Puget  Sound  Navy  Yard 
at  Bremerton.  The  Army  has  three  units  in  the 
Induction  Centers  in  Seattle  and  Spokane  and  the 
Separation  Center  at  Fort  Lewis.  The  Armed 
Forces  are  now  roentgenizing  all  military  personnel 
on  separation  from  military  service,  a^  well  as  upon 
induction.  Three  other  miniature  film  units  are 
being  installed  this  month.  They  are  in  the  health 
departments  of  Pierce,  Yakima  and  Kitsap  Coun- 
ties. The  Kitsap  County  machine  was  purchased 
by  the  Kitsap  County  Tuberculosis  League.  The 
Coast  Guard  and  the  United  States  Maritime  Com- 
mission have  units  that  are  being  installed  this 
month  in  Seattle. 

The  advent  of  all  these  miniature  film  machines 
indicates  that  case  finding  on  a scale  never  hereto- 
fore dreamed  possible  is  about  to  be  launched.  This 
means  that  a great  many  patients  will  be  referred 
to  their  family  physicians  with  miniature  film  find- 
ings that  will  necessitate  follow-up.  The  follow-up 
must  always  begin  by  securing  14x17  inch  films; 
then  many  will  need  clinical  chest  study,  including 
good  history,  physical  examination  of  the  chest, 
sputum  samples,  sedimentation  rate  and  tuberculin 
tests. 

Another  important  line  of  endeavor  in  tubercu- 
losis control  is  that  of  rehabilitation  of  the  patient. 
In  this  state  this  work  was  initiated  at  Firland 
Sanatorium  about  twenty  years  ago,  but  almost  be- 
came a casualty  of  the  present  war.  However,  the 
work  has  been  picked  up  once  again,  aided  by  the 
various  local  tuberculosis  leagues  and  the  State 
Tuberculosis  Association,  and  is  now  under  way  in 
eight  of  the  sanatoria;  as  yet  it  has  not  been  started 
in  the  three  smallest  sanatoria.  In  addition  to  the 
recent  fine  work  of  the  Tuberculosis  Association 
and  the  local  leagues  on  rehabilitation  in  the  sana- 
toria, it  has  been  possible  to  secure  vocational  train- 
Tuberculosis  Association.  In  addition  to  the  recent 
fine  work  of  the  Tuberculosis  Association  and  the 
local  leagues  on  rehabilitation  in  the  sanatoria,  it 
has  been  possible  to  secure  vocational  training  for 
many  exsanatorium  patients  through  the  State  Di- 
vision of  V'ocational  Training. 
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In  the  past,  few  complications  have  given  the 
doctor  a more  helpless  feeling  than  has  venous 
thrombosis  of  the  extremities,  with  its  too  frequent 
accompaniment,  pulmonary  embolism.  Recently, 
however,  treatment  has  progressed  from  this 
“dreaded  waiting  for  embolism  to  occur”  to  rapid 
and  active  prevention  of  its  occurrence. 

Space  will  not  permit  a detailed  discussion  of 
the  distinctions  between  the  various  types  of  throm- 
bosis. Accepted  as  of  greatest  danger,  however,  is 
that  form  usually  termed  phlebothrombosis.  This 
may  give  little  or  no  indication  of  its  presence  until 
it  results  in  pulmonary  embolism.  When  giving 
rise  to  pain,  tenderness,  edema  or  elevation  of  tem- 
perature, pulse  or  respiration,  this  form  shades  off 
gradually  into  the  seemingly  more  inflammatory 
type,  thrombophlebitis,  a differentiation  stressed  by 
Ochsner  and  his  colleagues.^  In  its  more  serious 
form,  thrombophlebitis  causes  the  painful,  swollen 
leg  of  classic  phlegmasia  alba  dolens.  Although 
pulmonary  embolism  is  much  less  likely  to  origi- 
nate from  thrombophlebitis  and  phlegmasia  alba 
dolens,  all  thrombosis  remains  a potential  hazard. 
It  should  be  emphasized  that  these  types  are  not 
clear  cut  entities  and  frequently  blend  into  each 
other. 

V'iewing  the  thrombus  after  the  manner  of  Ho- 
mans^, we  conceive  of  it  as  usually  originating  in 
the  venous  plexuses  of  the  calf  of  the  leg.  It  may 
remain  localized  or  take  any  of  the  following 
courses:  (1)  propagate  up  the  femoral  vein  or  even 
to  the  iliac  or  vena  cava  as  a loosely  attached 
soft  thrombus  is  likely  to  break  off  at  some  point, 
resulting  in  pulmonary  embolism  of  varying  sever- 
ity; (2)  it  may  propagate  in  such  manner  as  to  fill 
the  vein  more  completely  and  become  adherent  to 
its  walls,  with  extension  into  tributary  veins  and  re- 
action in  the  walls  of  the  veins  and  the  perivenous 
tissues.  This  results  in  more  marked  signs  and 
symptoms,  both  locally  and  generally,  in  other 
w’ords,  a thrombophlebitis^;  it  may  go  on  farther 

♦ Read  before  the  Seventieth  Annual  Meeting  of  Oregon 
State  Medical  Society.  Portland,  Ore.,  Sept.  2-3,  1944. 
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M.  A.,  123:738-744.  Nov.  20,  1943. 

2.  Homans,  J. : Deep  quiet  venous  thrombosis  in  Lower 
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and  complete  femoroiliac  extension,  with  blocking 
of  the  vein  and  a marked  increase  in  the  inflam- 
matory accompaniment,  again  the  picture  of  phleg- 
masia alba  dolens. 

Any  type  of  venous  thrombosis,  progressing  into 
the  subacute  and  chronic  stages,  results  in  organi- 
zation of  the  thrombus,  with  or  without  some  de- 
gree of  recanalizaton.  Edema  of  the  extremity, 
together  with  inflammatory  reaction  in  the  perivas- 
cular tissues,  induces  a gradually  developing  fibro- 
sis. Venous  valves  may  be  destroyed  or  rendered 
inadequate.  The  poorly  supported  superficial  veins 
may  be  forced  by  residual  deep  obstruction  to  carry 
the  burden  of  venous  return.  This,  with  or  with- 
out damage  to  them  that  might  have  been  incurred 
in  the  thrombotic  process,  will  lead  to  varicosities. 
Edema  with  either  postphlebitic  or  varicose  ulcers 
or  a combination  of  both  may  be  the  final  result. 
Even  when  adequate  canalization  of  thrombosed 
deep  veins  occurs,  the  varices  cannot  regress  as 
their  structural  changes  are  irreversible. 

At  Letterman  General  Hospital  w'e  have  seen 
many  such  cases  returning  from  overseas  units.  We 
have  studied  the  residual  venous  pathology  clini- 
cally and  by  phlebography  in  more  than  a hundred 
such  cases.  In  this  group  we  have  found  that, 
almost  without  exception,  soldiers,  who  had  suffi- 
cient discomfort  in  thigh  or  calf  to  incapacitate 
them  for  general  military  duty,  showed  readily 
evident  venous  obstruction  or  marked  irregularity 
and  tortuosity  of  the  veins  by  phlebogram.  We 
found  that  in  these  cases  the  usual  clinical  tests 
for  patency  of  the  deep  veins  are  often  uncertain 
or  unreliable  (fig.  3,  case  1). 

.\s  a result  of  our  study  we  will  not  undertake 
any  operative  procedure  on  such  a case  without 
first  studying  the  deep  venous  system  by  phlebo- 
gram. In  addition,  an  occasional  important  con- 
genital anomaly  of  the  venous  system  has  im- 
pressed on  us  the  desirability  of  phlebography  as  a 
preliminary  to  operations  for  even  seemingly  un- 
complicated varicose  veins.  While  we  certainly 
admit  that  such  study  will  not  reveal  all  cases  of 
obstruction,  either  acute  or  chronic,  and  may  over- 
look other  abnormalities,  w’e  feel  that  it  is  never- 
theless a valuable  adjunct  to  the  study  and  diag- 
nosis of  vein  pathology. 

PHLEBOGRAPHY  TECHNIC 

The  procedure  used  by  us  is  illustrated  in  figure 
1.  Members  of  the  Radiological  Branch  at  Letter- 
man  General  Hospital,  in  particular  Captain  Alli- 
son Imler,  M.C.,  have  assisted  in  the  development 
of  this  technic  and  in  interpretation  of  the  phlebo- 
grams. 


The  leg  is  rotated  inward  to  separate  the  tibial 
and  fibular  shadows  and  both  heels  are  placed  on  a 
sandbag  to  allow  ready  movement  of  the  roentgen 
cassette  under  the  calves  of  the  legs.  A 14x17  film 
is  half  shielded  by  a lead  plate  so  that,  by  shifting 
it,  two  serial  pictures  may  be  obtained  that  include 
the  calf  to  above  the  knee.  Two  rubber  tourniquets 
are  looped  moderately  firmly  at  about  2 and  4 
inches  above  the  anklet  and  serve  to  force  the  flow 
into  the  deep  veins.  Thirty  cc.  of  35  per  cent  dio- 
drast  are  injected  slowly  through  a 22  gauge  needle 
into  any  vein  of  the  foot,  but  preferably  one  of 
those  on  the  dorsolateral  aspect  as  these  lead  more 
directly  into  the  deep  veins. 

After  injection  of  20  cc.  the  first  roentgen  view 
is  taken,  the  cassette  moved  and  a second  view  of 
the  same  area  obtained  while  the  injection  con- 


Fig.  1.  Technic  for  developing  the  plebogram. 


tinues.  A cassette  is  then  put  in  the  already  placed 
Bucky  diaphragm,  the  tube  head  advanced  and  a 
view  from  knee  to  groin  obtained.  The  Buck}^ 
diaphragm  and  tube  are  now  rapidly  shifted  and  a 
higher  but  still  overlapping  view  is  obtained  that 
shows  the  iliac  region.  The  entire  process  takes 
just  a little  over  a minute.  Two  moderately  firm 
tourniquets  above  the  ankle  have  more  consistently 
prevented  escape  of  the  opaque  medium  along  the 
superficial  veins  than  has  a single  one.  If  a single 
one  is  placed  firmly  enough  to  accomplish  this,  it 
frequently  causes  a vasospasm  in  the  foot  with 
resultant  difficulty  in  the  intravenous  injection.  An 
additional  venous  tourniquet  may  be  placed  just 
above  or  below  the  knee  to  insure  maximal  flow 
through  the  deep  veins.  This  is  not  used  routinely, 
however,  because  of  possible  distortion  of  the 
venous  picture  distal  to  the  tourniquet. 

Advantages  of  this  procedure  are: 

1.  Veins  need  rarely  be  cut  down  upon  and  the 
procedure  can,  therefore,  be  readily  repeated. 

2.  Two  pictures  of  nearly  all  of  the  extremity  are 
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obtained.  Thus,  if  one  picture  shows  a filling  defect 
or  abnormality,  the  other  often  supplements  and 
clarifies  it. 

3.  The  sometimes  confusing  superficial  veins  are 
usually  not  shown.  If  one  wishes  to  include  them, 
the  tourniquets  may  be  removed  after  the  first 
picture. 

4.  If  present,  incompetencies  in  communicating 
veins  will  frequently  be  demonstrated. 

5.  The  technic  is  a simple  one  not  requiring  spe- 
cial equipment  and  is  quickly  acquired  by  rapidly 
changing  roentgen  personnel. 

In  a series  of  over  300  phlebograms,  including 
both  acute  and  chronic  cases,  we  have  not  had  a 
single  serious  complication.  In  a few  instances  as 
much  as  130  cc.  of  35  per  cent  diodrast  have  been 
given  to  a patient  within  a period  of  two  hours.  All 
patients  are  subjected  to  conjunctival  and  sub- 
lingual tests  for  diordrast  sensitivity.®  In  those 
found  sensitive  by  tests  or  those  with  history  of 
any  sensitivity  or  allergy,  administration  is  slower 
and  more  cautious,  and  is  discontinued  if  difficult 
breathing  or  other  sign  of  sensitivity  occurs.  Adren- 
alin is  always  kept  close  at  hand  during  injection. 
Although  the  technic  of  phlebography  is  simple, 
considerable  experience  is  necessary  for  proper  in- 
terpretation of  the  phlebograms  and  not  infre- 
quently they  must  be  repeated  or  correlated  with 
clinical  findings  before  one  arrives  at  definite  con- 
clusions. 

CASE  REPORTS 

The  following  case  reports  indicate  the  advan- 
tages of  phlebography  in  studying  the  deep  venous 
circulation.  They  are  illustrated  by  phlebograms 
and  actual  tracings  of  phlebograms  with  the  major 
thrombosed  segments  of  veins  added  in  solid  black. 
Only  one  of  the  serial  phlebograms  is  reproduced 
for  each  case  and  its  corresponding  location  on 
the  tracing  is  shown  by  a bracket.  Figure  2 shows 
diagramatically  the  principal  branches  of  the  ven- 
ous system  to  the  lower  extremity  and  their  ap- 
proximate relationship  by  phlebogram,  also  the 
main  levels  available  to  ligation  in  cases  of  throm- 
bosis. 

Case  1,  Fig.  3.  Ulcer  left  leg  eight  years  after  phlebitis. 
Persistent  massive  deep  venous  block  right  leg  not  apparent 
clinically. 

20  year  old  male  had  pneumonia,  complicated  by  deep 
thrombophlebitis  of  both  legs  8 years  ago.  Varicosities  of 
the  left  leg  developed  but  he  was  symptom-free  except  for 
moderate  edema  of  this  leg  on  long  standing.  An  ulcer 
(fig.  3,  U)  4 cm.  in  diameter  in  the  edematous  area  above 
the  left  medial  malleolus  developed  8 weeks  before  admis- 
sion. On  this  side  greater  and  lesser  saphenous  trunks  were 
adequate,  but  inadequate  valves  in  several  perforating  veins 
just  above  the  ulcer  were  evidently  the  causative  factor  of 

3.  Dolan,  L.  P. : Alleigic  Death  Due  to  Intravenous  Use 
of  Diodra.st.  .1.  A.  M.  A.,  114:138-139,  Jan.  13,  1940. 
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Fig.  2.  Shows  branches  of  venous  system  and  levels  for 
ligation. 


Fig.  3,  Case  1.  A — Reveals  massive  deep  venous  block  as 
shown  in  black  line  (SF).  Patient  had  no  symptoms  in 
this  leg.  Deep  venous  block  demonstrable  only  by  veno- 
gram. B — Left  leg  in  which  ulcer  developed  at  point  U. 
Ulcer  produced  by  inadequate  valves  in  perforating  veins 
(PV)  causing  varicosities  and  reverse  blood  flow.  Deep 
and  superficial  veins  are  patent.  C — X-ray  of  right  leg. 


the  edema  and  ulceration.  Inadequate  valves  are  shown  in 
phlebograms  by  reverse  blood  flow  (see  arrows)  in  perfor- 
ators (PV)  above  tourniquet  (T).  Raising  flap  and  ligating 
the  incompetent  veins  (PV)  at  the  point  of  penetration 
through  the  deep  fascia  resulted  in  healing  of  the  ulcer  and 
gradual  disappearance  of  the  edema.  Saphenous  trunks  left 
intact. 
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Fig.  5,  Case  2 — Varicosities  (V)  aie  com- 
pensatory to  deep  venous  thrombosis  (PT) 
and  operation  here  would  embarrass  an  al- 
ready inadequate  venous  circulation. 


Veins  of  the  right  leg  were  prom- 
inent but  not  varicose.  No  edema, 
dependent  cyanosis  or  discomfort. 
Wearing  firmly  wrapped  elastic  ban- 
dages from  toe  to  groin,  or  venous 
tourniquets  about  the  thigh  did  not 
cause  leg  pain,  even  with  protracted 
walking.  However,  phlebograms  re- 
vealed a complete  residual  blockage 
of  the  superficial  femoral  (SF)  and 
common  femoral  (CF)  veins  (throm- 
bosed segments  blocked  out  in  trac- 
ing) . The  blood  is  seen  to  emerge 
in  reverse  flow  below  the  knee  and 
is  then  carried  upward  in  the  greater 
saphenous  trunk  (GS).  This  and 
several  similar  cases  in  our  series 
emphasize  the  fact  that  consider- 
able deep  thrombosis  may  persist 
without  evidence  of  recanalization 
even  after  many  years.  These  cases 
also  indicate  the  lack  of  reliability 
of  some  of  the  tests  most  commonly 
used  to  indicate  patency  of  the  deep 
veins. 

Case  2.  Figs.  4,  5.  Varicose  veins, 
operation  contraindicated  by  residual 
deep  thrombosis. 

This  22  year  old  male  sustained 
fracture  of  right  tibia  and  fibula  18 
months  previously.  Inlay  bone  graft 
to  tibia.  Development  of  varicose 
veins  and  persistence  of  dependent 
cyanosis  and  edema  followed  re- 
moval of  cast  (fig.  4).  Pain  in  calf 
and  ankle  with  more  than  minimal 
walking.  Incompetent  perforating 
veins  below  knee  clinically.  Note  in 
phlebogram  (fig.  5)  that  the  only 
deep  veins  visualized  are  very  nar- 
row' ones  in  the  peroneal  region  (P), 
most  of  the  venous  return,  being 
carried  through  superficial  varicosi- 
ties (V)  to  greater  saphenous  sys- 
tem (GS).  Deep  veins  above  the 
knee  visualize  normally  (SF).  Vari- 
cosities are  evidently  compensatory 
to  deep  venous  thrombosis  (PT). 
Operation  might  thus  aggravate  an 
already  inadequate  venous  circula- 
tion. Support  with  elastic  or  .^ce 
bandage  advised,  together  with  sep- 
aration from  the  Service. 

Case  3.  Fig.  6.  Old  thrombophle- 
bitis with  recanalization.  Residual 
incompetent  veins,  causing  ulcera- 
tion. 

This  34  year  old  male  had  typhoid 
fever  complicated  by  massive  throm- 
bophlebitis of  the  left  leg  13  years 
prior  to  admission.  Pitting  anterior 
tibial  edema  persisted  with  more 
than  minimal  standing.  Two  years 
before  adrriission,  pretibial  tissues 

Fig.  6.  Case  3.  A — Normal  right 
leg.  B — Markedly  tortuous  collat- 
eial  channels  (CO)  in  common  fe- 
moral (CF)  and  external  iliac  (FI). 
Incompetent  lesser  saphenous  sys- 
tem (LS)  resulted  in  ulceration  at 
(T.  Ligation  of  lesser  saphenous  and 
greater  sajihenous  trunks  below 
knee  healed  ulcer  and  relieved 
symptoms.  C — X-ray  of  left  thigh. 
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became  indurated  and  pigmented,  and 
a year  before  admission  ulceration  oc- 
curred. Varicosities  of  greater  and  lesser 
saphenous  systems  below  knee  and  in- 
competency  of  lesser  saphenous  trunk, 
clinically  femoroiliac  thrombophlebitis 
with  persistence  of  markedly  tortuous 
collateral  channels  in  the  common  fe- 
moral (CF)  and  external  iliac  (El) 
regions  by  phlebogram  (fig.  6).  Reflux 
of  diodrast  is  seen  in  lesser  saphenous 
trunk  on  left  (LS).  No  reflux  on  oppo- 
side  side,  where  there  is  adequate  vah'e, 
is  shown  in  tracing.  On  the  left  the  in- 
competent lesser  saphenous  system 
(LS)  resulted  in  chronic  venostasis, 
edema  and  ulceration  (U).  Ligation  of 
lesser  saphenous  trunk  and  ligation  be- 
low the  knee  of  the  greater  saphenous 
trunk  caused  disappearance  of  edema 
and  healing  of  ulcer.  In  cases  giving 
history  or  showing  evidence  of  preex- 
isting dep  venous  thrombosis,  injec- 
tions of  sclerosing  solutions  should  not 
be  used  as  the  tortuous  and  irregular 
deep  channels  would  probably  be  more 
readily  thrombosed  than  would  normal 
veins. 


Case  4.  Fig.  7.  Marked  dilatation  and 
pooling  in  both  deep  and  superficial 
veins. 

This  31  year  old  male  had  varicose 
veins  of  both  greater  saphenous  sys- 
tems, becoming  gradually  more  severe 
over  ten  year  period.  Incomp>etency  of 
valves  of  greater  saphenous  trunks  clin- 
ically, valves  in  deep  veins  adequate. 

Note  in  phlebograms  (fig.  7.\)  the  tor- 
tuous sacculations  of  superficial  vari- 
cosities (V).  .4l1so  note  widening  of  the 
deep  veins  (PT)  ; in  effect,  varicosities 
of  the  deep  venous  system.  Superficial 
femoral  (SF),  deep  femoral  (DF)  and 
greater  saphenous  (GS)  veins  in  thigh 
are  not  visualized  preoperatively  (fig. 

7.\)  as  all  diodrast  is  pooled  in  dilated 
superficial  and  deep  veins.  These  could 
be  demonstrated  by  compressing  the 
dilated  veins  with  a firmly  applied  .Ace 
bandage  while  doing  phlebogram.  Dila- 
tion of  deep  veins  remains  just  as  prom- 
inent a month  after  operative  oblitera- 
tion of  superficial  varicosities  (fig.  7B). 

Such  deep  venous  dilation  is  a not  un- 
common finding  in  association  with  su- 
perficial varices.  Its  relationship  to  their 
development  is  conjectural  as  it  may 
also  be  seen  with  normal  appearing 
superficial  veins. 

Cases  S,  6,  7.  Fig.  8.  Congenital 
anomalies  of  veins  may  alter  or  con- 
traindicate operation. 

Phlebography  on  these  three  patients 
(fig.  8)  revealed  various  types  of  con- 
genital venous  anomalies  that  might 
alter  the  type  of  operation  performed 
or  even  make  any  operation  undesirable. 

Case  5.  Fig.  8A.  With  varicose  veins  (V)  along  the  lat- 
eral aspect  of  the  thigh  and  leg,  shows  no  incompetency 
clinically  of  either  greater  or  lesser  saphenous  systems. 
Instead,  an  incompetent  perforating  vein  (PV)  may  be  seen 


Fig.  7,  Case  4.  A — Dilation  and  pooling  in  deep  and  superficial  veins. 
B — After  operation. 


connecting  the  varicosities  directly  with  the  deep  femoral 


Fig.  9,  Case  8.  Massive  venous  thrombosis  of  right. 

vein  (DF).  Obviously,  no  permanent  cure  of  the  varicosi- 
ties can  be  expected  unless  this  incompetent  connection  is 
interrupted  at  or  deep  to  the  deep  fascial  layers.  .Also  note 
anomalous  vein  (.A)  connecting  popliteal  vein  (P)  with  this 
perforating  vein  (PV). 
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n Fig.  8,  Cases  5,  6 and  7.  Congenital  anomalies  of  veins  which  may  alter 
[or  contraindicate  operation.  A — Case  5.  Incompetent  perforating  veins  be- 
: tween  varicosities  and  femoral  vein.  B — Case  6.  Shows  absence  of  right 
(femoral  and  iliac  trunks.  C— Case  7.  Greater  saphenous  vein  takes  origin 
gon  lateral  aspect  of  leg. 


Fig.  10,  Case  8.  Indicates  femoriliac  thrombosis  and 
flow  through  superficial  collaterals.  This  patient  treated 
by  lumbar  sympathetic  blocks.  Would  be  a mistake  to 
ligate  superficial  veins. 


Case  6.  Fig.  8B.  Reveals  by  phlebo- 
grams  an  absence  of  the  femoral  and 
iliac  trunk  on  the  right  side,  the  greater 
saphenous  vein  (GS)  bearing  the  brunt 
of  the  venous  circulation.  It  is  seen 
crossing  over  in  the  anterior  abdominal 
wall  to  join  the  femoral  vein  (CF)  of 
the  opposite  side.  Needless  to  say,  treat- 
ment by  either  operation  or  injection 
is  definitely  contraindicated  in  this 
case  (phlebograms  of  this  case  in  proc- 
ess of  publication  by  Capt.  .Allison 
Imler,  M.C.). 

Case  7.  Fig.  8C.  The  greater  saphe- 
nous vein  (GS),  instead  of  following 
its  usual  course  along  the  medial  aspect 
of  the  thigh,  takes  origin  on  the  lateral 
aspect  of  the  leg,  ascending  across  the 
anterior  aspect  of  the  thigh  toward 
the  usual  location  of  the  saphenofe- 
moral  junction. 

Case  8.  Figs.  9,  10.  A 25  year  old 
male  was  returned  from  Southwest  Pa- 
cific because  of  massive  venous  throm- 
bosis of  the  right  leg  of  three  and  one- 
half  months  duration,  developing  after 
twenty-four  hours  in  cramped  position 
in  a fox  hole.  Note  marked  swelling 
of  the  entire  leg  with  skin  in  several 
places  appearing  on  the  verge  of  break- 
ing down  (fig.  9).  Phlebograms  indi- 
cate femoroiliac  thrombosis  with  flow 
through  superficial  collaterals  (fig.  10), 
and  in  reverse  flow  through  communi- 
cating veins.  The  branches  (B)  of  the 
greater  saphenous  trunk  (GS)  can  be 
seen  conducting  the  diodrast  in  reverse  flow  from  the  sa- 
phenous bulb  (SB)  (see  arrows),  thus  acting  as  collateral 
channels  to  the  abdomen.  Such  collateral  channels  should 
be  retained  by  disturbing  the  saphenous  branches  as  little 
as  possible  at  operation.  A series  of  five  lumbar  sympathetic 
blocks,  plus  the  wearing  of  an  .Ace  bandage,  reduced  the 
calf  measurement  three  and  three-quarters  inches  over  a 
period  of  ten  days  while  awaiting  evacuation  to  a vascular 
center. 

Case  9.  Figs.  11,  12,  13.  Phlebothrombosis  jollowing 
Mikulicz  Procedure.  Right  external  iliac  ligation  followed 
by  left  femoral  ligation  ten  days  later. 

Fourteen  days  following  first  stage  Mikulicz  resection  for 
carcinoma  of  sigmoid  colon,  this  54  year  old  male  devel- 
oped tenderness  and  induration  along  the  right  superficial 
femoral  vein.  Note  in  phlebograms  (fig.  11)  irregularity  and 
tortuosity  of  the  deep  veins  on  right  below  knee  and  total 
obliteration  of  the  superficial  femoral  (SF),  common  fem- 
oral (CF)  and  external  iliac  (El)  veins.  Blood  flow  is 
through  multiple  tortuous  and  mostly  superficial  collateral 
anastomoses,  with  retrograde  flow  beyond  the  sapheno- 
femoral  junction  (SF)  through  the  upper  saphenous  tribu- 
taries as  indicated  by  arrows.  Blocked  arrow  shows  level  of 
ligation  of  external  iliac. 

Venous  circulation  on  left  is  seen  by  phlebogram  (fig. 
11)  to  be  normal  at  the  time  thrombosis  became  evident 
on  right.  Ten  days  later  tenderness  in  left  calf  accompanied 
rise  of  temperature  and  pulse.  Phlebograms  indicated  femo- 
roiliac thrombosis  (fig.  12).  Note  multiple  small  tortuous 
collateral  channels  (CV)  that  have  taken  over  the  circula- 
tion from  thrombosed  deep  veins  and  drain  into  greater 
saphenous  system  (GS)  through  incompetent  perforating 
veins  (PV).  Collateral  channels  along  the  abdominal  wall 
(see  arrows)  from  the  saphenous  bulb  (SB)  are  unusually 
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rig  11,  Case  9.  A — Indicates  tortuosity  of  deep  right 
veins  below  knee  and  obliteration  of  superficial  femoral 
occurring  14  days  after  bowel  resection.  B — Right  leg 
normal  at  this  time  but  thrombosis  occurred  ten  days 
later  (see  fig.  11). 


well  shown.  Common  femoral  vein  ligation  above  the 
saphenofemoral  junction  (see  blocked  arrow)  was  per- 
formed, the  common  femoral  vein  being  sectioned  and  soft 
clot  sucked  back  out  of  the  external  iliac  vein. 

\ photograph  (fig.  13)  of  the  patient  taken  six  days 
later  show's  the  colostomy  (A),  scar  of  external  iliac  liga- 
tion fifteen  days  old  (B),  and  scar  of  common  femoral 
ligation  five  days  old  (C).  Contrast  the  minimal  edema  in 
spite  of  massive  phlebothrombosis  and  recent  venous  trunk 
ligations  with  the  marked  swelling  accompanying  phleg- 
masia alba  dolens  (fig.  9).  The  colostomy  was  closed  two 
months  later  and  the  patient  is  now  leading  a normal  life. 
There  is  minimal  pretibial  and  ankle  edema  after  he  has 
been  up  most  of  the  day  and  the  superficial  veins  are 
somewhat  more  prominent  than  before  operation,  although 
not  varicose. 

Case  10.  Fig.  14.  Propagating  phlebothrombosis. 

.An  age  25  para  II  was  admitted  to  the  obstetric  service 
for  elective  cesarean  section  at  term  because  of  contracted 
pelvis.  -A  normal  male  infant  w'as  delivered  by  low  trans- 
verse cesarean  section  without  difficulty.  During  the  opera- 
tion the  veins  of  both  broad  ligaments  w'ere  seen  to  be 
unusually  dilated  and  tortuous.  Convalescence  was  unevent- 
ful until  the  eleventh  postoperative  day,  when  she  com- 
plained of  stiffness  of  the  left  leg.  Physical  examination  was 
negative  for  any  sign  of  venous  thrombosis. 

Next  day  tenderness  was  noted  along  the  midthird  of 
the  femoral  vein  on  the  left.  The  calf  muscles  were  not 
tender  to  pressure  and  there  was  no  pain  or  resistance  to 
passive  or  active  dorsiflexion  of  the  foot.  The  temperature 
was  98.6°  but  the  pulse  had  risen  during  the  previous 
twenty-four  hours  from  a count  of  80  to  one  of  90  per 
minute.  The  diagnosis  of  venous  thrombosis  was  substan- 
tiated by  phlebogram.  Note  in  tracing  of  phlebograms  com- 
plete occlusion  of  tbe  upper  two- 
thirds  of  the  left  superficial  fe- 
moral vein  (fig.  14)  (SF).  The 

opaque  medium  in  the  lower  por- 
tion of  this  vein  and  the  deep  veins 
below  the  knee  shows  blotchy  in 
appearance  with  the  periphery  of 
the  veins  more  clearly  visualized 
than  their  centers  (fig.  14).  This 
appearance  is  typical  of  partially 
occluding  or  propagating  thrombi. 
These  thrombi,  if  extending  prox- 
imally,  would  be  the  type  most 
likely  to  become  dislodged  with  re- 
sultant embolism.  Note  collateral 
connection  (.A)  between  saphenous 
bulb  (SB)  and  tortuous  dilated 
vein  (V)  inside  pelvis.  Note  also 
collateral  veins  in  the  thigh  (CC). 

Common  femoral  ligation  and  sec- 
tion with  evacuation  of  the  throm- 
bus was  done  under  spinal  anes- 
thesia. She  was  started  on  active  leg 
and  foot  exercises  on  the  day  of 
operation,  allowed  up  on  the  next 
day  and  discharged  home  ten  days 
later,  at  w'hich  time  there  was  no 
edema  or  disability.  Check-up  exam- 
ination tw’o  months  after  discharge 
showed  no  edema,  dependent  cyano- 
sis or  prominence  of  veins,  and 
there  was  no  discomfort  on  standing 
or  w'alking. 


Pig.  12,  Ca.se  9.  Indicates  femoroiliac 
thrombosis  of  ieft  leg  ten  days  after  in- 
volvement of  right  leg. 


Shows  scar  of  abdominal 
operation.  B and  C — 
Shows  scars  of  iliac  and 
femoral  vein  ligations. 


ACUTE  VENOUS  THROMBOSIS 

In  dealing  with  acute  venous 
thrombosis,  if  a maximum 
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Fig.  14,  Case  10.  Indicates  occlusion  of  upper  two-thirds 
of  left  superficial  femoral  vein  and  blotchy  veins  below 
the  knee  typical  of  partially  occluding  or  propogating 
thrombi. 


number  of  lives  is  to  be  saved,  suspicion  of  its  ex- 
istence should  be  the  indication  for  action.  Such 
symptoms  as  pain,  tenderness  or  induration  along 
the  veins  of  muscular  venous  plexuses  of  the  legs 
must  cause  this  suspicion;  so  should  any  otherwise 
elevation  of  the  temperature,  pulse  or  respiration. 
This  applies  equally  to  postoperative  cases  and  to 
cases  on  medical  wards,  where  awareness  of  the 
frequency  of  this  complication  and  vigilance  in  its 
detection  will  prevent  many  catastrophies. 

HEPARIN  AND  DICUMAROL 

The  use  of  heparin  and  dicumarol,  singly  or  in 
combination,  has  had  many  advocates.^’®  Murray 
stated  that,  heparinized  after  an  initial  pulmonary 
infarction,  no  fatal  pulmonary  embolism  occurred 
in  a group  of  46  cases.  Heparin  prolongs  clotting 
by  reducing  the  adhesiveness  of  the  blood  plate- 
lets.'’*'^ Dicumarol  in  proper  dosage  holds  down 


4.  Evans,  J.  A. : Dicumarol  Therapy  in  Thrombotic 

Emergencies.  New  England  J.  Med.,  230:131-135,  Feb  3, 
1944. 

5.  Murray,  G. : Heparin  in  Thrombosis  and  Blood  Ves- 
sel Surgery.  Surg.  Gynec.  & Obst.,  72:340,  1941. 

6.  Homans,  J. : Diseases  of  Veins.  New  England  J.  Med., 
231:51-60,  July  13,  1944. 


the  blood  prothrombin  level  by  inhibiting  its  for- 
mation in  the  liver,  without  delaying  coagulation, 
and  impairs  clot  retraction.  Larger  dosages  do  pro- 
long coagulation,  with  serious  danger  of  hem- 
orrhage.® 

We  use  these  agents  in  selected  cases,  but  do  not 
recommend  their  indiscriminate  employment  in 
prevention  or  treatment  of  venous  thrombosis  for 
the  following  reasons:  (1)  Where  thrombosis  has 
already  occurred,  their  administration  does  not 
give  as  rapid  or  as  almost  complete  relief  from 
pain  as  does  ligation  and  section.  (2)  It  is  not 
generally  accepted  that  they  preclude  the  possi- 
bility of  even  fatal  pulmonary  embolism  from  al- 
ready formed  thrombus.  (3)  They  may  be  the 
causative  factors  in  serious  or  even  fatal  postoper- 
ative hemorrhage.  (4)  Further  propagation  of 
thrombus  may  result  after  discontinuance  of  these 
medications.  (5)  The  damaged  venous  channels 
are  left  in  continuity  and  may  result  later  in  re- 
current thrombophlebitis,  especially  if  the  patient 
is  later  bedridden  by  operation  or  other  illness. 

LIGATION  AND  DIVISION 

Most  of  the  more  recent  papers,  especially  those 
emanating  from  Boston^*  ®- and  New  Orleans,^ 
advocate  ligation  and  division  of  the  thrombosed 
veins  in  a high  percentage  of  acute  cases.  Ochsner 
and  DeBakey  would  exclude  from  ligation  those 
cases  classed  as  thrombophlebitis,  while  Homans 
would  exclude  only  those  of  phlegmasia  alba  do- 
lens.^*-  Ligation  is  certainly  a much  more  decisive 
treatment  and  at  once  almost  certainly  precludes 
the  possibility  of  a fatal  embolus  from  the  ligated 
side.  The  possibility  of  a nonsymptomatic  throm- 
bosis already  existing,  or  of  thrombosis  subse- 
quently occurring  in  the  other  leg,  at  once  poses 
the  question  of  initial  bilateral  venous  ligation. 

At  Letterman  General  Hospital,  the  Surgical 
Staff  has  come  to  believe  that  vein  ligation  and 
section  is  certainly  the  procedure  of  choice  in  any 
patient  with  venous  thrombosis:  (1)  that  has  had 
a pulmonary  embolism  of  any  degree,  (2)  that  has 
an  acute  recurrence  or  flaring  up  of  chronic  venous 
thrombosis,  (3)  that  is  over  fifty,  whether  or  not 
there  has  been  a pulmonary  embolism,  (4)  any 
patient  who  develops  thrombosis  following  one 
procedure  of  a multiple  stage  operation.  Our  recent 

7.  Wright,  H.  P. : Adhesiveness  of  Blood  Platelets  in 
Normal  Subjects  with  Varying  Concentrations  of  Anti- 
coagulants. J.  Path.  & Bact.,  53:255-262.  Sept.,  1941. 

8.  Pfeiffer,  D.  B.  and  Sain,  F.  D. : Hei>arin  and  Dicu- 
marol. Internal.  Abstr.  Surg.,  78:109-119,  1944,  Surg. 
Gynec.  & Obst.,  Feb.,  1944. 

9.  Welch,  C.  E.  and  Faxon,  H.  H. : Thrombophlebitis 
and  Pulmonary  Embolism.  J.  A.  M.  A.,  117:  1502-1508, 
Nov.  1,  1941. 

10.  Allen,  A.  W.,  Linton,  R.  R.  and  Donaldson,  G.  A.: 
Thrombosis  and  Embolism  ; Review  of  202  Patients  Treat- 
ed by  Femoral  Vein  Interruption.  Ann.  Surg.,  118:728-740, 
Oct.,  1943. 
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tendency  has  been  more  and  more  to  broaden  this 
group  and  to  include  in  it  any  patient  with  acute 
thrombosis,  where  definite  contraindication  to  liga- 
tion does  not  exist.  Our  tendency  is  also  to  con- 
sider bilateral  ligation  in  all  cases,  but  especially 
those  who  are  debilitated,  who  face  long  periods  of 
bed  rest,  or  who  are  to  undergo  further  operative 
procedure.  Bilateral  ligation  would  seem  to  be  sug- 
gested by  the  recent  findings  of  Hunter,  Sneeden, 
Robertson  and  Snyder.  In  a series  of  three  hundred 
and  fifty-one  autopsies  bilateral  involvement  was 
found  110  times  and  unilateral  75  times.^^ 

Occasional  cases  are  seen,  where  there  is  clinical 
and  radiologic  evidence  of  pulmonary  embolism 
without  any  evidence  of  thrombosis  in  the  lower 
extremities.  Experience  has  shown  that  nearly  all 
pulmonary  emboli  originate  in  the  veins  of  the 
legs.  If  the  source  is  not  discovered  elsewhere,  we 
must  decide  whether  to  explore  the  femoral  veins 
or  chance  another  embolism  which  may  be  fatal. 
Phlebograms  are  of  value  in  this  decision.  In  this 
regard  it  is  of  interest  that  investigators  at  the 
Mayo  Clinic  have  found  that  postoperative  venous 
thrombosis  occurred  rarely  in  the  head,  neck  and 
arms,  and  that  more  than  85  per  cent  are  located  in 
the  lower  extremities.^^ 

Exploration,  ligation  and  section  of  the  common 
femoral  vein  is,  in  our  opinion,  the  procedure  of 
choice  in  most  cases.  The  thrombus  is  sucked  out 
of  the  vein  in  both  directions.  The  saphenous  vein 
and  its  tributaries,  often  found  patent,  are  left  as 
intact  as  is  possible  to  act  as  collaterals.  The  sur- 
rounding tissues  are  disturbed  as  little  as  is  pos- 
sible. On  the  opposite  extremity,  where  thrombosis 
is  not  detectable  or  has  not  spread  to  the  common 
femoral  vein,  the  superficial  femoral  vein  may  be 
ligated  and  divided  as  a prophylactic  measure.  Both 
of  these  operations  are  quite  simple,  may  be  done 
under  local  or  spinal  anesthesia,  and  in  themselves 
do  not  seem  to  result  in  any  disabling  postoper- 
ative sequelae.  Continued  postoperative  pain  or 
swelling  due  to  the  thrombosis  may  be  lessened  by 
lumbar  sympathetic  procaine  block,  repeated  at 
twice  daily  intervals  if  necessary.  Active  exercise 
of  the  involved  limb  should  be  encouraged.  Immer- 
sion of  the  normal  leg  in  hot  water  will  induce 
reflex  vasodilatation  in  the  involved  extremity  and 
thus  have  a beneficial  effect. 

Higher  ligation,  as  of  the  external  or  common 

11.  Hunter,  W.  C..  Sneeden.  V.  D.,  Robertson,  T.  D.  and 
Snyder,  G.  A.  C. : Thrombosis  of  Deep  Veins  of  Leg;  Its 
Clinical  Significance  as  Exemplified  in  351  Autopsies. 
Arch.  Int.  Med.,  68:1-17,  July,  1941. 

12.  Barker,  N.  W.,  Nygaard,  K.  K.,  Walters,  W.  and 

Priestley,  J.  T. : Statistical  Study  of  Postoperative  Venous 
Thrombosis  and  Pulmonai'y  Embolism:  Location  of 

Thrombosis  : Relation  of  Thrombosis  and  Embolism.  Proc. 
Staff  Meet.  Mayo  Clin.,  16:33-37,  Jan.  15,  1941. 


iliac,  has  the  advantage  of  more  certainly  getting 
above  the  involved  area  and  leaves  a shorter  seg- 
ment of  clot  that  might  still  make  its  way  to  the 
lungs.  It  also  leaves  more  branches  of  the  venous 
trunk  below  the  ligation  that  may  act  as  collat- 
erals for  reversed  venous  flow,  if  recanalization 
occurs.  However,  if  refinement  of  diagnostic  technic 
indicates  that  the  thrombosis  does  not  extend  above 
the  junction  with  the  deep  femoral  or  greater 
saphenous  branches,  then  ligation  should  not  be 
above  these.  Ligation  of  the  vena  cava  for  cases 
where  bilateral  thrombosis  is  believed  to  reach  to 
or  about  the  level  of  both  inguinal  ligaments  is  ad- 
vocated by  Homans.-  We  have  had  no  personal 
experience  with  this  last  procedure.  Taken  by  and 
large,  femoral  ligation  is  much  the  simplest  opera- 
tion and  can  be  done  most  easily,  safely  and  with 
less  chance  of  operative  mishap  by  the  average 
surgeon.  In  some  cases  thrombosis  will  be  left 
above  the  level  of  ligation,  but  experience  has 
shown  that  an  embolus  of  sufficient  size  to  cause 
death  rarely,  if  ever,  occurs  after  this  procedure. 

CONCLUSIONS 

1.  Phlebography  gives  information  that  may  be 
useful  in  determining  the  type  of  treatment  in  cases 
of  chronic  or  recurrent  venous  thrombosis  with 
their  various  complications,  including  varicose 
veins,  chronic  venous  insufficiency  and  postphle- 
bitic  or  varicose  ulcers. 

2.  Obstruction  of  deep  venous  trunks  may  per- 
sist for  many  years.  In  some  of  these  cases,  where 
ordinary  tests  for  patency  are  uncertain,  phlebog- 
raphy provides  definite  information  regarding  the 
venous  circulation. 

3.  Phlebography  reveals  or  clarifies  occasional 
important  congenital  anomalies  of  the  veins. 

4.  High  venous  ligation  and  section  is  the  treat- 
ment of  choice  in  nearly  all  cases  of  acute  or  recur- 
rent venous  thrombosis.  Phlebography  is  unneces- 
sary as  a preliminary  to  ligation  of  such  cases  when 
there  are  definite  local  clinical  findings.  In  pulmo- 
nary embolism,  without  clinical  evidence  of  venous 
thrombosis,  it  may  be  used  advantageously  to  de- 
termine the  origin  of  the  embolus.  In  cases  of  uni- 
lateral thrombosis,  vein  ligation  of  the  apparently 
uninvolved  extremity  also  should  always  be  given 
careful  consideration. 

5.  The  milder  the  objective  signs  of  venous 
thrombosis,  the  greater  is  the  chance  of  embolism. 
Also,  the  more  recently  the  thrombus  has  formed, 
the  greater  is  the  chance  of  a considerable  portion 
breaking  loose  and  being  carried  to  the  lungs.  These 
facts  evidence  the  hazard  of  waiting  to  see  what 
will  happen  in  case  of  mild  or  doubtful  thrombosis. 
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CHEST  PAIN  AND  HEART  DISEASE* 
Treacy  H.  Duerfeldt,  M.D. 

TACOMA,  WASH. 

Almost  every  patient  with  chronic  or  recurrent 
discomfort  or  pain  in  the  chest  fears  heart  disease. 
As  physicians,  we  realize  that  the  only  common 
serious  cause  of  such  pain  is  heart  disease  with 
disturbance  of  the  coronary  circulation.  Thus,  our 
job  is  to  decide  whether  the  patient’s  fears  are  justi- 
fied. Our  knowledge  of  the  causes  of  pain  in  the 
chest  is  limited.  Obscure  abdominal  pains  are  in- 
vestigated quickly  with  surgical  exploration,  the 
cause  determined  and  the  disease  process  corre- 
lated with  the  patient’s  symptoms.  Only  with 
autopsy  findings  are  we  able  to  so  correlate  many 
of  the  causes  of  obscure  pain  in  the  chest.  Accord- 
ingly, we  must  study  the  patient  carefully  to  make 
our  decision. 

In  angina  pectoris,  the  sensation  described  by  the 
patient  is  the  smooth  or  nonfluctuating  feeling  of 
pressure,  gripping,  choking  or  burning  called  pain, 
starting  acutely  under  the  sternum  on  exertion.  The 
sensation  of  strangling  which  gave  this  condition 
its  name  is  most  marked  when  the  discomfort 
occurs  high  in  the  chest.  The  pain  may  remain 
localized  but  more  frequently  radiates  over  the 
upper  chest  toward  the  arms,  especially  the  left, 
and  may  extend  down  the  arm  to  the  little  finger. 
Less  frequently  it  radiates  to  the  neck  or  left  jaw 
or  to  the  back  in  the  left  scapular  area.  Only  rarely 
does  it  extend  to  the  epigastrium.  The  attack  usual- 
ly lasts  three  to  five  minutes  and  stops  with  rest. 
.\ny  attack  less  than  half  a minute  or  over  half  an 
hour  must  be  attributed  to  something  other  than 
angina  pectoris. 

-Although  physical  exertion  most  often  produces 
the  attack,  it  may  be  brought  on  by  excitement, 
especially  anger,  a full  meal  or  by  exposure  to  cold. 
Certainly  these  will  reduce  the  amount  of  exertion 
required  to  produce  an  attack.  The  symptoms  are 
usually  repeated  at  intervals,  whenever  sufficient 
strain  is  encountered  and  may  be  avoided  by  never 
exerting  to  that  point. 

The  exact  mechanism  of  the  pain  in  angina  pec- 
toris is  unknown  but  from  most  studies  appears  to 
be  dependent  upon  insufficiency  of  the  coronary 
circulation  leading  to  myocardial  anoxemia.  The 
more  the  coronary  circulation  is  limited  by  sclerosis, 
the  less  exertion  is  needed  to  cause  angina  pectoris. 
In  those  patients  without  sclerotic  changes  (only 
about  5 per  cent),  it  is  probable  that  coronary  ar- 
terial spasm  produces  the  myocardial  anoxemia. 

♦Read  before  the  Meetiiipr  of  Pierce  County  Medical 
Society,  Tacoma,  Wash.,  April  10,  1945. 


An  esential  factor  is  the  pain  threshold  of  the  in- 
dividual. A sensitive  person  with  but  little  cor- 
onary insufficiency  will  suffer  severe  anginal  pain, 
while  an  insensitive  person  may  have  extensive 
coronary  disease  with  little  or  no  angina  pectoris. 
It  is  important  in  all  consideration  of  pain,  there- 
fore, to  include  consideration  of  the  patient’s  sen- 
sitivity to  pain  as  part  of  his  total  personality. 

.\ngina  pectoris  precedes  coronary  thrombosis  in 
nearly  half  of  the  cases.  The  serious  threat  to  life 
and  the  need  for  absolute  rest  in  the  treatment  of 
myocardial  infarction  from  coronary  occlusion 
make  accurate  diagnosis  of  this  condition  so  im- 
portant that  all  my  time  could  be  well  spent  dis- 
cussing coronary  thrombosis  alone.  Here  the  pain 
is  usually  the  same  in  character  and  position  as  in 
angina,  though  more  severe  and  of  longer  duration, 
often  lasting  hours  after  morphine  has  been  given. 
Rarely  there  may  be  only  the  precordial  aching, 
due  commonly  to  neurocirculatory  asthenia  or  the 
pain  in  the  arm  without  substernal  distress. 

The  fact  that  pain  from  myocardial  anoxemia  or 
infarction  may  be  felt  in  any  region  between  the 
nose  and  the  navel  and  that  infarction  may  occur 
without  pain  takes  the  complete  diagnosis  out  of 
the  realm  of  this  paper.  You  are  all  familiar  with 
the  appearance  of  shock,  rapid  pulse  and  fall  in 
blood  pressure  so  frequently  seen.  The  appearance 
of  slight  fever,  leukocytosis  and  increased  sedi- 
mentation rate  after  twenty-four  to  forty-eight 
hours  indicate  acute  myocardial  damage.  The  oc- 
curence of  a transitory  pericardial  friction  rub 
strengthens  the  diagnosis  and  the  electrocardia- 
graphic  changes  usually  complete  it.  In  spite  of 
our  knowledge  of  these  things  we  may  miss  this 
important  diagnosis,  if  we  do  not  keep  it  in  mind, 
just  as  we  too  often  may  make  a diagnosis  of  an- 
gina pectoris  where  it  does  not  exist  because  the 
patient  is  reminding  us  of  it. 

I shall  discuss  some  of  the  conditions  which 
bear  a close  or  superficial  resemblance  to  the  pain 
of  coronary  disease  in  order  to  stress  the  impor- 
tance of  a careful  and  complete  history  in  differ- 
ential diagnosis.  The  most  important  to  recognize 
is  the  “heartache”  or  precordial  ache  of  neurocir- 
culatory asthenia  which  in  the  classic  case  is  com- 
bined with  palpitations,  dyspnea,  faintness,  dizzi- 
ness, tremor,  sweating,  nervousness  and  e.xhaustion. 
If  extrasystoles  are  present  as  well,  they  accen- 
tuate the  picture.  The  pain  is  usually  a dull  or 
heavy  ache,  lasting  for  hours  with  occasionally 
sharp  stabbing  sensations  w'hich  may  follow  ex- 
citement or  exertion  and  is  usually  worse  when 
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excitement,  exertion  and  fatigue  are  combined. 
Here  the  dyspnea  is  frequently  of  the  sighing  type 
or  there  is  an  abnormal  tendency  to  sigh,  one  of  the 
indications  of  the  instability  of  the  nervous  state 
in  general  as  well  as  the  vasomotor  control.  This 
diagnosis  should  be  made  on  the  basis  of  the  his- 
tory and  general  examination  and  not  merely  by 
exclusion. 

Closely  associated  to  and  not  infrequently  com- 
bined with  neurocirculatory  asthenia  is  the  pre- 
cordial or  lower  left  chest  pain  from  spasm  of  the 
colon  in  a patient  with  an  irritable  bowel  syndrome. 
This  pain  can  be  reproduced  not  only  with  the  use 
of  a harsh  laxative  but  also  by  distension  of  the 
colon  with  air  and  sometimes  by  merely  deep  mas- 
sage to  the  irritable  bowel.  Some  patients  actually 
refer  to  their  heart  pain  as  due  to  or  provoked  by 
gas  in  the  bowel.  So  common  is  this  condition  that 
it  can  be  stated  that  most  of  the  pain  under  the 
left  breast  (precordial)  is  due  to  spasm  below  the 
diaphragm  or  to  neurocirculatory  asthenia.  These 
are  important  and  frequently  lead  to  more  or  less 
complete  disability  from  cardiac  neurosis  unless 
promptly  diagnosed  and  treated  as  being  due  to 
something  other  than  heart  disease. 

Intercostal  neuralgia  as  the  cause  of  pain  on  the 
left  side  of  the  chest  may  be  very  puzzling  at  times, 
especially  when  it  is  recurrent  and  is  described  as  a 
substernal  or  precordial  pain  referred  to  the  axilla. 
The  history  of  onset,  recurrence  after  infections 
and  hyperesthesia  usually  present  will  usually 
establish  the  correct  diagnosis  and  thiamin  chloride 
works  wonders  in  giving  relief.  Even  more  confus- 
ing has  been  the  patient  with  herpes  zoster  before 
the  skin  lesions  have  appeared.  Even  the  pain  in 
the  back  may  seem  to  spell  coronary  occlusion  until 
the  tell-tale  skin  lesion  finally  appears. 

Cardiospasm  and  pylorospasm  are  two  gastro- 
intestinal conditions  which  may  closely  simulate 
the  pain  of  angina  pectoris.  In  fact,  there  are  some 
authors  who  feel  that  angina  may  be  due  to  these 
conditions,  since  the  pain  is  relieved  only  by  relief 
of  the  spasm.  Thus,  they  treat  angina  pectoris  by 
medical  management  of  an  ulcer  or  surgically  at- 
tacking the  hiatal  hernia,  gallbladder  or  appendix 
responsible  for  the  associated  cardiospasm  or  py- 
lorospasm. The  patient  is  usually  able  to  help  make 
the  correct  diagnosis,  since  he  gets  relief  from 
belching  gas.  This  history  should  be  followed  up 
by  roentgen  studies.  When  the  pain  is  reproduced 
by  distension  of  the  stomach  with  air  as  a diag- 
nostic procedure,  the  best  treatment  measure  pos- 
sible has  been  instituted. 


Pain  of  pulmonary  infarction  of  the  postopera- 
tive patient  may  simulate  coronary  occlusion  close- 
ly as  may  massive  collapse  (atelectasis)  or  spon- 
taneous pneumothorax,  yet  these  can  usually  be 
differentiated  as  the  condition  progresses. 

Bursitis,  myalgia  or  arthralgia  of  the  left  shoul- 
der may  be  mistaken  for  coronary  trouble  when  the 
patient  complains  of  pain  on  walking,  since  swing- 
ing the  arm  or  other  exercise  tends  to  bring  on  the 
pain.  More  confusing  is  the  picture  when  the  mid- 
dle aged  person  complains  of  the  shoulder  pain, 
aggravated  by  such  exercise  as  reaching  up,  and 
you  even  find  the  deltoid  muscle  tender  to  touch, 
yet  the  trouble  is  coronary  insufficiency  and  there 
has  developed  the  uncommon  spasm  of  the  pectoral 
and  deltoid  muscles  as  a reflex  condition. 

Spondylitis  or  spinal  arthritis  is  known  to  cause 
root  pains  which  are  increased  by  movement.  When 
these  occur  in  the  chest,  we  must  be  sure  to  ask 
whether  the  pain  is  increased  by  all  movements  or 
only  by  such  exertions  as  walking,  and  the  differ- 
entiation made.  Similarly,  the  type  of  exertion  or 
movement  must  be  investigated,  when  the  patient 
with  an  old  spondylitis  involving  the  lower  back 
begins  to  complain  of  chest  pain.  This  may  be  due 
to  coronary  disease. 

Acute  pericarditis  with  effusion,  whether  tuber- 
culous or  rheumatic  in  origin,  seldom  is  confused 
with  coronary  disease.  However,  there  is  a type  of 
pericarditis  that  can  be  and  is  confused  with  cor- 
onary disease.  Occurring  in  younger  men  soon  after 
a respiratory  infection,  it  is  seen  most  often  in  win- 
ter or  early  spring  months.  The  onset  is  typically 
sudden  but  the  pain  is  apt  to  be  more  stabbing  in 
nature,  less  constrictive  and  frequently  intensified 
by  deep  breathing.  Fever  and  leukocytosis  are  apt 
to  develop  more  rapidly  and  the  electrocardio- 
graphic changes  develop  more  slowly  than  in  cor- 
onary thrombosis,  so  that  the  distinction  can  be 
made  if  the  physician  is  thinking  about  this  con- 
dition. 

Mediastinal  emphysema  and  mediastinal  lymph- 
adenitis have  recently  attracted  more  attention  as 
causes  of  substernal  pain  of  various  intensities  and 
types,  though  usually  increased  by  coughing  or 
deep  breathing. 

In  previous  pleurisy  the  chronic  inflammation 
may  have  changed  the  structures  involved,  espe- 
cially the  intercostal  muscles  and  nerves  so  that 
recurrent  attacks  of  pain  have  been  described  which 
differ  from  intercostal  neuralgia,  and  in  the  severe 
forms  may  be  confused  with  coronary  disease,  if 
the  history  is  not  taken  carefully. 
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In  treatment  of  diabetics  with  coronary  sclerosis, 
overdosage  of  insulin  is  carefully  guarded  against, 
since  it  is  well  known  that  such  hyperinsulinism 
may  cause  definite  attacks  of  angina  pectoris  which 
might  prove  fatal.  There  has  recently  been  de- 
scribed a combination  of  precordial  pain  with  a 
sinking  sensation  and  even  substernal  oppression, 
due  to  spontaneous  states  of  mild  dextrose  defi- 
ciency. 

The  ill  effects  of  tobacco  smoking  in  coronary 
disease  is  well  appreciated.  Whether  an  allergy  to 
tobacco  can  cause  anginalike  pains  without  coro- 
nary disease  is  a moot  question.  Certainly  other 
allergies  can  do  just  that. 

A number  of  years  ago  I saw  a single  woman  of 
thirty-six  who  had  had  rheumatic  fever  as  a child. 
She  was  complaining  of  substernal  and  precordial 
pain.  Was  this  caused  by  her  slight  mitral  stenosis? 
While  trying  to  decide,  she  developed  acute  sinusitis 
and  was  referred  to  Dr.  Cameron  for  treatment. 
He  promptly  sent  her  back  to  me,  the  allergist, 
with  a diagnosis  of  nasal  allergy.  I had  missed  the 
history  of  fall  hay  fever  in  the  east. 

Elimination  of  wheat  and  fish,  to  which  she 
proved  sensitive,  relieved  her  sinus  trouble  prompt- 


ly and  also  allowed  her  to  enjoy  greatly  increased 
activity  without  recurrence  of  chest  pain.  When 
wheat  was  returned  to  her  diet,  the  substernal  and 
precordial  pains  returned  on  exertion,  this  without 
any  evidence  of  pylorospasm,  colon  spasm  or  any 
of  these  other  conditions  which  can  cause  similar 
pain.  In  other  patients  I have  seen  allergy  cause 
chest  pain  by  means  of  these  other  conditions. 

In  closing,  let  me  stress  again  the  importance  of 
a careful  history  in  the  differential  diagnosis  of 
chest  pains.  The  most  important  feature  of  such  a 
history  is  the  careful  inquiry  into  the  relation  of 
the  pain  to  the  various  body  functions,  especially 
to  muscular  activity.  If  there  is  no  relationship  to 
exertion,  it  is  highly  improbable  that  the  patient 
has  angina  pectoris.  But  even  so,  the  number  of 
errors  in  diagnosis  will  be  reduced,  if  the  physician 
will,  when  in  doubt,  note  whether  muscular  exer- 
cise, undertaken  under  observation,  induces  the  dis- 
comfort. Also,  a careful  analysis  of  the  patient’s 
history  will  usually  disclose  the  correct  clue  so 
that  a few  specific  studies  will  confirm  the  diag- 
nosis, saving  the  patient  money  and  actually  saving 
the  physician  time  and  effort. 


GENERAL  LULL  DISCUSSES  PSYCHONEUROTICS 

Speaking  on  the  “Doctors  Look  Ahead”  radio  program 
recently,  Major  General  George  F.  Lull,  USA,  Deputy  Sur- 
geon General,  stated  that  out  of  every  hundred  soldiers 
suffering  from  combat-engendered  emotional  disturbances, 
40  to  SO  are  fit  for  return  to  combat  after  two  days  under 
the  care  of  their  divisional  psychiatrist.  An  additional  10 
to  IS  men  return  to  combat  after  two  weeks  of  treatment 
in  forward  hospitals.  About  30  more  of  the  hundred  im- 
prove sufficiently  to  remain  in  the  theater  in  some  non- 
combat job,  while  others  can  continue  to  do  some  type  of 
Army  work  in  this  country. 

The  remainder  who  are  discharged  from  the  Army  suffer- 
ing from  some  type  of  psychoneurosis  are  not  insane.  Gen- 
eral Lull  stated  emphatically.  “Treat  them  with  natural- 
ness, understanding  and  patience,”  he  advised.  “Help  them 
get  established  in  their  home,  among  their  friends  and  in  a 
good  job,  and  the  chances  are  10  to  1 that  their  combat 
nervous  symptoms  will  fade  entirely.” 


DDT  STUDIED  FOR  OUTDOOR  USE  HERE 
Extensive  investigations  are  now  being  conducted  to  de- 
termine the  benefits  and  possible  hazards  involved  in  the 
contemplated  use  of  the  insecticide  DDT  on  a large  scale 
outdoors  as  part  of  a plan  to  control  insetct-borne  diseases. 

In  the  Pacific  Theater,  DDT  proved  highly  valuable  in 
bringing  insect-borne  diseases  under  control.  However, 
DDT  will  not  be  employed  indiscriminately  in  this  coun- 
try until  more  research  work  has  been  completed  on  the 
general  biological  effects  of  this  insecticide. 

Besides  killing  insects  that  carry  diseases,  DDT  may 
kill  other  insects  that  are  beneficial,  and  thus  affect  the 
balance  of  nature  which  is  important  to  agriculture  and 
wild  life.  In  combat  zones,  where  the  health  of  the  soldier 
was  at  stake,  it  was  necessary  to  ignore  these  considerations 
but  in  the  United  States  general  outdoor  applications  will 
not  be  adopted  until  more  is  known  about  these  biological 
effects. 


POSTWAR  EPIDEMICS 

Epidemics  following  the  war  are  regarded  as  a threat 
both  in  European  and  Far  Eastern  countries,  says  Dr. 
Frank  G.  Boudreau  in  “Pioneers  of  World  Order.”  The 
former  medical  director  of  the  Health  Organization  of  the 
League  of  Nations  warns  against  an  upsurge  of  typhus, 
dysentery,  cholera,  bubonic  plague,  smallpox,  relapsing 
fever,  diphtheria  and  typhoid.  Malaria,  now  harassing  our 
armed  forces,  “may  in  the  long  run  become  one  of  the 
most  serious  postwar  disease  problems.”  Although  nutri- 
tional deficiency  diseases  will  be  second  in  immediate 
concern,  the  author  thinks  their  ultimate  consequences  may 
be  of  even  greater  significance  than  those  of  infectious  dis- 
eases. But  owing  to  the  great  advances  that  have  been 
made  in  medicine  and  public  health.  Dr.  Boudreau  be- 
lieves that  it  will  be  possibe  to  prevent  and  treat  both  in- 
fections and  deficiency  diseases  far  more  effectively  than 
was  done  after  the  first  world  war. 


CANCER  OF  THE  ESOPHAGUS  IS  CURED 
BY  X-RAY  TREATMENT 

One  of  the  first  recorded  cases  in  which  cancer  of  the 
esophagus,  the  tube  that  leads  from  the  mouth  to  the 
stomach,  has  been  treated  successfully  by  x-ray  irradiation 
is  reported  by  C.  A.  Holland,  M.D.,  Philadelphia,  in  The 
Journal  of  the  American  Medical  Association  for  June  2. 
Cancer  of  the  esophagus  is  considered  practically  incurable, 
since  the  diseased  tissue  in  most  areas  cannot  be  removed 
surgically.  According  to  medical  records,  there  have  been  no 
lasting  cures  by  irradiation  in  proved  cases. 

Dr.  Holland  reviews  the  case  history  of  a 55  year  old 
woman  in  which  four  consecutive  cancers  occurred  in  dif- 
ferent organs  of  the  body  within  10  years.  All,  including 
the  cancer  of  the  esophagus,  apparently  have  been  cured, 
two  by  surgery  and  two  by  x-ray  treatment. 
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CORRESPONDENCE 

UNIVERSITY  OF  OREGON  GENERAL  HOSPITAL 
To  the  Editor:  Portland,  Ore.,  May  26,  1945 

In  the  May,  1945,  issue  of  Northwest  Medicine,  under 
the  heading  State  Sections,  there  appears  under  the  Oregon 
section  a dissertation  in  opposition  to  a proposed  Univer- 
sity General  Hospital  at  the  University  of  Oregon  Medical 
School.  Being  headed  “Oregon  State  Medical  Society,” 
there  is  implied  that  this  article  expresses  that  Society’s 
opinions.  It  would  be  well  to  know  if  that  is  true. 

The  tenor  of  the  article  conveys  the  idea  that  slick 
political  technic,  subterfuge  and  deceit  were  used  by  the 
Medical  School  and  the  Board  of  Higher  Education  in 
“slipping  over”  the  project  with  the  legislature,  the  medical 
profession  and  the  people  of  Oregon.  That  is  not  true,  and 
never  has  been  so  in  relation  of  the  Medical  School  to 
the  profession,  the  legislature  and  the  State.  The  medical 
profession  of  the  State  was  polled  by  Questionnaire  from 
the  Medical  School  as  to  each  doctor’s  opinion  upon  the 
desirability  of  a general  hospital,  and  the  nature  and  pur- 
pose of  such  hospital  was  explained.  The  overwhelming 
majority  of  doctors  favored  the  project.  Perhaps,  if  the 
“politicians  fumbled  a golden  chance,  as  indicated  in  this 
article,  it  was  the  politicians  of  the  State  Medical  Society 
who  didn’t  wake  up  to  the  procedures  until  just  now,  who 
did  the  fumbling. 

The  statement  that  the  item  for  a Medical  School  Gen- 
eral Hospital  was  “cleverly  buried”  in  the  needs  of  more 
legitimate  educational  building  needs  is  untrue.  All  medical 
school  building  and  maintenance  appropriations  are  neces- 
sarily incorporated  in  the  budget  of  the  University  under 
the  Board  of  Higher  Education,  but  the  fact  that  the  con- 
tributor of  this  article  just  found  it  out  does  not  mean  that 
it  was  “buried  cleverly.” 

The  consummation  of  any  complete  medical  educational 
unit  demands  adequate  hospital  facilities  under  control  of 
the  Medical  School  and,  in  the  case  of  a State  University, 
accessible  to  all  people  of  the  State.  As  pointed  out  in  the 
argument,  the  excellent  Multnomah  County  Hospital  has 
provided  facilities  for  clinical  instruction,  but  in  the  prewar 
boom  days,  with  a capacity  for  200  patients,  it  was  re- 
garded crowded  with  300  or  more  patients,  and  will  be 
again  when  the  next  slump  comes.  Moreover,  by  its  nature 
it  is  obligated  to  long  custodial  care  of  advanced  cases  of 
incurable  disorders  which  much  reduced  the  turnover  and 
hence  the  variety  of  teaching  facility.  The  actual  care  of 
urgent  indigent  ill  or  injured  has  often  precluded  the  ad- 
mission of  indigents  needing  operations  of  election  such  as 
hernia,  variocele  and  even  more  necessary  ones.  It  is  im- 
practicable to  expand  Multnomah  Hospital  structurally  to 
house  more  than  a total  of  350  or  400  patients  and  such  a 
capacity  would  not  jiermit  acceptance  of  up-state  patients. 

But  more  important,  it  could  not  afford  the  selection  of 
groups  of  cases  for  research  and  teaching,  such  as  those  of 
diabetes,  the  anemias,  arthritis  and  many  others  of  more 
obscure  origin,  which  under  control  in  groups  may  enable 
the  impact  of  research  by  the  various  basic  science  and 
clinical  departments  of  the  Medical  School.  In  other  words, 
the  clinical  departments  require  controlled  facilities  for  re- 
search and  teaching  as  much  as  the  departments  of  physi- 
ology, biochemistry,  pathology,  etc.  require  laboratory 
place,  equipment  and  personnel  to  enable  their  progress  in 
those  fields.  This  conception  can  obtain  only  in  an  educa- 
tional and  research  hospital  and  not  in  one  driven  by  the 
necessity  of  rapid  treatment  to  make  room  for  the  next 
crowd. 

Multnomah  County  Commissioners  fortunately  saw  the 
wisdom  of  a close  link  with  the  Medical  School  and  the 


result  of  the  affiliation  is  known  to  all  doctors  whose  eyes 
and  minds  are  open.  The  hospital  filled  an  immediate  need 
for  clinical  teaching  facilities  on  the  campus  and  still  does; 
and  in  return  the  people  of  the  County  secured  skilled  pro- 
fessional care  for  the  indigent  sick  and  injured  without  cost. 
But  construction  on  the  campus  was  opposed  by  medical 
politicos  and  was  referred  to  as  the  “palace  on  the  hill”  and 
the  “white  elephant”  in  the  press,  but  only  a small  part  of 
the  press  which  as  a whole  has  given  the  medical  center 
wholehearted  approval  and  support;  and  I think  the  same 
may  be  said  of  the  medical  profession  and  the  people  of 
the  State. 

The  article  complains  of  the  huge  cost  approximating 
$1,000,000.  In  this  connection  it  should  be  remembered  that 
the  campus  of  the  medical  school,  108  acres  easily  worth 
$1000  f)er  acre,  was  in  gifts  to  the  medical  school,  i.e., 
$108,000.  The  medical  school  buildings  and  equipment 
($411,000)  and  library  and  auditorium  ($363,000),  Doern- 
becher  Children’s  Hospital  ($320,000),  Outpatient  clinic 
building  and  equipment  ($400,000),  University  Tubercu- 
losis Hospital  ($291,000)  have  entailed  expenditures  of 
$1,893,000  since  1918  for  buildings  and  equipment.  With 
Multnomah  Hospital  ($1,200,000)  the  school  has  a plant 
which  cost  $3,093,000. 

Let  it  be  known  that  for  this  entire  layout  the  State  of 
Oregon  has  appropriated  a total  of  just  $333,000  or  less 
than  11  per  cent  in  twenty-seven  years.  All  the  rest  was 
derived  from  outright  gifts  by  foundations  and  citizens  of 
the  State  of  Oregon.  Whoever  heard  of  any  other  State 
University  Medical  School  being  built  and  equipped  with 
such  a ridiculously  meagre  appropriation  from  state  funds? 
.\nd  now,  if  an  appropriation  of  $1,000,000  for  a research 
and  teaching  hospital  were  made,  even  then  the  State  would 
have  provided  less  than  25  per  cent  in  capital  outlay. 

This  brings  me  to  “another  feature  that  clouds  the  pic- 
ture,” the  old  wheeze  that  the  Medical  School  is  a “closed 
shop  conducted  for  the  benefit  of  a small  number  of  Port- 
lang  doctors”  and  that  such  hospitals  are  invariably  erected 
for  the  “professional  and  financial  advantage  of  those  few 
who  are  selected  to  staff  them.”  Does  anyone  think  that 
national  educational  foundations  and  philanthropic  citizens 
of  Oregon  are  going  to  contribute  $1,560,000  to  an  enter- 
prise of  that  sort? 

Who  are  those  who  have  profited  financially  or  profes- 
sionally from  their  work  at  the  Medical  School?  .Are  they 
the  full  time  professors  on  their  too  meagre  salaries?  Or 
are  they  the  clinical  professors  and  teachers  serving  without 
any  financial  compensation?  I count  about  230  Portland 
doctors  who  give  their  time  and  labor  in  clinical  teaching 
without  any  fee  or  stipend  and  of  these  83  are  now  in  the 
military  services.  Is  this  a small  group  of  Portland  doctors? 
If  these  men  profit  by  this  association,  it  is  only  because 
of  their  keeping  fit  by  teaching  and  helping  and  because 
they  have  the  satisfaction  of  knowing  that  they  are  serving 
a worthy  professional  cause,  and  they  enjoy  the  contact 
with  the  enthusiasm  of  youth  in  medical  education. 

■As  dean  of  the  medical  school  for  twenty-one  years  and 
having  appointed  the  heads  of  all  clinical  departments  as 
they  now  exist,  I can  say  that  personal  gain,  political  expe- 
diency or  professional  or  financial  profit  never  entered  into 
any  aspect  of  the  medical  school.  The  same  is  true  now.  In 
fact,  the  problem  is  always  to  secure  competent  and,  there- 
fore, successful  men  to  assume  the  arduous  duties  of  these 
posts  in  addition  to  the  demands  of  practice.  There  are,  of 
course,  some  who  would  like  to  “be  professors”  but  lack 
the  requisites  in  ability,  personality  and  attitude.  No,  there 
is  no  financial  profit  or  professional  aggrandizement  in 
voluntary  medical  school  teaching,  nothing  but  work,  and 
this  despite  the  assertion  that  “many  physicians  throughout 
the  state  (who)  profess”  to  the  contrary  as  told  in  this 
article  in  Northwest  Medicine. 
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For  more  than  thirty  years  I have  urged  the  conception 
that  a State  University  Medical  School  is  one  unit  of  medi- 
cal science,  art,  practice  and  education  that  has  as  its  pur- 
pose the  prolongation  of  human  life  and  the  relief  of 
suffering  through  research,  basic  and  clinical,  the  care  and 
study  of  sick  and  injured  of  the  State,  referred  to  the 
Medical  School  by  their  doctors,  and  the  training  of  a 
limited  number  of  qualified  physicians.  These  functions  are 
indissolubly  associated,  and  their  consummation  brings  to 
bear  a salutary  influence  upon  the  standards  of  medical 
service  and  practice  in  the  State.  Witness  the  difference  in 
standards  in  states  not  readily  accessible  to  the  influence  of 
a medical  educational  institution. 

There  was  not  an  internship  in  the  Pacific  Northwest 
worth  the  graduates’  time  until  the  Medical  School  set  the 
pace.  There  was  not  a recognized  residency  qualified  to 
train  a candidate  for  advanced  training  in  a specialty  until 
the  Medical  School  created  several  and  no  hospital  even 
now  can  afford  an  acceptable  residency  without  its  aid.  It 
was  the  Medical  School  that  created  the  demand  for  com- 
petent pathology  departments  in  hospitals.  Prior  to  con- 
tractual arrangement  with  Multnomah  County  Commis- 
sioners, medicolegal  autopsies  were  “doled  out”  to  medical 
politicos  in  rotation  for  $25  each,  and  “hot”  autopsies  they 
were.  Psychiatric  cases  before  the  courts  were,  and  for  all 
I know,  still  are  “doled  out”  to  decisions  at  a single  ob- 
servation by  those  not  known  otherwise  to  be  qualified  in 
such  things. 

\ small  unit  in  a general  hospital  for  detention  observa- 
tion by  qualified  personnel  would  be  a scientific  approach 
to  such  a matter  and  incidentally  would  provide  the  medi- 
cal school  teaching  facilities  for  hospitalized  psychopathic 
and  neuropsychiatric  cases  which  latter  comprise,  in  my 
opinion,  about  40  per  cent  of  a general  practitioner’s  prac- 
tice and  which  are  badly  “miffed”  for  want  of  training  in 
diagnosis  and  management.  It  would  certainly  be  less  costly 
and  more  urgent  than  a third  state  hospital  for  the  insane 
in  Multnomah  County,  as  was  nearly  “slipped  over”  at  the 
last  legislature. 

There  are  many  other  ways  in  which  the  Medical  School 
aids  the  profession  and  the  State,  too  numerous  to  mention 
here,  and  quite  apart  from  the  graduation  of  well  trained 
doctors  each  year.  With  reference  to  the  latter,  the  con- 
tributor to  Northwest  Medicine,  State  Sections,  grants 
that  the  Medical  School  has  class  “A”  rating,  whatever  that 
means,  and  that,  therefore,  existing  facilities  are  adequate. 
I know  of  no  class  “B”  or  “C”  medical  schools.  For  years 
there  have  been  two  classes,  those  whose  qualities  are  ac- 
ceptable and  those  whose  lack  of  qualities  make  them 
hopeless.  There  are  only  a few  of  the  latter  and  some 
pretty  weak  sisters  among  the  former,  especially  those  who 
decided  class  “A”  is  adequate  and  marked  time  on  that 
basis,  either  for  lost  drive  or  financial  impoverishment. 

I have  been  accorded  many  congratulations  and  much 
credit  for  my  participation  in  the  development  of  the  Medi- 
cal School,  most  of  which  should  have  gone  to  colleagues  of 
the  faculty,  members  of  the  legislature,  the  medical  profes- 
sion and  generous  donors,  and  the  people  of  the  State.  But 
I consider  the  Medical  School  as  about  one-half  completed 
in  its  goal. 

The  bare  necessities  for  undergraduate  medical  training 
and  too  meagre  needs  for  graduate  and  postgraduate 
training,  in  point  of  maintenance,  personnel  and  hospital 
facilities  bid  the  school  go  forward.  There  is  no  reason 
why  the  Medical  School  and  Portland  should  not  be  a 
mecca  not  only  of  Oregon  physicians  but  of  those  from 
everywhere  in  search  of  further  development  of  themselves 
and  their  work  for  the  benefit  of  their  patients  and  their 
communities.  Such  a vision  and  conception  demand  expan- 
sion in  budget,  research  and  teaching  personnel,  the  acqui- 


sition of  much  equipment  in  basic  science  and  clinical 
departments,  and  a University  General  Hospital.  All  of 
which  would  accrue,  not  to  the  advantage,  pecuniary  or 
financial,  of  a “small  number  of  Portland  doctors,”  but  to 
the  medical  profession,  the  people  of  Oregon  and  the 
Pacific  Northwest. 

The  doctors  of  Oregon  should  take  pride  in  the  Medical 
School,  and  apparently  do,  for  nearly  all  of  them  want 
their  sons  to  go  there,  if  they  can  “make  the  grade.”  Hence, 
they  and  the  State  Medical  Society  should  be  eager  to  pro- 
mote the  stated  objectives  of  the  institution.  It  is  as  much 
theirs  as  mine  or  any  citizen’s. 

If  each  state  were  able  to  say,  and  to  tell  its  representa- 
tives in  Congress,  that  through  a well  organized  prepay 
physicians’  service  and  hospital  assurance,  a State  Univer- 
sity Medical  School  and  hospital  accessible  to  all  people  of 
the  state,  that  not  a single  person  in  the  state  need  suffer 
from  lack  of  skilled  medical  care  at  any  time,  regardless  of 
financial  status,  there  would  be  less  danger  of  such  measures 
as  the  Wagner-Dingle  act  being  foisted  upon  the  people  and 
the  profession. 

The  “news  item”  referred  to  in  State  Sections  states  that 
in  Oregon  opposition  to  the  University  Hospital  is  based 
upon  nonprofessional  grounds,  following  the  long  estab- 
lished policy  of  Oregon  doctors  to  weigh  legislative  matters 
by  the  yardstick  of  long  range  public  interest.  That’s  what 
the  Wagner-Dingle  boys  say  about  themselves.  The  con- 
tributor and  the  Oregon  doctors  referred  to  have  no  mo- 
nopoly upon  weighing  of  such  matters  by  the  yardstick  of 
public  interest,  and  although  that  is  given  as  the  nonpro- 
•fessional  motive  of  opposition,  the  motif  is  “at  taxpayers’ 
expense  to  the  detriment  of  the  medical  profession,”  “medi- 
cal school  closed  shop  for  benefit  of  Portland  doctors,” 
“spills  over  into  actual  practice  of  medicine.” 

■\nother  motif  that  crops  out  is  that  to  supply  the  known 
needs  for  hospital  facilities  for  certain  conditions  such  as 
arthritis,  hypertension,  cancer,  etc.  would  be  such  as  to  con- 
fer “immeasurable  political  credit.”  Also,  that  to  created 
“modest  plants  on  a local  or  district  basis”  would  “prove 
of  considerable  political  advantage.”  The  purposes  and  atti- 
tudes of  the  medical  school  are  not  designed  to  acquire 
“political  credit  and  advantage,”  but  a University  Hospital 
could  make  a better  go  in  the  direction  stated  than  could 
modest  local  or  district  units.  That  must  be  obvious. 

In  conclusion,  I should  like  to  comment  upon  the  pro- 
priety of  any  one  or  more  individuals  utilizing  States  Sec- 
tions department  of  Northwest  Medicine  for  exploitation 
of  his  or  their  personal  views  upon  subjects  of  interest  to 
the  profession.  I had  thought  that  these  sections  were 
designed  to  bring  news,  not  propaganda,  from  the  four 
regional  societies.  If,  however,  the  sections  are  to  become 
a forum  for  discussions  of  controversial  nature,  it  might 
be  well  that  contributors  sign  their  names  to  an  individual 
opinion,  or,  if  representing  a group,  tell  who  they  are. 

I do  not  oppose  free  expression  of  opinion  in  the  journal, 
no  matter  however  controversial,  by  any  member  of  any 
of  the  societies,  upon  any  subject,  for  the  betterment  or 
enlightenment  of  the  profession,  but  such  expressions  should 
be  direct  and  should  not  be  “cleverly  buried”  in  State 
Sections. 

R.  B.  Dilxehunt,  M.D. 

Dean  Emeritus,  University  of  Oregon  Medical  School. 


192 


STATE  SECTIONS— OREGON 


V'ol.  44,  No.  6 


SEVENTY-FIRST  ANNUAL  MEETING 
PORTLAND,  1945 


MID-YEAR  MEETING  OF  HOUSE 
OF  DELEGATES 


GENERAL  ACTIONS 

This  is  a summary  of  the  midyear  meeting  of  the  House 
of  Delegates,  held  at  Multnomah  Hotel,  Portland,  April 
7-8. 


Resolved'.  That  it  be  recommended  that  the  requirements 
with  resjrect  to  hospital  staff  meetings  be  changed  to  pro- 
vide that  meetings  be  held  quarterly  instead  of  monthly 
and  that  the  programs  be  limited  to  discussions  of  questions 
of  concern  to  the  hospital  staffs. 

(To  be  submitted  to  the  House  of  Delegates  of  the 
.American  Medical  Association  at  its  1945  Session  by  the 
Delegate  to  the  .American  Medical  Association.  ) 


1.  Referred  to  the  Council  with  power  to  act  the  ex- 
panded Federal-State  program  for  handicapped  persons. 

2.  .Accepted  the  report  of  the  Committee  on  Public  Pol- 
icy concerning  legislation  affecting  the  public  health  and 
medical  practice  with  a warm  expression  of  gratitude  to 
the  Committee  for  their  work,  and  especially  to  Richard 
B.  .‘Xdams,  Chairman,  and  Lorienne  M.  Conlee,  legal  ad- 
viser. 

3.  Referred  to  the  Council  the  proposal  to  refuse  Federal 
grants-in-aid  for  public  health  purposes  in  Oregon  and  to 
prepare  the  necessary  legislative  measures  to  provide  that 
a designated  amount  of  Federal  income  taxes  collected  in 
Oregon  be  returned  to  the  State  for  public  health  pur- 
poses. 

4.  .Approved  the  activities  of  the  National  Physicians’ 
Committee  for  the  Extension  of  Medical  Service  and  rec- 
ommended that  the  Committee  establish  a cooperating 
Oregon  Physicians’  Committee. 

5.  Voted  that  the  Oregon  Physicians  Service  continue  on 
its  present  basis. 

6.  .Appointed  the  Board  of  Directors  of  the  Oregon 
Physicians  Service  as  an  interim  committee  to  define  the 
objectives  of  the  Oregon  Physicians  Service  and  its  re- 
lationship to  other  methods  of  distributing  the  costs  of 
medical  and  hospital  service  and  to  report  to  the  Council 
and  later  to  the  House  of  Delegates  at  the  1945  Session. 

7.  Voted  to  recommend  that  members  of  the  Society 
continue  to  render  medical  service  to  employees  of  rail- 
roads, but  on  a free  choice  of  physician  and  fee-for-service 
basis,  the  employee  to  pay  the  physician  and  seek  re- 
imbursement from  the  company  by  which  he  is  employed, 
providing  it  has  agreed  to  furnish  the  employee’s  medical 
service,  or  from  the  employees’  beneficial  association,  or 
other  organization,  if  any,  which  has  assumed  responsibil- 
ity for  providing  the  employee’s  medical  care. 

RESOLUTIONS  ADOPTED 

1.  Whereas'.  The  strength  of  medical  organization  is 
based  upon  the  strength  of  its  component  county  units;  and 

Whereas'.  The  component  county  medical  societies  have 
been  weakened  in  recent  years,  in  considerable  part  as  a 
result  of  the  frequency  of  hospital  staff  meetings  and  the 
elaboration  of  hospital  staff  meeting  programs  to  include 
formal  papers  which  should  properly  ,be  presented  at 
county  medical  society  meetings;  therefore,  be  it 


2.  Resolved:  That  recognition  be  given  to  the  grave 
professional  problems  presented  by  the  federal  Emergency 
Maternal  and  Infant  Care  program,  that  commendation 
be  given  to  the  untiring  efforts  of  the  Committee  on  Ma- 
ternal Welfare  in  dealing  with  these  difficulties  and  its 
sound  representation  of  the  viewpoint  of  the  medical  pro- 
fession and  the  Society  in  relation  to  this  question,  and 
that  approval  be  given  to  the  enlargement  of  the  Com- 
mittee personnel  to  include  additional  members  of  wide 
public  influence. 

3.  Whereas:  The  members  of  this  House  of  Delegates,  as 
well  as  the  physicians  throughout  Oregon,  are  aware  of  the 
effective  work  which  the  National  Physicians  Committee 
has  performed,  over  a period  of  more  than  five  years,  in 
bringing  about  better  distribution  of  medical  care  and  a 
higher  level  of  understanding  on  the  part  of  the  public  of 
the  achievements,  methods,  and  aims  of  the  medical  pro- 
fession ; and 

Whereas:  This  House  of  Delegates  also  recognizes  that 
the  maintenance  and  extension  of  the  program  which  the 
National  Physicians  Committee  has  so  effectively  carried 
forward  require  substantial  revenues ; therefore,  be  it 

Resolved:  That  the  House  of  Delegates  of  the  Oregon 
State  Medical  Society  register  approval  of  the  activities 
of  the  National  Physicians  Committee  and  recommend 
to  its  component  societies  and  all  individual  physicians 
of  Oregon  that  they  give  voluntary,  moral  and  financial 
support  to  the  National  Physicians  Committee. 


FOR  THE  RECORD 


In  this  issue  appears  a letter  from  Dr.  Dillehunt  favoring 
the  establishment  of  a university  hospital  at  the  University 
of  Oregon  Medical  School.  Following  the  appearance  of 
last  month’s  article,  pointing  out  some  of  the  pitfalls  and 
controversial  features  of  these  institutions.  Dr.  W.  E. 
Baird,  dean  of  the  U.  of  O.  Medical  School,  was  invited 
to  publish  his  views  and  comments  on  the  matter,  .\nother 
prominent  faculty  member  was  called,  to  be  given  a similar 
invitation,  but  refused  to  discuss  the  matter.  We  are  glad 
to  have  Dr.  Dillehunt  presumably  acting  in  their  stead. 


June,  1945 
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APPROVE  ONE  OFFICIAL  REPORT 
FORM;  ALL  OTHERS  “OUT” 


Stung  by  repeated  unwillingness  or  inability  of  those  or- 
ganizations responsible  to  correct  report  form  abuses  which 
plague  doctors  and  take  up  time  needed  for  actual  prac- 
tice, the  council  of  the  Oregon  State  Medical  Society  has 
announced  a drastic  change  in  procedure  which  will  be 
welcomed  by  all  doctors.  Effective  immediately,  the  only 
report  form  to  be  filled  out  in  cases  of  health  and  accident 
insurance  carriers  will  be  the  one  devised  and  approved 
by  the  state  council.  -\11  others  may  be  ignored. 

The  approved  report  form  is  simple  and  basic,  and  is 
confined  strictly  to  legitimate,  essential  information.  It 
bears  on  its  face  the  statement  that  it  is  the  only  report 
form  approved  by  the  Oregon  State  Medical  Society.  The 
suggestion  has  been  made  that  this  simplified  form  be 
pasted  or  otherwise  attached  to  any  and  all  other  report 
forms  requested  by  legitimate  insurers. 

Insurers  have  long  been  requested  to  simplify  their  re- 
port forms,  which  have  invariably  seemed  needlessly  com- 
plex. By  ignoring  these  repeated  suggestions  and  requests 
the  insurers  have  only  themselves  to  thank  that  the  long 
suffering  medical  worm  has  finally  turned. 

Further  information  as  to  the  official  forms  may  be  ob- 
tained by  contacting  local  society  secretaries,  district  coun- 
cillors or  the  state  executive  secretary. 


STATE  LEGISLATURE  PAYS  OREGON 
PHYSICIANS  HIGH  COMPLIMENT 

The  complimentary  opinion  held  by  Oregon  legislators 
of  the  performance  of  Oregon  Physicians  Service,  the  non- 
profit prepaid  health  plan  sponsored  by  the  Oregon  State 
Medical  Society,  in  the  discharge  of  its  contractual  obli- 
gations to  subscribers  is  evidenced  by  their  action  in  deem- 
ing it  unnecessary  to  pass  House  Bill  263. 

The  closely  held  commercial  hospital  associations  which 
operate  for  profit  find  it  desirable  to  hold  large  sums  in 
reserve  over  and  above  those  required  by  the  law,  and  lose 
no  opportunity  to  criticize  the  plan  officially  approved  by 
Oregon  doctors  for  not  maintaining  similar  reserves,  com- 
pletely ignoring  the  essential  differences  in  aims.  However, 
the  state-wide  plan  sponsored  by  the  profession  operates  on 
a cooperative  basis  which  gives  its  subscribers  a twofold 
advantage  in  addition  to  meeting  the  legal  financial  require- 
ments. There  is  a wddely-spread  backlog  of  underwriters, 
each  participating  doctor  in  effect  carrying  a share  of  the 
responsibility.  .Mso,  each  subscriber  is  able  to  select  his  own 
personal  physician  to  complete  the  double  protection.  In 
the  face  of  these  safeguards,  which  operate  for  Oregon 
Physicians  Service  only,  apparently  the  legislature  saw  no 
advantage  to  be  gained  by  requiring  the  doctor  sponsored 
group  to  create  extra  centralized  reserves. 


HEALTH  SCHOOL  MEASURE  DRAWS 
LETTER  FROM  LAYMAN 


The  following  letter  was  received  some  time  ago,  to- 
gether with  a clipping  from  The  Oregonian,  and  is  printed 
in  Northwest  Medicine  because  of  the  interest  the  subject 
has  for  the  doctors  of  Oregon.  The  writer  enjoys  “ribbing” 
his  friends,  and  is  usually  well-informed  on  matters  of  pub- 
lic interest. 

Dear  Ed : 

I've  just  read  in  the  enclosed  clipping  from  The  Ore- 
gonian where  all  the  troubles  of  your  gang  are  over. 
That’s  right.  You  and  your  pals  in  the  Oregon  State 
Medical  Society  can  stop  worrying.  Health  has  now  be- 
come compulsory!  What,  you  don't  believe  me?  Then  read 
it  for  yourself.  Right  in  the  paper,  too,  and  I quote : “It 
is  a matter  of  setting  up  standards  and  making  health 
compulsory.  The  bill  does  this.”  Just  like  that.  By  act  of 
the  legislature.  Hence  your  troubles  are  over.  Or  are  they 
just  beginning? 

As  a layman  I know  I shouldn't  horn  into  your  affairs 
but  after  enjoying  arguing  with  you  fifteen  veai-s  and 
with  a couple  of  kids  affected  by  this  “compulsion"  I 
can't  resist  the  temptation  to  hang  one  on  you  with  a 
merry  "I  told  you  so."  To  whom  am  I referiing?  To  noth- 
ing less  than  House  Bill  number  5.3,  the  one  where  the 
physical  education  boys  (and  girls)  slipped  a fast  one 
over  on  you  medics  called  the  “health  and  physical  fitness 
school  measure.”  Don’t  say  you  weren’t  warned.  You  at- 
tended one  of  the  slicker  meetings  yourself,  as  the  official 
representative  of  the  Oregon  State  Medical  Society  ! True, 
you  were  smart  enough  to  recognize  you  were  outnum- 
bered by  professional  do-gooders  to  the  odds  of  about 
sixteen  to  one,  but  they  took  you  in  to  the  extent  that, 
although  you  considered  it  a waste  of  effort  to  attend  fur- 
ther meetings,  you  didn’t  tell  the  rest  of  the  medical  boys 
they  should  be  against  the  measure  instead  of  just  cross- 
ing their  fingers  on  it  and  hoping  for  the  best. 

Don’t  feel  too  sorry.  You  aren’t  alone.  The  legislature 
passed  the  measure  overw'helminglv,  thereby  winning  the 
plaudits  of  the  “Oregon  ’Voter”  for  Mrs.  George  Moor- 
head. who  lobbied  the  bill.  “What  a woman”  ! says  Editor 
Chapman.  Whv  didn’t  you  have  her  on  your  .side?  She 
works  out  of  Dr.  Weinzirl’s  office  at  the  Medical  School. 
Oregon  first,  nationally  next.  While  you  doctors  were 
watching  the  socialization  scene  nationally,  they  slipjjed  a 
wedge  under  you  locally  ! 

In  the  pleasure  of  getting  a fast  one  past  the  legisla- 
ture, the  wraps  are  off  the  boss,  so  perhaps  the  publicity 


yarn  in  the  Oregonian  will  convince  you  that  what  I’ve 
been  telling  you  isn’t  a fairy  tale.  May  I quote  and  com- 
ment on  certain  passages? 

The  physical  educators  claim  through  this  blurb  thebe 
has  been  handed  “a  simple  and  perfectly  clear  mandate 
of  responsibility  to  the  schools  for  the  health  of  Oregon’s 
children.”  They  don’t  say  school  children  or  children  in 
school.  They  seem  to  think  in  the  broadest  of  terms  and 
please  note  that  you  fellows  have  nothing  more  to  say  in 
the  matter.  The  law  says  this  is  the  responsibility  of  the 
educators  who  will  now,  with  a system  of  deep  inhala- 
tions, knee  bends  and  nutritive  hot  lunches,  proceed  to 
give  the  kids  “strength  and  stamina"  and  correct  all  the 
defects  previously  considered  due  to  poor  body  inherit- 
ance and  environment.  It  seems  now  that  you  chaps  have 
the  wrong  theory  of  feeble  mindedness  and  such  things, 
which  make  a person  4-F.  You  can  lead  a boss  to  water 
and  make  him  drink  ! 

For  a moment  I thought  you  medics  were  entirely  out 
of  it  but  on  a closer  reading  I find  I may  be  wrong.  I 
note  where  Dean  Leighton,  U.  of  O.  department  of  physi- 
cal education,  says  it  can  all  be  done  for  the  $25,000 
obtained  from  the  legislature,  but  later  on  I find  two 
other  things  are  to  help.  Local  schools  are  to  bear  the 
local  cost  of  the  program,  apparently  whether  they  like 
it  or  not.  And  then  you  come  in.  The  program  calls  for  a 
medical  examination  for  all  children  and  a follow-uj)  by 
the  schools.  So  because  there  has  to  be  some  inner  co>-e 
of  merit  to  any  sales  pioject,  it  begins  to  look  as  if  you 
will  be  “permitted”  to  make  the  aforementioned  medical 
examinations,  thus  making  it  easier  for  the  program  to  be 
put  across.  Do  I see  any  mention  of  doctors  being  reim- 
buised  for  this?  I do  not  and  neither  will  you.  This  is  the 
point  where  you  cease  to  be  suckers  and  become  a noble, 
honorable  profession.  Later  you  can  depend  on  it  the 
education  boys  will  take  all  the  credit  when  aimroaching 
the  legislature  for  more  appropiiations  and  extension  of 
“responsibility”  so  necessary  to  bureauciatic  health. 

If  this  painting  of  the  local  picture  makes  you  weep 
with  anguish,  save  a tear  for  the  national  implications. 
Again  I quote  from  this  publicity  release: 

“That  Oregon’s  program  will  receive  federal  attention 
seems  sure.  As  the  first  state  in  the  Union  to  tackle  the 
4-F  problem  revealed  by  the  war,  Oregon  can  doubtless 
claim  and  receive  federal  grants  of  money.  The  program 
is  unique  in  being  entirely  local  : the  need  was  re'-ognized 
bv  the  state,  the  remedy  voted  by  the  peoi)le.  Whether 
money  is  forthcoming  from  Washington  or  not  the  die  is 
cast.  Dr.  Leighton  says,  and  the  plan  will  he  carried  out.” 

There  you  have  it  right  from  the  boss.  Doesn’t  it  have 
a familiar  sound,  including  the  inconsistency?  With  Ore- 
gon having  the  lowest  4-F  rejection  rate  in  the  nation, 
there  was  without  doubt  a most  ui'gent,  immediate  need 
for  this  automatic  “remody.”  How  could  the  state  i)ossibly 
fail  to  recognize  it  under  such  trying  eircumstanees ? As 
for  the  “local”  business,  is  it  not  a matter  of  record  that 
Dean  Leighton  made  a national  "toui”  some  months  ago 
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in  the  interest  of  the  proposed  legislation,  a considerable 
part  of  which  was  spent  with  officialdom  in  Washington, 
D.  C.?  What  is  so  ' local  ’ about  that  or  am  I laughing? 
As  for  the  people  voting  the  remedy,  well,  only  the  legis- 
lature had  a crack  at  it,  and  from  hiditor  Chapman's  com- 
ments it  seems  they  were  well  handled. 

Who  started  this?  The  Oregonian  article  hands  the 
credit  to  "the  Oregon  Joint  Committee  on  Health  and 
Physical  Fitness  headed  by  Dr.  R.  W.  Leighton,  dean  of 
physical  education  at  the  University  of  Oregon.  It  was 
this  group  which  formulated  the  bill  and  to  them  Super- 
intendent of  Schools  Rex  Putnam  has  handed  the  respon- 
sibility of  putting  the  plan  into  practice.”  Was  the  Oregon 
State  Medical  Society  invited  to  take  part  in  the  writing 
of  this  bill?  I'll  wagei'  a plugged  nickel  you  were  coaxed 
into  “supporting”  the  program  afterward!  And  another 
plugged  nickel  you  fell  for  the  play. 

What’s  the  point  of  this  letter  when  I've  argued  all  this 
with  you  many  times  before?  Just  this.  It  might  be  a 
swell  spot  for  you  fellows  to  try  some  of  that  nonpartici- 
pation you  were  telling  me  about  a while  back,  at  least 
until  such  time  as  these  do-gooders  get  their  heads  out 
of  the  clouds  and  their  feet  on  the  ground  in  a subject  so 
technical  that  even  you  people  get  gray  hairs  wrestling  it. 
Otherwise,  the  physical  educators  will  get  you  if  you 
don’t  watch  out.  BUTCH. 

Friend  “Butch”; 

You  win,  and  lose,  a plugged  nickel.  Oregon  State  Medi- 
cal Society  was  not  contacted  or  consulted  prior  to  or  in 
the  writing  of  the  bill  known  as  House  Bill  S3,  and  did 
not  endorse  it.  Had  some  of  the  things  stated  in  the  Ore- 
gonian article  been  known  to  them  at  that  time  it  is  pos- 
sible the  “no  endorsement”  stand  might  have  been  consid- 
erably modified.  The  cross-fingered  attitude  was  taken  in 
fairness  to  the  children  of  Oregon  on  the  chance  some- 
thing beneficial  might  possibly  come  out  of  the  educators’ 
activities.  Fingers  are  still  crossed,  and  Dr.  Burton  A. 
Myers  of  Salem,  current  “observer”  to  the  committee,  may 
wish  to  make  a report  to  the  Council  in  the  near  future. 
A copy  of  your  letter  has  been  sent  him,  and  if  he  happens 
to  read  it  to  the  committee  we  hope  they  enjoy  your  com- 
ments as  much  as  we  have. — Editor,  Oregon  Section. 


STAND  BY  FOR  O.  P.  S. 
QUESTIONNAIRE 


.\t  the  .April  meeting  the  House  of  Delegates  handed 
a committee  of  the  society  the  duty  of  gazing  into  the 
crystal  ball  and  deciding  the  destinies  of  Oregon  Physicians 
Service,  following  the  unanimous  vote  to  continue  the  pre- 
payment plan. 

To  aid  the  committee  in  its  deliberations  a questionnaire 
is  being  sent  to  all  members  of  the  Society,  and  another 
one  is  to  be  furnished  all  Oregon  specialists  recorded  with 
the  .A.M..A.  The  decisions  and  recommendations  of  the 
committee  will  probably  be  based  largely  on  the  informa- 
tion contained  in  the  replies,  but  other  sources  of  informa- 
tion are  also  being  studied. 

Members  of  the  committee  are  Drs.  D.  R.  Ross  of  Salem, 
J.  P.  Brennan  of  Pendleton,  L.  M.  Spalding  of  .Astoria, 
George  I.  Hurley  of  Eugene,  and  Gordon  B.  Leitch  of 
Portland,  all  trustees  of  Oregon  Physicians  Service. 


OBITUARIES 


Dr.  Ernest  C.  Dalton,  73,  retired  St.  Helens  physician, 
died  at  his  home.  May  16,  after  a long  illness.  Dr.  Dalton 
was  born  in  London,  England,  but  came  to  Oregon  as  a 
child  and  took  his  medical  degree  from  Willamette  Univer- 
sity, Salem,  in  190S.  Following  postgraduate  work  abroad, 
he  practiced  in  Alaska,  Salem  and  Portland,  then  located  in 
St.  Helens  except  for  periods  served  on  the  Mexican  border 
in  1916  and  the  first  World  War.  He  was  a member  of 
the  Oregon  State  Medical  Society  and  also  was  active  in 
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numerous  civic  and  political  affairs,  including  the  state 
capitol  reconstruction  commission. 

Dr.  a.  Blair  Paul  died  in  Portland  May  16.  Born  in 
Pennsylvania  in  1893,  Dr.  Paul  attended  schools  in  New 
Jersey,  later  came  to  Oregon  and  attended  Pacific  Univer- 
sity at  Forest  Grove.  He  took  his  medical  degree  from  the 
University  of  Oregon  Medical  School  and  practiced  in 
Portland  since  1926. 

Dr.  Bernard  Pehr,  74,  who  for  the  past  year  has  been 
the  only  physician  located  in  John  Day,  died  May  6 of  a 
heart  ailment.  .Although  in  failing  health  for  several  months 
previously,  he  refused  to  give  up  practice  in  the  face  of 
the  need  for  medical  services  and  continued  to  see  the  sick 
until  the  day  of  his  death. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 

The  regular  monthly  meeting  of  Central  Willamette  Med- 
ical Society  was  held  in  the  Benton  Hotel,  Corvallis,  May 
3,  with  President  N.  E.  Irvine  presiding.  There  were  forty- 
three  in  attendance,  including  some  of  the  medical  personnel 
from  the  U.  S.  Naval  Hospital,  Corvallis,  under  command 
of  Capt.  Paul  W.  Wilson,  MC,  USN.  Dinner  was  served  at 
7:00  p.m. 

Minutes  of  the  last  meeting  were  read  and  approved, 
after  which  an  interesting  program  was  provided.  Lt. 
Comdr.  J.  W.  Rastetter  spoke  on  “Experiences  in  the  South 
Pacific.”  Pictures  were  shown  incidental  to  the  invasion  of 
Guam,  Saipan  and  Iwo  Jima. 

Comdr.  P.  Michael  then  gave  a very  interesting  illustrated 
lecture  on  “Filariasis.”  Capt.  Paul  Wilson  discussed  his 
experiences  and  observations  of  filariasis  with  sequelae  of 
lymphangitis  and  elephantiasis,  with  secondary  infection  of 
deep  abscess  of  psoas  and  thigh  muscles. 

Over  a period  of  forty  years  the  mortality  rate  in  Samoa 
shows  tuberculosis  first,  pneumonia  second  and  filariasis 
third.  It  is  believed  that  mortality  due  to  filariasis  among 
the  primitive  people  is  partly  due  to  their  habit  of  massage 
for  pain,  followed  by  septicemia.  Concensus  of  opinion  is 
that  filariasis  will  not  be  a medical  problem  in  the  future 
among  returning  veterans. 

SOUTHERN  OREGON  MEDICAL  SOCIETY 

The  fifty-fourth  annual  session  of  Southern  Oregon  Med- 
ical Society  was  held  at  the  Marine  Barracks  Post  Theater, 
Klamath  Falls,  May  IS.  Thirty-seven  doctors  from  the 
Southern  Oregon  area  attended  the  session. 

Ralph  E.  Poston,  Ashland,  was  elected  president,  and 
F.  C.  .Adams,  Klamath  Falls,  secretary. 

The  following  program  was  presented; 

PROGRAM 

1.  Welcome  by  Col.  George  O.  Van  Orden. 

2.  The  use  of  Digitalis  in  Congestive  Failure.  Lt.  J.  Nor- 
wood. 

3.  Color  Film  on  Proctoscopic  Pathology.  Lt.  R.  J.  Has- 
terlik. 

4.  Filariasis.  Lt.  Comdr.  J.  W.  Haviland. 

5.  Tracheobronchitis  and  Croup  in  Children.  Lt.  (jg)  S. 
Spector. 

6.  War  Neurosis.  Lt.  Comdr.  M.  Zeligs. 

7.  The  Problem  of  the  Silent  Gallstone.  Lt.  R.  P.  Tucker. 

8.  Indications  for  the  Use  of  Sulfonamides  and  Penicillin. 
Lt.  (jg)  S.  Spector. 

9.  Amebic  Liver  Abscess.  Case  Presentations.  Lt.  Comdr. 
.A.  B.  Hendricks  and  Lt.  (jg)  L.  P.  Eliel. 

10.  Malaria.  Capt.  L.  T.  Coggeshall. 


June,  1945 
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WASHINGTON  STATE 
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HOUSE  OF  DELEGATES 

MEDICAL  ASSOCIATION 

1 C9  1 

— 

SEATTLE,  SEPT.  8-9 

POSTGRADUATE  MEDICAL  COURSES 


Details  of  the  program  have  not  yet  been  completed,  but 
general  plans  for  postgraduate  medical  education  to  be 
offered  physicians  of  Washington  State  who  return  from 
military  service,  and  all  others  now'  residing  here,  include 
short  clinical  and  some  associated  didactic  courses  at  King 
County  Hospital,  Seattle.  These  will  be  designed  to  pro- 
vide refresher  courses  in  the  various  specialties.  The  Wash- 
ington State  Medical  Association  Committee  on  Postgrad- 
uate Medical  Education  has  had  no  requests  for  specific 
courses,  but  is  preparing  to  meet  requirements,  including 
courses  such  as  general  surgery  and  associated  specialties, 
orthopedics,  urology,  gynecology,  obstetrics,  general  medi- 
cine, and  associated  subjects  of  cardiology,  pediatrics,  etc. 

This  was  the  information  provided  Dr.  Victor  Johnson, 
Secretary  of  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  by  Homer  D. 
Dudley,  Seattle,  Chairman  of  the  State  Post  Graduate 
Medical  Education  Committee.  Dr.  Johnson  indicated  in 
correspondence  that  a large  portion  of  the  responsibility 
for  developing  facilities  to  meet  the  needs  of  returning 
medical  officers  for  additional  education  rests  with  ap- 
proved internship  and  hospital  residencies  and  medical 
schools.  Several  state  medical  societies  have  inaugurated 
such  plans. 

Length  and  duration  of  each  course  offered  in  Wash- 
ington will  be  determined  both  by  applications  received 
and  future  experience  in  conduct  of  the  courses  in  Dr. 
Dudley’s  opinion.  The  plan  includes  use  of  hospitals  only, 
and  to  what  extent  it  may  be  extended  outside  Seattle  will 
be  determined  by  experience,  local  facilities  and  estimated 
needs.  With  the  exacting  demands  made  upon  local  physi- 
cians available  for  teaching,  long  continuous  courses  might 
create  a difficult  problem. 


LOCATION  OF  STATE  MEDICAL  BUREAU 


In  compliance  with  the  expressed  desires  of  various 
Boards  of  Trustees  and  Committees,  activation  of  the 
State  Medical  Bureau  has  been  accomplished,  with  offices 
established  at  218  Cobb  Building,  Seattle.  The  purpose  of 
the  Bureau  is  to  coordinate  the  activities  of  the  respective 
county  Bureaus,  and  to  look  into  the  matter  of  providing 
statewide  medical  and  hospital  service  contracts. 

The  recommendation  by  the  Bureau  managers  that 
Ralph  W.  Neill,  executive  secretary  of  Washington  State 
Medical  Association,  be  employed  as  State  Bureau  Man- 
ager, was  accepted  by  the  Board  of  Trustees  of  the  Wash- 
ington State  Medical  Bureau  and  the  Executive  Commit- 
tee of  Washington  State  Medical  Association.  Mr.  Neill  w'ill 
combine  his  new  duties  with  those  of  Executive  Secretary. 

Records  of  the  State  Bureau  immediately  were  moved  to 
Seattle  from  Olympia,  and  a program  was  outlined  to 
activate  the  new  set-up.  Committees  were  named  at  a re- 
cent meeting  of  Bureau  Managers  to  expedite  the  follow- 
ing projects: 


1.  Draw  up  proposed  state-wide  medical  and  hospital 
contracts. 

2.  Investigate  the  possibilities  of  taking  over  administra- 
tion of  the  Old  .\ge  .Assistance  medical  aid  program,  in 
compliance  with  a suggestion  by  the  State  Department  of 
Social  Security. 

3.  Expand  medical  and  hospital  services  to  covered 
workers’  families. 


DISTRICT  HOSPITALS 


Dr.  U.  S.  Ford  of  Forks  has  been  informed  by  legisla- 
tive officials  that  there  have  been  more  inquiries  for  copies 
of  House  Bill  No.  47,  Dr.  Ford’s  district  hospital  measure, 
than  any  other  bill  passed  by  the  recent  legislature.  The 
new  law,  now'  Chapter  264,  provides  for  establishment  of 
hospital  districts,  and  election  of  commissioners  to  admin- 
ister their  affairs,  in  counties  of  less  than  25,000  population. 
The  right  is  granted  such  organized  districts  to  acquire 
and  operate  hospitals  and  hospital  equipment  within  the 
district,  making  the  procedure  conform  to  the  public  util- 
ity district  law  of  1931. 

The  commissioners  are  given  the  right  to  issue  utility 
bonds  for  financing  of  the  acquisition  and  operation  of 
such  hospitals,  with  the  right  to  levy  an  annual  tax  not  to 
exceed  three  mills  on  property  in  the  hospital  district  for 
the  purpose  of  meeting  any  annual  deficits. 

Dr.  Ford  said  tw'enty-six  counties  in  the  state  are  eligible 
to  create  hospital  districts  under  the  law,  and  a number  of 
inquiries  indicating  interest  in  creating  such  districts  have 
been  received.  The  law  makes  it  possible  for  rural  com- 
munities to  provide  facilities  which  would  encourage  more 
thoroughly  prepared  physicians  to  locate  in  these  areas,  and 
will  encourage  the  national  health  administration  to  set  up 
laboratory  facilities  in  country  areas. 


DATES  FOR  DELEGATES  MEETINGS 


The  War  Committee  on  Conventions  has  denied  permis- 
sion for  the  .American  Medical  .Association  to  hold  its 
annual  meeting  of  the  House  of  Delegates  at  Chicago  in 
July.  The  .A.M..A.  officials  hope  to  file  application  for  per- 
mission to  hold  the  meeting  at  a later  date.  Because  of 
transportation  difficulties,  it  was  considered  advisable  to 
have  the  meeting  at  a place  where  travel  and  hotel  reserva- 
tions w'ould  be  reduced  to  a minimum,  to  conform  with 
the  Office  of  Defense  Transportation  regulations. 

The  Executive  Committee  of  Washington  State  Medical 
Association  has  recommended  to  the  Board  of  Trustees 
that  the  annual  meeting  of  the  House  of  Delegates  be  held 
in  Seattle  on  September  8,  9. 


MEDICAL  NOTES 


New  Forms  of  Birth  Reports.  The  new  forms  of  birth 
returns  for  illegitimate  births,  which  were  established  by 
recent  legislative  action,  have  now  come  into  effect.  The 
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new  return  prevents  disclosure  of  illegitimacy  in  birth 
certificates.  In  the  old  forms  was  the  question  whether  or 
not  the  mother  was  married.  The  fact  of  illegitimacy,  how- 
ever, wilt  be  officially  recorded  so  that  it  can  be  known  to 
the  court  and  to  adopting  parents. 

Hospital  Expansion.  When  the  Virginia  Mason  Hospital 
extension  in  Seattle  was  first  announced,  it  was  mentioned 
as  two  story  addition  to  the  north  portion  of  the  struc- 
ture. This  is  now  being  completed  with  four  stories  which 
will  extend  that  portion  of  the  hospital  to  a height  of  nine 
stories,  adding  sixty  beds,  six  new  surgeries,  maternity  de- 
partment and  other  facilities.  The  addition  covers  an  area 
of  130  by  42  feet,  the  completion  of  the  construction  being 
expected  in  November.  Diagonally  across  the  street,  the 
new  nurses’  home  is  also  under  construction  which  is  rising 
as  an  imposing  structure,  the  completion  of  which  is  antici- 
pated in  September. 

Hospital  to  Be  Renamed.  The  Burlington  Hospital, 
which  was  managed  for  many  years  by  Dr.  Cleveland,  has 
been  under  varied  management  since  his  death.  It  is  now 
proposed  to  remodel  and  enlarge  it,  hereafter  to  be  operated 
as  Matthews  General  Hospital  of  Burlington.  When  Wood- 
man Matthews  of  that  city  died  in  1924,  he  left  $10,000 
to  be  used  to  provide  hospital  facilities  for  the  sick  of 
Skagit  County.  .Although  the  hospital  has  been  closed  for 
several  months,  money  has  become  available  from  this  be- 
quest to  refurnish  and  operate  it  once  more. 

Site  Selected  for  Veterans’  Hospital.  A veterans’  hos- 
pital to  cost  $2,500,000  will  be  located  in  Seattle  on  a site 
on  Beacon  Hill,  approved  by  the  engineer  for  the  Veterans’ 
Administration.  The  site  covers  a block  of  land  south  of 
Jefferson  Park,  one-third  of  which  is  expected  to  be  used 
at  present.  The  hospital  will  have  from  1000  to  1500  beds. 
It  will  be  ten  stories  high,  similar  in  construction  to  the 
Marine  Hospital. 

Hospitals  Closed.  Much  agitation  has  arisen  in  .Aber- 
deen and  Hoquiam  over  the  closure  of  a hospital  in  each 
city,  both  of  them  under  the  same  ownership.  The  prop- 
erties have  been  offered  for  sale.  Now  has  arisen  a public 
movement  in  each  city,  inspired  by  the  recognized  neces- 
sity of  having  the  hospitals  reof>ened  and  equipped  for 
active  service.  It  seems  as  if  such  plans  should  be  accom- 
plished. 

Indians  Oppose  Hospital  Construction.  The  proposed 
Toppenish  Community  Hospital,  which  has  expected  to  use 
the  former  Indian  service  tuberculosis  sanitarium,  has  been 
obstructed  by  action  of  the  Indian  Tribal  Council.  It  has 
refused  to  consider  a lease  of  the  grounds  and  buildings 
for  this  purpose.  .Although  the  building  is  owned  by  the 
government,  approval  of  its  disposition  had  to  be  obtained 
from  the  Indians  because  the  land  on  which  the  building 
is  situated  belongs  to  the  tribe. 

Hospital  Site  Secured.  For  some  time  funds  have  been 
accumulating  for  construction  of  the  Valley  Memorial 
Hospital  in  Sunnyside.  It  is  now  assured  by  the  purchase 
of  a site  at  a suitable  location.  More  than  the  necessary 
$60,000  for  construction  has  been  subscribed  by  hospital 
donors. 

.Addition  to  Convalescent  Hospital.  It  is  announced 
that  Madigan  Convalescent  Hospital  near  Fort  Lewis  is 
being  enlarged  by  1500  beds,  raising  the  total  hospital 
capacity  to  6,193  patients.  The  cost  of  present  construc- 
tion will  be  about  $200,000.  The  program  consists  of  con- 


verting existing  barracks  and  other  buildings.  .Addition  of 
the  new  unit  will  make  the  combined  hospitals  to  be  known 
as  the  Madigan  Hospital  Center,  including  both  general 
and  convalescent  hospitals. 

Hospital  Site  .Available.  For  some  time  funds  have 
been  solicited  and  accumulated  for  a hospital  at  Prosser. 
.A  retired  businessman  has  offered  a site  with  a liberal 
donation  of  funds  to  establish  the  Prosser  Memorial  Hos- 
pital. 

Nurses’  Home  Expanded.  The  nurses’  home  under  con- 
struction for  the  Sacred  Heart  Hospital  at  Spokane  will 
be  increased  by  two  more  stories,  at  an  additional  expense 
of  $40,916.  This  will  provide  accommodation  for  96  instead 
of  the  48  nurses  as  originally  specified. 

Bids  Called  for  Hospital.  Bids  have  been  received  for 
construction  of  the  Kennewick  Hospital  which  will  cost 
about  $400,000.  This  includes  the  hospital  building  and  a 
nurses’  home.  The  dimensions  will  be  430  by  242  feet. 

Mental  Hygienic  Clinic.  A complete  hygienic  clinic  to 
serve  Seattle  and  King  County  has  been  established.  The 
clinic  will  have  two  psychiatrists,  a psychologist,  together 
with  psychiatric  social  workers.  The  State  Department  of 
Health  will  pay  the  cost  of  the  clinic,  while  King  County 
will  provide  floor  space. 

City  Council  Bans  Raw  Milk.  The  matter  of  prohib- 
iting sale  of  raw  milk  has  been  agitated  in  many  cities. 
The  Everett  City  Council  is  the  first  in  this  state  to  place 
its  ban  on  the  sale  and  distribution  of  such  milk  within 
the  city  limits.  It  is  stated  that  only  1.5  per  cent  of  milk 
consumed  in  that  city  is  raw.  This  action  was  promoted 
by  reports  of  diseases  conveyed  in  other  cities  by  the  use 
of  raw  milk. 

Health  Officer  .Appointed.  Paul  Lindquist  has  been 
appointed  health  officer  for  Walla  Walla  city  and  county, 
succeeding  .Arthur  L.  Ringle  who  left  that  office  to  become 
State  Commissioner  of  Health  in  Seattle.  Dr.  Lindquist  is  a 
surgeon  in  the  United  States  Public  Health  Service  and  is 
loaned  for  this  position. 


OBITUARIES 


Dr.  Erich  T.  Richter,  age  79  years,  died  in  Spokane 
March  12.  He  was  a native  of  Bavaria  and  obtained  his 
medical  degree  in  1890  from  the  Julius-Maximians-Univer- 
sitat  Medizinische  Fakultat  in  Wurzburg,  Bavaria.  .At  the 
age  of  25  he  entered  medical  practice  and  later  served  as 
ship’s  physician.  He  came  to  Spokane  in  1893.  He  was 
well  known  as  an  able  physician.  In  1941  the  Spokane 
County  Medical  Society  honored  him  at  a banquet  and 
celebration  of  his  fiftieth  anniversary  of  medical  practice. 

Dr.  Terence  T.  Dawson  of  Seattle,  age  43  years,  died 
May  1 after  a prolonged  illness.  He  was  a graduate  of 
the  University  of  Washington  and  obtained  his  medical 
degree  from  Creighton  University  Medical  School  in  1928. 
He  specialized  as  a roentgenologist,  serving  in  this  capacity 
in  Seattle  hospitals. 
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SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Cowlitz  County  Medical  Society  met  Wednesday  evening, 
May  16,  at  Hotel  Monticello,  Longview.  The  guest  speaker 
was  H.  H.  Skinner  of  Yakima,  Secretary  of  the  State  Ob- 
stetrical Society.  He  presented  the  Emergency  Maternal  and 
Infant  Care  program  of  the  United  States  Children’s  Bureau. 
The  pros  and  cons  of  this  subject  were  discussed  very  thor- 
oughly and  the  Socie.ty  went  on  record  recommending  that 
this  service  be  discontinued  as  soon  as  the  war  emergency 
is  over.  It  is  felt  that  its  continuance  would  lower  the 
standard  of  medical  care  throughout  the  United  States  and 
be  an  opening  wedge  for  political  medicine. 

Meetings  will  be  discontinued  during  the  summer  months 
and  our  next  regular  meeting  will  be  held  on  September  19. 

The  .Auxiliary  met  at  Hotel  Monticello  the  same  evening. 
Mrs.  Clyde  Corman  gave  an  interesting  book  review.  \ 
donation  was  made  by  the  auxiliary  to  the  Florence  Grewer 
Memorial  of  the  Cowlitz  General  Hospital. 


KING  COUNTY  MEDIC.\L  SOCIETY 
The  regular  monthly  meeting  of  King  County  Medical 
Society  was  held  at  8:15  p.m..  May  7,  in  the  auditorium 
of  the  Medical  and  Dental  Building,  Seattle,  President 
Harold  E.  Nichols  presiding. 

Charles  W.  Peterson  was  elected  to  membership.  Mem- 
bership applications  were  read  for  the  first  time  from 
Rudolph  Heilpern,  James  H.  Lasater,  Robert  M.  Rankin 
and  Joseph  P.  Toppenberg.  .Application  of  Thomas  W. 
Madson  was  read  for  the  second  time. 

President  Nichols  announced  there  would  be  no  more 
regular  meetings  of  the  Society  until  October  1,  but  special 
meetings  would  be  held  on  May  21  and  July  9. 

\ portrait  of  Homer  D.  Dudley  and  Walter  C.  Wood- 
ward, painted  by  Mr.  Neale  Ordayns,  was  presented  to  the 
Society  by  Donald  Trueblood  for  Seattle  Surgical  Society. 

O.  A.  Nelson  presented  a paper  on  “.Arteriography  as  an 
.Aid  in  the  Diagnosis  of  Renal  and  .Abdominal  Conditions.” 
.A  history  of  the  origin  and  perfection  of  this  procedure 


was  outlined.  The  speaker  described  the  development  of  his 
interest  in  this  subject,  and  emphasized  its  usefulness.  Men- 
tion was  made  of  five  conditions  for  which  it  is  of  infinite 
value,  dealing  with  abdominal  masses,  arterial  obstructions, 
valuation  of  arteriosclerosis,  diagnosis  of  presence  or  ab- 
sence of  aneurysm  and  for  vascular  renal  tumors. 
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SIMPLIFIED  STILLBIRTH  CERTIFICATE 

.As  the  culmination  of  many  years  of  study  and  experi- 
mentation, nationally  and  locally.  Dr.  Arthur  Ringle,  State 
Health  Director,  has  announced  a new  single  simplified 
certificate  of  stillbirth.  The  new  certificate  will  simplify 
the  work  of  overburdened  physicians  who  were  once  com- 
pelled to  fill  out  two  complete  certificates,  one  birth  and 
one  death,  for  each  stillbirth  that  occurred.  Now,  Dr. 
Ringle  pointed  out,  the  physician  discharges  his  legal,  sta- 
tistical and  recording  obligations  with  a single  certificate 
which  is,  moreover,  adapted  to  the  particular  event,  where- 
as neither  birth  nor  death  certificates  exactly  fitted  the  case. 

The  special  certificate  is  created  under  Chapter  159  of 
the  1945  Session  Laws  of  Washington  State,  under  which 
the  definition  of  stillbirth  is  stated  as  “a  birth  after  at 
least  twenty  (20)  weeks  of  gestation,  in  which  the  child 
shows  no  evidence  of  life  after  complete  birth.”  The  words 
“evidence  of  life”  include  heart  action,  breathing  or  move- 
ment of  voluntary  muscles.  Specific  questions  with  respect 
to  these  conditions  and  with  respect  to  fetal  and  maternal 
causes  are  asked  on  the  new  certificate. 

More  information  and  more  accurate  details  about 
still-births  will  be  available.  Dr.  Ringle  said,  in  future 
years  because  the  new  certificate  has  more  statistical  value 
and  part  of  the  time  saved  in  filing  the  simplified  form 
may  be  diverted  to  statistical  analysis.  Change  over  from 
the  former  method  of  filing  will  start  sometime  in  late 
June.  The  law  creating  the  stillbirth  certificate  was  spon- 
sored by  Dr.  .A.  Bailey,  Chief  of  Vital  Statistics  Section, 
and  all  inquiries  about  the  coming  change  in  procedure 
should  be  directed  to  the  Division  of  Vital  Statistics,  State 
Department  of  Health,  Smith  Tow'er,  Seattle  4,  Wash. 
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ALASKA  REPRESENTED  IN  PORTLAND 


.Alaska  was  invited  to  attend  the  regional  conference  in 
Portland,  April  7,  8,  of  the  .American  Medical  Associa- 
tion’s Council  on  Medical  Service  and  Public  Relations, 
of  which  John  H.  Fitzgibbon  of  Portland  is  Chairman. 
This  conference  was  attended  by  representatives  from 
Oregon  and  adjoining  states,  the  Secretar>-  of  the  .Alaska 
.Association,  and  officials  from  the  central  office  of  the 
.A.M.A.,  and  by  Mr.  Edward  F.  Stegen,  .Associate  .Admin- 
istrator of  the  National  Physicians  Committee. 

In  general,  the  discussions  dealt  with  widespread  move- 
ment toward  regimentation  of  medicine  and  how  to  pre- 
vent adverse  national  legislation.  One  trend  of  thought 


was  to  lead  the  movement  into  acceptable  channels  by- 
organizations  to  provide  prepaid  medical  care,  these  or- 
ganizations to  be  run  by  the  profession.  Many  such  plans 
are  now  in  operation  in  the  States  in  a limited  way.  Much 
criticism  was  offered  on  the  Children’s  Bureau  and  its  evi- 
dent intention  of  entering  into  practice  of  state  medicine. 

Workings  of  the  National  Physicians  Committee  were 
explained  by  Mr.  Stegen  and  it  is  believed  that  most  of 
those  present  were  surprised  at  the  work  it  has  done.  It 
has  been  functioning  as  an  educational  bureau  for  medicine 
and  is  putting  out  to  the  public  through  all  means  teach- 
ings about  medicine  and  its  relation  to  the  public.  This 
committee  is  doing  fine  work  and  merits  our  support.  It  is 
supported  entirely  by  voluntary  contributions  and  is  a 
worthy  cause  for  contribution  by  us  in  the  Territory. 
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HOSPITAL  CONTRACTS 

Recently  it  has  come  to  our  attention  that  there  is  at 
least  one  instance  in  Alaska  where  a hospital  has  been 
contracting  with  an  industrial  concern  to  supply  both  hos- 
pital and  medical  care  for  their  accident  cases.  We  do  not 
feel  that  this  is  a fair  type  of  practice  and  it  is  not  con- 
sidered to  be  ethical  by  the  medical  profession. 

Realizing  that,  the  hospitals  in  Alaska  have  had  financial 
difficulties  at  times,  the  doctors  have  been  hesitant  in  the 
above  case  in  charging  the  hospital  for  their  services.  This 
has  resulted  in  a direct  contribution  of  money  to  the  hos- 
pital, but  this  is  not  the  right  way  for  contributions  to  be 
made.  We  feel  that  no  hospital  should  participate  in  such 
a contract. 

We  would  like  to  know  if  there  are  any  other  instances 
of  such  contracts  in  the  Territory.  If  any  doctors  know  of 
hospitals  carrying  similar  contracts,  the  Secretary  of  the 
.Association  would  like  to  receive  letters  about  the  same 
or  letters  of  comment  in  general  about  this  practice. 


RETIRES  FROM  PRACTICE 


L.  P.  Dawes  of  Juneau  has  recently  retired  from  active 
practice  of  medicine  after  forty  years  of  work.  Dr.  Dawes 
graduated  from  the  University  of  Illinois  in  1905  and  was 
then  .Associate  Professor  of  Gynecology  at  that  school  for 
five  years.  He  then  moved  to  Alaska,  stopping  in  Wrangell 
for  five  years  and  coming  to  Juneau  in  1915,  where  he  has 
had  a very  full  practice  in  medicine  and  surgery  until  his 
recent  retirement.  He  was  well  known  for  his  skill  in  sur- 
gery and  was  made  a Fellow  of  the  American  College  of 
Surgeons  some  years  ago.  For  many  years  he  served  on  the 
.Alaska  Territorial  Board  of  Medical  Examiners.  Mining 
has  been  one  of  his  hobbies  for  a long  time  and  he  plans 
to  devote  some  time  to  it  now  and  perhaps  travel  some. 

John  H.  Clements  to  Juneau.  .After  nine  years  of  prac- 
tice in  Wrangell,  Dr.  Clements  is  moving  to  Juneau  to  be 
associated  with  Dr.  J.  O.  Rude. 

■Alvin  T.  Nelson  to  Wrangell.  Dr.  Nelson  of  Wallin, 
Wyoming,  has  moved  to  Wrangell  to  take  over  the  va- 
cancy in  that  city. 


BOOK  REVIEWS 


Bronchial  Asthma.  By  Leon  Unger,  B.S.,  M.D.,  F..A.C.P. 
-Assistant  Professor,  Department  of  Medicine,  Northwestern 
Medical  School,  Chicago.  724  pp.,  $9.  Charles  C.  Thomas, 
Springfield,  111.,  1945. 

This  excellent  monograph  is  another  useful  contribution 
to  the  field  of  allerg>’.  It  is  an  invaluable  addition  to  the 
medical  libraries  of  the  allergist,  internist  and  practitioners 
in  other  branches  of  medicine.  .A  medical  textbook  is  sup- 
posed to  take  the  place  of  a teacher  by  interesting  the 
pupil  and  reader  in  the  subject  on  hand,  impart  vital  in- 
formation and  discuss  the  underlying  principles  fully  and 
impartially.  This  is  such  a teacher-book,  the  most  concise 
and  practical  of  all  the  numerous  and  ponderous  volumes 
which  have  been  written  in  recent  years  on  diagnosis  and 
therapy  of  allergic  disorders.  Theories  on  this  relatively 
young  and  progressive  science  are  still  the  subject  of  much 
controversy  and  the  author’s  stand  on  these  is  conserva- 
tive, based  on  facts,  not  speculation,  but  still  modern 
and  open  to  new  discoveries  and  viewpoints.  Soecial  ref- 
erence is  made  to  his  excellent  presentation  of  physical 
changes  and  postmortem  findings  in  chronic  asthmatics. 

The  book  contains  valuable  information  for  establish- 
ment of  specific  laboratory  procedure  which  is  so  indis- 
pensable to  any  physician  who  wishes  to  practice  allergy 
the  right  way.  Every  physician  might  carefully  peruse  this 
book  at  least  once  a year.  Doing  this  he  will  be  a better 
internist,  eye,  ear,  nose  and  throat  specialist  or  pediatrician. 
.A  chapter  on  military  aspects  of  bronchial  asthma  and 
other  allergic  conditions  has  been  included  which  should  be 
of  interest  to  service  physicians.  The  book  reads  like  a 
novel,  the  illustrations  are  well  chosen  and  the  bibliography 
is  most  complete.  It  is  a “must”  book  for  every  progressive 
medical  man.  E.  F.  Deppe 


Clinical  Roentgenology  of  the  Digestive  Tract.  By 
Maurice  Feldman,  M.D.,  .Assistant  Professor  of  Roentgen- 
ology, University  of  Maryland,  etc.  Second  Edition.  769 
pp.  $7.  The  Williams  & Wilkins  Co.,  Baltimore,  1945. 

This  second  edition  of  this  book  is  shorter  than  the  first 
and  is  materially  improved  by  elimination  of  ambiguous 


and  repetitious  passages.  The  author  systematically  describes 
the  roentgenologic  examination  of  the  entire  digestive  tract 
in  addition  to  its  accessory  structures.  The  material  is  well 
organized  and  presented  in  a readable  form.  It  is  of  par- 
ticular value  as  a reference  book  for  the  more  rare  condi- 
tions. 

In  some  instances  a paragraph  is  devoted  to  a subject, 
when  only  one  case  has  been  reported.  The  diagrams  and 
reproductions  of  radiographs  are  very  well  handled.  There 
are  numerous  references  at  the  end  of  each  subject.  In  many 
instances  the  symptomatology,  natural  history  and  pathol- 
ogy are  included  in  the  description  of  a disease  entity.  This 
is  a well  worthwhile  volume  for  a library  of  anyone  inter- 
ested in  the  diagnosis  of  gastrointestinal  diseases. 

T.  B.  Carlile. 


Diseases  of  the  Nervous  System  in  infancy,  childhood, 
and  adolescence.  By  Frank  R.  Ford,  M.D.,  Associate  Pro- 
fessor of  Neurology,  The  Johns  Hopkins  University.  1143 
pp.,  $12.50.  Charles  C.  Thomas,  Springfield,  111.,  1944. 

There  are  many  textbooks  available  on  the  subject  of 
neurology.  The  author  of  this  volume  has  seen  the  need  of 
writing  about  a field  covering  the  period  of  life  including 
infancy  and  childhood,  heretofore  not  very  intensively  done. 
Because  of  this,  the  book  should  be  of  interest  both  to  the 
neurologist  and  pediatrician.  Emphasis  is  placed  on  the  clin- 
ical features  of  disease  entities  with  brief  discussions  of 
pathologic  anatomy,  diagnosis,  prognosis  and  established 
principles  of  treatment. 

The  author  has  selected  references  which  are  easily  avail- 
able to  the  reader,  using  chiefly  those  written  in  English. 
The  large,  clear  type  is  a highly  favorable  feature.  In  gen- 
eral, the  arrangement  of  subject  matter  is  like  that  of  other 
books  of  neurology.  More  space  is  given  than  in  other  texts 
to  diseases  that  occur  chiefly  in  the  earlier  years  of  life  and 
to  conditions  that  are  not  mentioned  at  all  in  other  works, 
such  as  malignant  hypertension  of  childhood.  Clinical  en- 
tities are  made  of  some  conditions  which  many  neurologists 
do  not  consider  to  be  sufficiently  distinct  to  merit  separate 
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classification ; for  example,  cerebral  sclerosis  of  Scholz  which 
is  generally  grouped  as  a type  of  diffuse  sclerosis  along  with 
Pelizaeus-Merzbacher  disease  and  Krabbe  disease,  the  other 
infantile  varieties  of  the  demyelinating  diseases.  Diseases 
which  occur  usually  in  adulthood,  but  rarely  in  childhood, 
are  described  more  briefly. 

The  last  chapter,  which  is  entitled  “Syndromes  and 
Symptom  Groups,”  is  a reorientation  according  to  symp- 
toms; general  observations  are  made  without  special  ref- 
erence to  diagnostic  entities.  A few  pages  at  the  close  of 
this  chapter  are  devoted  to  “Psychologically  Determined 
Disorders  Simulating  Organic  Diseases  of  the  Nervous  Sys- 
tem.” It  may  be  noted  that  this  book  does  not  contain  a 
chapter  on  phychoneuroses,  customarily  a part  of  a book  of 
this  dimension.  A review  of  psychoneuroses  of  childhood 
would  be  an  asset  to  a volume  of  this  kind.  C.  M.  Holmes. 


The  .Abortion  Problem.  Proceedings  of  the  Conference 
Held  Under  the  .Auspices  of  the  National  Committee  on 
Maternal  Health,  Inc.,  at  the  New  York  .Academy  of 
Medicine,  June  19-20,  1942,  Howard  C.  Taylor,  Jr.,  M.D., 
Conference  Chairman.  182  pp.  The  Williams  & Wilkins 
Company,  Baltimore,  1944. 

The  report  of  this  conference  contains  fifteen  chapters 
dealing  with  the  magnitude  of  the  abortion  problem,  spon- 
taneous abortion  and  its  prevention,  social,  moral  and 
economic  causes  and  control  of  the  abortion  problem.  Most 
of  these  chapters  are  written  by  physicians,  but  others  are 
presented  by  sociologists  and  judicial  authorities.  The  prob- 
lem of  abortion  is  considered  in  two  divisions:  first  con- 
cerning spontaneous  abortions,  second  dealing  with  induced 
abortions  which  particularly  concern  the  medical  profession. 

While  these  reports  are  not  directly  concerned  with 
education  in  birth  control,  the  question  of  contraception 
is  considered  with  a study  of  technical  procedures.  Con- 
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sideration  of  this  book  impresses  one  with  the  widespread 
attention  being  paid  to  this  subject. 
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EDITORIALS 


REAPPEARANCE  OF  THE  WAGNER  BILL 

After  the  Wagner-Murray-Dingell  Bill  was  pre- 
sented in  Congress  last  year,  it  was  subjected  to 
much  comment  and  criticism,  following  which  it 
was  held  in  abeyance  until  May  24  of  this  year, 
when  it  was  again  introduced  by  Senators  Wagner 
and  Murray,  at  the  same  time  being  presented 
before  the  House  of  Representatives  by  Congress- 
man Dingell.  It  was  entitled,  “To  Provide  for  the 
National  Security  Health  and  Public  Welfare”,  its 
subtitle  being  “Social  Security  Amendments  of 
1945.”  Since  the  bill  covers  185  pages,  few  physi- 
cians are  likely  to  read  it.  Abstracts  and  comments 
have  been  received  from  various  sources,  from  some 
of  which  the  following  selections  have  been  ob- 
tained. 

An  outline  of  the  bill  reviews  the  different  sec- 
tions, covering  its  various  provisions.  “Grants  and 
Loans  for  Construction  of  Health  Facilities”  pro- 
vides that  the  government  will  pay  at  least  25  per 
cent  of  the  costs  of  a project,  and  up  to  50  per  cent 
in  accordance  with  the  state’s  per  capita  income. 

Under  the  heading  “Grants  to  State’s  Public 
Health  Services,”  it  affirms  the  Federal  government 
will  pay  at  least  25  per  cent  of  the  amounts  ex- 
pended by  a state  and  up  to  75  per  cent  of  the 
state’s  per  capita  income.  The  government  will  pro- 
vide similar  grants  for  states  for  maternal  and 
child  welfare  and  welfare  service. 

Under  “Comprehensive  Public  Assistance  Pro- 
gram” for  assistance  of  needy  individuals,  aged, 
blind,  dependent  children  and  others,  the  govern- 
ment will  pay  50  per  cent  with  75  per  cent  in  ac- 
cordance with  the  state’s  per  capita  income. 

The  “National  Insurance  System”  is  of  particu- 
lar personal  interest  to  the  medical  profession.  It 
provides  for  prepaid  personal  health  service  in- 
surance covering  medical  care  costs;  unemployment 
and  temporary  disability  insurance  benefits  of  $5 
to  $30  per  week  up  to  26  weeks;  retirement,  sur- 
vivors and  total  disability  insurance  benefits  from 
$20  to  $120  monthly;  national  social  insurance 
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trust  funds;  credit  for  military  service,  including 
$160  wages  credited  under  the  insurance  system  for 
each  month  of  military  service;  coverage  provisions 
and  definitions  extending  coverage  to  about  15 
million  additional  persons;  social  insurance  con- 
tributions, including  4 per  cent  each  on  employers 
and  employees,  government  contribution  authorized 
if  necessary. 

A letter  from  Senator  Wagner,  whose  publication 
is  requested,  states,  among  other  things; 

“There  is  absolutely  no  intention  on  the  part  of  the 
authors  to  ‘socialize’  medicine,  nor  does  the  bill  do  so.  We 
are  opposed  to  socialized  medicine  or  to  state  medicine. 
The  health  insurance  provisions  of  the  bill  are  intended  to 
provide  a method  of  paying  medical  costs  in  advance  and 
in  small,  convenient  amounts.” 

An  observer  comments  that  the  the  proponents  of 
the  measure  minimize  its  compulsory  aspects  in 
every  way  they  possibly  can.  Nowhere  is  the  word 
compulsory  used. 

Senator  Wagner  emphasizes  the  benefits  which 
presumably  everyone  in  the  United  States  would 
receive  from  this  measure.  It  is  commonly  recog- 
nized that  compulsory  sickness  insurance  is  both 
“socialized”  and  “state  medicine.”  There  are  differ- 
ences between  various  forms  of  sickness  insurance. 

Senator  Wagner  asserts  that  each  insured  person 
is  entitled  to  choose  his  own  doctor.  He  does  not 
mention,  however,  that  “his  own  doctor”  must  be 
chosen  from  the  physicians  or  group  of  physicians 
who  agree  to  go  into  the  insurance  system. 

There  have  appeared  many  comments  on  this 
bill  from  lay  journals  and  newspapers.  The  Seattle 
Post-Intelligencer , May  29,  states: 

“The  proposal  to  extend  the  design  and  pattern  of  social 
security  to  an  extent  that  wilt  immediately  require  at  least 
quadrupling  the  tax  rate  for  this  category  on  both  em- 
ployers and  employees  is  most  untimely,  when  fiscal  stu- 
dents, as  the  end  of  the  war  is  envisaged,  contemplate  ways 
and  means  of  reducing  instead  of  increasing  the  already 
onerous  overall  burden  of  taxpayers. 

“The  Senator  from  New  York  was  candid  enough  to  ad- 
mit that,  in  addition,  there  would  be  further  charges  on 
the  general  taxpayer.  Apart  from  costs,  the  proposal  to 
nationalize  unemployment  benefits,  which  is  now  in  the 
hands  of  the  state  government,  is  objectionable.  In  addi- 
tion, the  suggestion  to  increase  the  payments  for  not  work- 
ing should  be  rejected.” 

Senator  Wagner’s  letter  also  says: 

“During  the  formulation  of  this  bill,  we  have  benefited 
greatly  from  the  constructive  advice  and  suggestions  of 
practicing  physicians  and  of  physicians  in  clinical  and 
teaching  positions.  We  wish  to  have  it  known  that  we  in- 
vite constructive  suggestions  from  the  medical  profession. 

“In  addition,  members  of  the  medical  profession  will  be 
given  full  opportunity  to  voice  their  opinions  in  open 
hearings  when  the  bill  is  considered  in  committee.” 

Senator  Wagner  has  pointed  out  that  he  consult- 
ed with  the  American  Federation  of  Labor,  the 
Congress  of  Industrial  Organization,  the  Physi- 
cian’s Forum,  the  Committee  of  Physicians  for  the 


Improvement  of  Medical  Care  and  the  National 
Lawyer’s  Guild.  We  are  reminded  that  the  Physi- 
cian’s Forum  is  a group  of  several  hundred  physi- 
cians mostly  inclined  towards  Communism  and 
practically  all  living  in  New  York  City.  The  Com- 
mittee of  Physicians  for  the  Improvement  of  Medi- 
cal Care,  once  known  as  the  Committee  of  400, 
now  maintaining  a mailing  list  of  around  1,000 
physicians,  is  actually  controlled  by  an  inner  group 
of  a few  physicians  who  do  not  in  any  way  repre- 
sent a majority  of  medical  opinion.  Consultation 
with  the  American  Medical  Association,  containing 
125,000  physicians,  was  completely  ignored. 

One  commentator  sarcastically  asserts:  “It  is 
plain  that  the  bill  is  not  Senator  Wagner’s  but  the 
handiwork  of  bureaucrats  seeking  to  enrich  them- 
selves by  grasping  more  of  the  states’  privileges.” 

This  bill  covers  such  a multitude  of  provisions 
and  is  so  comprehensive  in  its  applications  to  all 
of  the  people,  that  only  a careful  study  can  cover 
all  its  implications  and  probable  results.  The  above 
has  been  merely  an  attempt  to  call  attention  to 
some  of  its  prominent  features.  Every  physician 
must  be  interested  in  the  possibilities  of  this  meas- 
ure. They  will  be  amplified  in  many  future  publi- 
cations of  medical  journals  as  well  as  popular  mag- 
azines, whereby  one  can  obtain  information  con- 
cerning its  contents  and  their  interpretations. 

OBSERVATIONS  OF  NATIONAL 
PHYSICIANS  COMMITTEE 

Discussions  of  medical  matters  by  the  National 
Physicians  Committee  for  the  Extension  of  Medi- 
cal Service  are  always  pertinent  and  enlightening. 
Their  observations  on  this  bill  are  worthy  of  atten- 
tion. Some  of  these  are,  therefore,  presented.  Con- 
cerning the  estimated  cost  of  this  Social  Security 
Act; 

“The  bill  levies  a direct  tax  of  8 per  cent  on  all  wages 
and  salaries  of  all  workers  in  private  employment  up  to 
$3,600  of  annual  earnings  and  a direct  tax  of  5 per  cent  on 
the  earnings  of  all  self-employed  people  up  to  $3,600  per 
year.  It  is  estimated  that  this  tax  would  produce  each  year 
a fund  in  excess  of  Eight  Billion  Dollars.  In  all  likelihood 
this  is  the  largest  amount  resulting  from  any  single  tax  ever 
made  anywhere  at  any  time.  Yet,  in  all  of  the  185  pages  of 
text,  the  term  ‘tax’  does  not  appear  save  with  reference  to 
refunds  prior  to  1946  and  to  make  records  conform  to  sec- 
tions of  the  Internal  Revenue  Code,  pages  168  and  172. 
The  term  Social  Security  Contribution,  page  164,  is  sub- 
stituted for  the  unpopular  term  ‘tax’.” 

The  delusion  that  this  bill  will  insure  efficient 
medical  care  and  establish  satisfactory  relationships 
between  physician  and  patient  is  discussed  as  fol- 
lows: 

“The  bill  states  that  the  methods  of  administration  shall 
insure  the  prompt  and  efficient  care  of  individuals,  promote 
personal  relationships  between  physician  and  patient,  pro- 
vide incentives  for  professional  advancement  and  encourage 
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high  standards  in  the  quality  of  service,  page  82.  These  are 
worthy  objectives.  They  will  be  quoted  endlessly  by  pro- 
ponents of  this  legislation  and  by  those  who  strive  to 
establish  centralized  controls  in  the  United  States.  They  are 
nullified  by  direct  proposals  of  the  .Amendments. 

“The  sacred  nature  of  the  physician-patient  relationship 
is  destroyed  by  the  introduction  of  an  administrator  and 
the  public  recording  of  symptoms  and  case  histories.  Pro- 
fessional standards  are  automatically  and  dangerously  low- 
ered when  political  favor  takes  the  place  of  personal  com- 
petence. The  real  incentive  of  the  doctor  is  forfeited  when 
he  is  made  subordinate  and  subservient  to  the  bureaucrat."’ 

Senator  Wagner  asserts  that  this  bill  prepares  for 
continuation  of  existing  voluntary  insurance  and 
prepayment  plans.  The  proposed  manner  of  dis- 
posing of  these  is  thus  revealed: 

“But  these  are  the  facts.  Participants  in  voluntary  insur- 
ance plans  or  programs  are  exempted  from  the  payment 
of  the  tax  on  that  part  of  their  earnings  that  is  expended 
for  the  insurance  premiums,  page  151.  The  tax  to  be  paid  by 
a worker  earning  $3,600  per  year  would  be  $144.00  annu- 
ally. If  a worker  earning  $3,600  expends  $100  for  any  vol- 
untary or  group  insurance  program,  he  would  pay  the  tax 
on  $3,500  of  income  or  $140.  Under  such  circumstances 
private  programs  could  not  survive.” 


ER.ADICATION  OF  SMALLPOX 

Older  physicians  can  recall  when  smallpox  was 
one  of  the  great  menaces  of  mankind.  Many  of  the 
present  generation  of  physicians  have  never  encoun- 
tered a case  of  smallpox  or  typhoid  fever.  Accord- 
ing to  the  Statistical  Bulletin  of  ^Metropolitan  Life 
Insurance  Co.,^  this  disease  has  been  reduced  to 
such  an  extent  that  in  1944  twelve  states  and  the 
District  of  Columbia,  including  more  than  one- 
quarter  of  the  total  population,  were  completely 
free  of  smallpox.  Twenty-two  states  reported  less 
than  five  cases  per  million  population.  Records  of 
cases  are  presented  since  1921,  when  about  109,000 
were  reported,  in  which  year  thirty-one  states  each 

1.  The  Conquest  of  Smallpox.  Statistical  Bulletin  of 
Metropolitan  Life  Insurance  Co.,  pp.  7-9,  Vol.  26,  May, 
1945. 


reported  an  excess  of  1,000  cases.  In  1924  the  num- 
ber of  cases  was  about  57,000,  decreasing  to  50,000 
in  1930.  As  an  illustration  of  the  extent  to  which 
this  disease  has  decimated  the  population  in  the 
past,  the  epidemic  year  of  1872  is  mentioned,  when 
Philadelphia  had  a death  record  of  365  per  100,000 
population,  with  Boston  270,  Chicago  193  and  New 
York  113.  The  maximum  repiort  was  that  of  New 
Orleans  in  1883  with  a mortality  rate  of  565  per 
100,000. 

The  reduction  and  almost  elimination  of  small- 
pox at  the  present  time  has  resulted  from  prac- 
tically universal  practice  of  vaccination  and  re- 
vaccination. A striking  illustration  of  this  result  is 
cited  in  Providence,  R.  I.,  when  during  the  dread- 
ful epidemic  year  of  1872,  this  city  had  a death 
rate  of  only  17  per  100,000,  resulting  from  univer- 
sal vaccination.  As  evidence  that  eternal  vigilance 
is  the  only  prevention  of  disaster,  reference  is  made 
to  the  experience  in  Pennsylvania,  where  only  two 
cases  of  smallpox  were  reported  between  1932  and 
November,  1944.  In  the  latter  month,  a patient  with 
mild  smallpox  visited  an  unvaccinated  community 
of  .\mish  people  in  Lancaster  county,  resulting  in 
a record  of  65  cases  before  the  epidemic  was  con- 
trolled. 

In  order  that  this  loathsome  disease  may  be- 
come permanently  eliminated,  it  is  necessary  that 
all  health  officials  insist  upon  continuous  vaccina- 
tion and  revaccination  lest  the  Pennsylvania  ex- 
perience may  be  duplicated  in  any  part  of  the 
country.  Since  smallpox  continues  endemic  in  cer- 
tain parts  of  the  world,  it  may  easily  be  transmitted 
to  an  apparently  immune  section  of  our  country,  if 
vaccination  is  neglected. 


HOSPITAL  SHIP  PATIENTS  GET  WHOLE  MILK 
A new  method  of  quick-freezing  whole  milk  is  now  mak- 
ing it  possible  to  serve  wounded  soldiers  returning  from 
overseas  on  .Army  hospital  ships  with  brimming  glasses  of 
the  beverage  as  appetizing  and  as  tasty  as  any  to  be  had 
on  the  farms  of  .America,  the  War  Department  announced 
today.  -Although  in  some  instances  the  milk  has  been  kept 
in  the  frozen  state  for  three  months,  its  taste  is  as  fresh 
as  if  it  had  just  come  from  the  cow  and  the  bacterial  count 
is  lower  than  that  in  the  average  milk  supply  of  the  aver- 
age .American  home.  This  welcome  and  important  addition 
to  the  diets  on  the  hospital  ships  resulted  from  a series  of 
researches  carried  out  by  the  Veterinary  Division  of  the 
Office  of  The  Surgeon  General. 

Brigadier  General  R.  .A.  Kelser,  director  of  the  division, 
pointed  out  that  the  studies  were  made  because  it  was 
known  that  in  countless  instances  the  first  request  of  a 
hospitalized  soldier  is  for  a glass  of  fresh  milk.  “It  is  im- 
possible for  a civilian  to  realize  how  good  a glass  of  milk 
tastes  to  these  men,”  General  Kelser  said. 

.Approximately  30,000  pints  of  frozen  whole  milk  are  now 
being  shipped  monthly  from  Charleston,  S.  C.,  and  Boston 
and  additional  large  amounts  from  New  York,  New 
Orleans,  San  Francisco,  and  Seattle.  While  this  milk  is 


intended  for  the  hospital  ships,  some  of  it,  when  the  situa- 
tion makes  it  possible,  goes  to  overseas  hospitals  as  well. 
In  time  it  is  expected  to  enlarge  shipments  for  the  hospitals. 
In  addition,  400,000  pints  are  being  shipped  monthly  to 
Alaska  for  the  general  use  of  American  troops  stationed 
there. 


EXAMINATION  IN  OPHTHALMOLOGY 

The  -American  Board  of  Ophthalmology  will  hold  an 
examination  at  Los  Angeles  in  January,  1946,  at  the  time 
of  the  Mid-Winter  Course. 

-Applications  for  this  examination  must  be  filed  before 
September  1. 

For  details,  prospective  candidates  should  write  at  once 
to  Dr.  S.  Judd  Beach,  Secretary,  Cap>e  Cottage,  Maine. 
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The  opinion  is  quite  generally  held  that  the  re- 
quirement of  man  for  vitamin  A has  been  fairly 
satisfactorily  determined,  especially  in  respect  to 
the  amount  which  should  be  regarded  as  an  ade- 
quate level  of  intake.^  A minimum  requirement 
has  been  legally  defined  and  interpreted  on  the 
basis  of  findings  of  fact.-  Federal  regulations  spe- 
cify what  information  a package  label  must  con- 
tain “in  order  fully  to  inform”^  the  purchaser  of 
the  value  of  a vitamin  product,  whereby  a declara- 
tion of  misbranding  is  avoided.  The  Food  and 
Nutrition  Board  of  the  National  Research  Council 
has  formulated  “Recommended  Dietary  Allow- 
ances”® which  have  been  widely  accepted  as  the 
best  current  guide  to  the  quantitative  values  of 
essential  nutrients  for  good  nutrition. 

WTen  we  examine,  however,  the  incompleteness 
of  our  knowledge  of  the  biochemical  functions  of 
vitamin  A,*  the  almost  total  lack  of  experimental 
investigation  into  the  effect  of  levels  of  intake 
higher  than  the  recommended  levels  over  significant 
periods  of  time,  and  the  necessity  for  interpola- 
tions and  rationalizations  involving  basic  unproven 
premises  to  fill  in  the  hiatuses  in  our  information,® 
it  is  obvious  that  the  scientific  basis  for  the  recom- 
mended allowance  and  the  minimum  requirement 
for  vitamin  A contains  much  foreign  material  which 
can  be  euphemistically  designated  as  elements  of 
empiricism.® 

One  of  the  important  practical  objectives  of  the 
science  of  nutrition  is  the  determination  of  the 
range  of  the  optimal  levels  of  intake  of  essential 
nutrients.  “The  optimum  requirements  are  based 
on  the  physiologic  ideal  which  we  define  as  ‘a  state 
of  well-being  such  that  no  improvement  can  be 
effected  by  a change  in  the  diet’.”^  Levels  of  intake 
lower  than  the  optimum  are  by  definition  signifi- 
cant in  relation  to  maximal  biologic  performance, 

♦ From  the  Clinical  Studies  Foundation,  Inc.,  Astoria,  Ore. 
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and  logically  any  prolonged  suboptimal  level  of 
intake  implies  a state  of  manifest,  latent  or  poten- 
tial deficiency.  Recognition  of  the  significance  of 
suboptimal  levels  of  intake  of  vitamin  A is  de- 
pendent upon  knowledge  of  its  physiologic  func- 
tions and  of  the  nature  of  manifest  and  latent 
human  vitamin  A deficiency.  Lm fortunately  there 
is  no  clear-cut  association  of  vitamin  A deficiency 
with  a recognized  clinical  syndrome.® 

Although  great  advances  have  been  made,  it 
must  be  admitted  that  our  knowledge  of  human 
vitamin  .A.  deficiency  is  still  quite  incomplete,  that 
our  methods  of  detection  are  accordingly  unsatis- 
factory, and  that  the  attributes  of  the  ideal  human 
nutritive  state,  in  respect  to  vitamin  A,  are  vague. 
While  the  range  and  significance  of  the  optimal 
level  of  intake  of  vitamin  A remain  obscure,  any 
specified  level  of  intake  can  not  have  any  precise 
physiologic  meaning  inasmuch  as  the  assessment 
of  the  value  of  any  nutrient  or  of  any  specified  diet 
involves  an  implied  or  expressed  comparison  with 
the  ideal  nutritive  state. 

The  seriousness  of  any  level  of  intake  lower  than 
the  optimal  is  not  necessarily  proportional  to  the 
deficit  in  intake  but  depends  rather  upon  the  in- 
fluence which  the  deficiency  lesion  or  impairment  in 
function  exerts  upon  the  life  of  the  person.  A mild 
and  chronic  lesion  of  a slight  deficiency  which 
leads  to  a persistent  predisposition  to  disabling  ill- 
ness may  be  more  serious  than  an  acute  and  severe 
lesion  of  a pronounced  deficiency  of  short  dura- 
tion. Nor  need  there  be  any  fixed  relation  between 
the  optimal  range  of  intake  and  the  level  at  which 
one  or  another  deficiency  manifestation  appears 
or  disappears.  Nor  has  it  been  shown  that  a level 
which  is  adequate  for  the  maintenance  of  one  func- 
tion, is  adequate  for  the  maintenance  of  every 
other  function.® 

Mathematical  manipulation,^®  such  as  multiplying 
the  minimum  requirement  for  the  prevention  of 
night  blindness  by  the  factor  2,  does  not  neces- 
sarily allow  for  a fair  margin  of  safety.  The  mini- 
mum requirements  for  the  prevention  of  increased 
spinal  fluid  pressure  in  calves  is  about  twice 
that  necessary  for  the  prevention  of  night  blind- 
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nessJ’^  If  this  finding  is  applicable  to  man,  doubling 
the  minimum  requirement  for  the  prevention  of 
night  blindness  gives  us  approximately  the  mini- 
mum requirement  for  the  prevention  of  another  de- 
ficiency lesion  and  not  an  adequate  or  liberal  allow- 
ance. 

Currently  accepted  adequate  levels  of  intake  of 
vitamin  A have  been  based  to  an  important  extent 
upon  dark  adaptation  tests. Critical  examination 
of  dark  adaptation,  as  a test  for  vitamin  A defi- 
ciency, shows  that  neither  its  sensitivity  nor  its 
specificity  has  been  established  in  practice.'^  Im- 
paired dark  adaptation  is  only  one  aspect  of  vita- 
min A deficiency.  The  appraisal  of  the  human  need 
for  vitamin  A entails  a consideration  of  all  the 
known  facts  concerning  vitamin  A and  the  prob- 
lems raised  by  these  facts.  The  significance  of 
storage  of  vitamin  A is  not  clear.^^  It  varies 
enormously  in  individuals  and  species.^^  Too  little 
is  known  of  the  relation  of  the  blood  level  of  vita- 
min A to  its  tissue  utilization  to  assert  that  a “nor- 
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mal”  blood  level  is  a trustworthy  criterion  of  good 
vitamin  A nutrition.^®  The  interrelations  of  intake, 
storage,  dark  adaptation,  blood  level  and  spinal 
fluid  pressure  are  not  clear.^''^  These  various  aspects 
of  vitamin  A metabolism  apparently  require  dif- 
ferent levels  of  intake  and  night  blindness  does  not 
rank  highest  in  requirement. 

Added  to  these  uncertainties  is  the  intrinsic 
variability  of  the  organic  lesions  of  vitamin  A de- 
ficiency in  location,  extent,  rate  of  progress  and 
rate  of  recovery.  Although  the  character  of  the 
lesions  is  fairly  uniform,  the  manifestations  are 
modified  by  the  duration  and  degree  of  the  defi- 
ciency,^® age,  sex  and  pedigree  of  the  experimental 
animal.^®  The  severity  of  the  lesions  differs,  not 
only  in  various  species  of  animals,  but  even  in 
paired  organs  of  the  same  animal.^® 
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It  is  not,  therefore,  likely  that  a single  mani- 
festation, such  as  night  blindness,  can  serve  as  a 
test  for  all  degrees  of  the  deficiency  in  every  sus- 
ceptible animal.  Such  a manifestation  must  not 
only  be  present  in  every  deficient  subject  and  ab- 
sent in  every  normal  subject,  but,  since  it  must  be 
used  to  detect  a fluctuating  state,  it  must  also  be 
the  first  sign  to  appear  in  a progressing  deficiency 
and  the  last  sign  to  disappear  in  a receding  de- 
ficiency. It  must,  therefore,  be  the  most  sensitive 
to  decreasing  levels  of  supply  in  an  incipient  defi- 
ciency and  the  least  sensitive  to  increasing  supply 
in  a healing  deficiency. 

.Any  general  conclusions,  which  are  reached  from 
a study  of  a single  aspect  of  vitamin  A physiology 
or  of  a limited  number  of  deficiency  manifestations, 
are  not,  therefore,  likely  to  be  reliable.  To  cite  an 
example:  On  simultaneous  determinations  on  ma- 
ternal and  cord  blood  at  time  of  delivery,  the  fetal 
plasma  vitamin  A level  was  found  to  have  no  fixed 
relation  to  the  maternal  plasma  vitamin  A level  or 
to  the  fetal  carotene  level,  but  the  fetal  plasma 
carotene  level  varied  with  the  maternal  plasma 
carotene  level  and  was  about  1/8  to  1/12  as  high. 
Concerning  this  behavior  of  carotene  and  vitamin 
A,  the  authors  make  the  following  observation: 
“.Although  our  knowledge  of  carotene  metabolism 
is  incomplete,  we  can  say  that  the  fetus  is  de- 
pendent on  the  mother  for  an  adequate  amount  of 
carotene  which  can  be  supplied  by  a diet  adequate 
in  yellow  and  green  leafy  vegetables. This  hy- 
pothesis, that  the  fetus  obtains  its  vitamin  A large- 
ly from  the  maternal  carotene,  is  being  utilized  for 
the  promotion  of  the  sale  of  carotene  to  pregnant 
women 

It  is  known  that  carotene-free,  but  otherwise 
adequate  diet  will  lead  to  birth  of  normal  young. 
The  blood  level  has  not  been  shown  to  be  related 
to  the  rate  of  transport  of  vitamin  A to  the  storage 
depots  and  sites  of  utilization.^^  Vitamin  A is  ab- 
sorbed from  the  blood  at  a rapid  rate  when  it  is 
administered  intravenously.^^  A small  range  of  vari- 
ation in  the  blood  levels  or  a low  blood  level  does 
not  necessarily  indicate  that  the  amount  of  vita- 
min A transferred  by  the  blood  is  small  or  negli- 
gible. Maternal  carotene,  therefore,  does  not  neces- 
sarily constitute  a more  important  source  for  the 
fetus  than  vitamin  A.  In  the  absence  of  further 
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evidence  it  would  seem  equally  justifiable  to  con- 
clude that  the  relatively  constant  ratio  of  carotene 
in  maternal  and  fetal  blood  is  found  because  caro- 
tene, unlike  vitamin  A,  is  relatively  stable  and 
physiologically  inert. 

The  diversity  and  variability  of  the  lesions  of 
vitamin  A deficiency  must  have  their  explanation 
in  the  multiplicity  of  factors  which  modify  the 
stability,  absorption,  transport,  storage  and  utiliza- 
tion of  carotene  and  vitamin  A.  That  these  modi- 
fying factors  are  many  is  indeed  a fact.^®  A practi- 
cal consideration  of  the  range  of  optimal  intake 
must  include  the  effect  of  these  modifying  factors 
under  actual  conditions  of  diet  and  health.  The 
comparative  prevalence  of  conditioned  and  primary 
deficiency^®  obviously  cannot  be  stated  until  this 
practical  optimum  has  been  determined. 

Experimental  studies  of  vitamin  A deficiency 
have  been  largely  confined  to  young  and  growing 
animals.  The  anthropoids  have  been  little  studied. 
The  literature  contains  only  seven  reports  of 
studies  of  vitamin  A deficiency  in  fifty-eight  mon- 
keys. Only  five  showed  eye  signs,  three  showed 
signs  of  xerophthalmia  and  two  showed  signs  which 
were  interpreted  as  those  of  night  blindness.  Diar- 
rhea was  the  most  frequent  manifestation  asso- 
ciated with  the  deficiency Animal  studies  have 
largely  dealt  with  acute  and  severe  deficiencies  of 
relatively  short  duration.  Mild  and  chronic  defi- 
ciencies have  been  little  studied.^®  Yet  it  is  unques- 
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tionably  the  so-called  mild  and  chronic  deficiencies 
in  man  which  are  the  most  important.’^ 

One  year  of  human  life  is  but  ten  days  in  the 
life  of  the  rat.^®  There  may  be  great  differences  in 
manifestations  of  vitamin  A deficiency  in  a short- 
lived animal  and  long-lived  man.  Some  lesions  of 
vitamin  A deficiency,  now  recognized,  indicate 
that  these  differences  could  comprise  insidious, 
ill-defined  changes  which  would  be  hard  to  detect 
except  by  careful,  controlled  studies  of  the  effects 
of  graded  levels  of  intake.  The  insidious  and 
occult  nature  of  these  changes  would  make  it 
difficult  to  know  with  certainty  whether  an  ap- 
parently healthy  person  is  actually  entirely  free 
from  the  effects  of  deficiency.  These  difficulties  are 
real,  for  we  have  little  information  concerning  the 
pathogenic  significance  of  many  of  the  lesions.  Fol- 
licular hyperkeratosis,  for  example,  is  prevalent®' 
and  yet  in  itself  exerts  no  obvious  ill  effect  upon 
health. 

Although  there  is  very  little  information  which 
clearly  reveals  the  importance  of  vitamin  A defi- 
ciency in  man,  it  is  necessary  to  evaluate  our  cri- 
teria carefully  in  the  light  of  our  knowledge  of  the 
deficiency  in  animals.  Experimentally  many  of  the 
main  functional  systems  and  various  glandular 
and  protective  epithelia  are  affected.®®  Suscepti- 
bility to  various  secondary  infections  is  increased.®® 
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Even  congenital  malformations  may  develop  as  a 
result  of  prenatal  deficiency.®'  Certain  aspects  of 
vitamin  A physiology  appear,  therefore,  to  be  po- 
tentially exceedingly  important  in  therapeutics  and 
nutrition.  A “spurious  clarity  . . . induced  by  too 
simple  a picture”®®  may  impede  recognition  of 
these  aspects. 

Perhaps  the  most  significant  pathogenic  change 
in  vitamin  A deficiency  is  cellular  atrophy.  When 
the  histologic  sequence  of  changes  in  the  develop- 
ing lesions  is  followed,  atrophy  is  the  first  detect- 
ible  change.'  It  is  conceivable  that,  if  the  deficient 
intake  remains  relatively  constant  at  a given  level, 
the  cell  may  undergo  a certain  degree  of  atrophy, 
continue  in  a chronic  atrophic  state  and  yet  remain 
viable  as  long  as  the  level  of  deficient  intake  is 
maintained.  Its  function,  however,  may  be  im- 
paired. One  can  conceive  of  degrees  of  atrophy 
which  would  elude  us  even  with  most  careful  his- 
tologic technic,  and  one  can  still  more  readily 
admit  that  impairment  of  some  cellular  functions 
may  escape  us.  If  the  deficiency,  in  addition,  affects 
various  cellular  systems  in  an  irregular,  patchy 
manner,  the  difficulties  of  recognition  of  every  pos- 
sible effect  of  the  deficiency  are  obviously  very 
great. 

Man  suffers  from  a large  and  varied  number  of 
minor  disease  processes  which  do  not  seem  to  affect 
his  life  seriously.  Eventually,  and  often  premature- 
ly, the  majority  of  healthy  persons  develop  serious 
and  fatal  derangements  of  bodily  function  and 
structure,  many  of  which  are  insidious  and  obscure 
in  pathogenesis.  Nutrition  unquestionably  plays 
an  important  part  in  these  processes.®®  A deficiency 
which  has  cellular  atrophy  as  one  of  its  manifesta- 
tions, even  though  this  atrophy  is  not  a specific 
and  exclusive  characteristic  of  this  deficiency  alone, 
must  be  thought  of  as  potentially  important,  if  we 
entertain  the  possibility  that  the  deficiency  might 
be  prevalent. 

The  best  method  or  perhaps  the  only  adequate 
method®®  of  determining  the  absence  or  presence  of 
effects  of  suboptimal  intake  of  vitamin  A in  the 
population  is  carefully  controlled  investigation  of 
the  effects  of  supplementation  of  the  usual  diet 
with  graded  levels  of  vitamin  A.  The  result  would 
not  only  indicate  the  range  of  the  optimal  level  of 
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intake  but  perhaps  would  also  reveal  hitherto  un- 
recognized manifestations  of  suboptimal  intake.  It 
is  important  that  preconceived  ideas  of  adequacy 
of  dosage  and  duration  of  supplementation  as  well 
as  effects  to  be  looked  for  do  not  unduly  restrict  the 
scope  of  such  studies. 

Extensive  personal  experience  seems  to  indicate 
that  some  lesions,  not  currently  accepted  as  lesions 
of  vitamin  A deficiency,  recede  or  disappear  when 
the  usual  diet  is  supplemented  with  vitamin  A in 
a daily  dose  of  100,000  units.®^  The  size  of  the  dose 
and  the  duration  of  the  supplementation,  appar- 
ently necessary  to  obtain  definite  results,  indicate 
that  vitamin  A in  quantities  larger  than  those  nec- 
essary for  the  maintenance  of  “adequate”  storage, 
“average”  blood  levels,  and  “normal”  dark  adapta- 
tion may  still  have  beneficial  effects.  It  is  especially 
to  be  noted  that  persons  in  apparent  good  health, 
who  have  been  on  an  adequate  diet  as  judged  by 
current  standards  and  who  present  no  evidence  of 
subnormal  nutrition  in  the  accepted  sense,  still 
derive  benefit  from  high  levels  of  intake  of  vita- 
min A.  Some  of  the  lesions  which  are  benefited  are 
well-nigh  universal,  such  as  acne  at  puberty.  It  is 
true  that  some  degree  of  acne  is  regarded  as  physio- 
logic,®® perhaps  more  because  of  its  prevalence  than 
because  of  accurate  knowledge  of  its  pathogenesis. 
The  association  of  “the  bloom  of  youth”  and  acne 
may  have  an  historic  analogy  in  the  portrayal  of 
the  Christ  child  with  rickets  by  artists  of  the  15th 
Century.®® 

While  these  personal  observations  in  regard  to 
the  effects  of  high  levels  of  intake  of  vitamin  A 
should  be  viewed  only  as  suggestive,  I believe  it  is 
important  that  we  do  not  interpret  the  current  evi- 
dence for  the  prevalence  and  character  of  vitamin 
A deficiency  in  man  in  such  a way  that  the  signifi- 
cance of  the  many  provocative  findings  of  experi- 
mental vitamin  A deficiency  is  obscured  in  its  pos- 
sible relation  to  the  study  of  human  disease. 

When  the  results  of  dietary  surveys  and  physical 
examinations  are  correlated,  dietary  deficiency  is 
found  to  be  either  much  less  or  much  more  fre- 
quent than  physical  evidence  of  deficiency,  depend- 
ing upon  what  levels  of  intake  and  what  manifesta- 
tions of  deficiency  are  used  as  criteria.'*®  In  each 
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instance  the  evidence  is  insufficient  to  judge  the 
dependability  of  the  criteria  and  the  reliability  of 
the  conclusions.  Investigation  of  the  effects  of 
levels  of  intake  significantly  higher  than  the  average 
levels  found  in  dietary  surveys  might  resolve  these 
discrepancies.  In  view  of  the  problems  which  are 
raised  by  experimental  investigation  of  vitamin  A 
physiology  in  animals,  caution  is  especially  neces- 
sary in  accepting  the  validity  of  conclusions  in  re- 
gard to  requirements  which  by  their  nature  should 
be  based  on  fairly  complete  knowledge  of  the 
physiologic  functions  of  vitamin  A.  This  is  all  the 
more  important  since  the  accuracy  of  proposed  re- 
quirements, which  have  been  based  to  a consider- 
able extent  on  depletion  experiments,  has  not  been 
verified  by  controlled  observations  on  the  effects 
of  repletion. 

Another  important  consideration  is  that  the  or- 
dinary requirement  for  an  essential  nutrient  pre- 
supposes a normal  nutritive  state.  The  effect  of 
the  intake  of  a nutrient  is  not  only  dependent  upon 
the  amount  of  the  nutrient  but  also  upon  the 
supply  of  other  essential  nutrients  as  well  as  upon 
the  state  of  health  of  the  subject.*^'  The  National 
Research  Council  attempted  in  the  Recommended 
Dietary  Allowances  “to  derive  a table  of  allow- 
ances which  would  represent  the  best  available  evi- 
dence of  the  amounts  of  various  nutritive  essen- 
tials to  include  in  practical  diets.®  A good  diet  of 
natural  or  near-natural  food  is  regarded  as  the 
projjer  source  of  nutritive  essentials.*®  There  is  no 
indication  that  the  recommended  allowances  were 
intended  to  define  the  requirements  of  nutritive 
essentials  in  any  other  form  than  as  the  constituents 
of  a natural  diet  except  in  the  case  of  vitamin  D. 
These  values,  however,  have  been  applied  to  vita- 
min products  sold  through  the  drug  trade. 

The  minimum  requirements  of  the  Food  and 
Drug  Administration  were  apparently  formulated 
in  part  for  the  specific  purpose  of  informing  the 
purchaser  of  the  physiologic  value  of  these  prod- 
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ucts.  There  is,  however,  no  clear-cut  evidence  that 
the  supplementation  of  the  ordinary  diet,  the 
diet  of  the  average  purchaser  of  vitamin  products 
through  the  drug  trade,  exerts  any  beneficial  physi- 
ologic effect  upon  the  consumer.^^  If  the  diet  is 
faulty,  a better  one  is  needed  and  not  capsules  of 
vitamins  as  supplements  to  the  faulty  diet.  If  vita- 
min deficiencies  are  present,  larger  quantities  than 
the  minimum  requirements  or  the  recommended 
allowances  are  necessary. The  therapeutically 
effective  quantities,  moreover,  bear  no  fixed  rela- 
tion to  these  standards. 

Indiscriminate  use  of  vitamin  supplements  is  dep- 
recated,^’ and  yet  the  supplementation  of  improper- 
ly planned  and  cooked  meals  with  vitamin  products 
of  approved  potency  would  seem  equally  as  reason- 
able nutritionally  as  the  enrichment  of  white  flour 
by  the  approved  addition  of  some  of  the  essential 
nutrients  removed  from  it  in  the  milling  process.^^ 

Since  the  many  conditions  which  have  a bear- 
ing upon  the  significance  of  these  standards  are  un- 
known to  the  purchasers  of  vitamin  products,  the 
terms  are  misleading  to  them.  It  is  rather  likely 
that  a large  number  of  physicians^®  who  prescribe 
vitamins  for  their  patients  are  also  somewhat  mis- 
led by  the  connotation  of  these  terms.  A standard 
is  necessary  in  the  assessment  of  the  quality  of 
diets,  and  in  this  regard  the  recommended  allow- 
ance is  useful.  The  recommended  allowance  is  an 
attribute  of  a good  diet  and  not  a guide  to  vita- 
min therapy.  In  view  of  the  extent  of  the  exploi- 
tation^' of  vitamins  and  the  confusion  which  seems 
to  have  arisen,  one  might  question  the  wisdom  and 
the  utility  of  the  designation  of  a fixed  quantity 
as  a minimum  requirement  or  a recommended 
allowance  in  connection  with  the  potency  of  vita- 
min products. 

The  practical  need  for  standards  for  evaluation 
of  the  quality  of  diets  and  for  dietary  planning^* 
should  be  sharply  differentiated  from  the  scientific 
need  for  trustworthy  criteria  of  nutritional  optima. 
While  one  diet  can  be  readily  seen  to  be  better 
than  another,  it  is  infinitely  more  difficult  to  decide 
what  the  composition  of  diets  should  be  which 
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contribute  most  to  the  well-being  of  man.  Animal 
experimentation,  dietary  surveys  of  population 
groups  and  short-term  experimentation  with  human 
subjects  can  furnish  only  presumptive  evidence. 
Direct  observation  of  the  effect  on  man  of  various 
levels  of  intake  over  long  periods  must  eventually 
be  resorted  to  in  order  to  establish  the  range  of 
optimal  levels  in  man.  Until  more  information  is 
obtained  from  direct  observation,  the  evidence  for 
actual  requirements  must  remain  quite  inadequate. 
They  cannot  be  established  by  codification  of  opin- 
ion or  by  governmental  edict.  The  opinion  that 
levels  of  intake  of  vitamin  A higher  than  5,000 
units  are  unnecessary,  wasteful  or  unphysiologic 
can  be  established  or  refuted  only  by  recourse  to 
direct  observation  of  the  effect  of  these  levels. 

To  suggest  that  the  daily  Intake  of  vitamin  A 
higher  than  5,000  international  units  may  be  gen- 
erally beneficial  might  be  construed  as  an  impetus 
to  further  exploitation.  It  must  be  borne  in  mind, 
however,  that  practical  expediency  need  not  ob- 
scure lack  of  facts.  Exploitation  of  vitamin  prod- 
ucts can  perhaps  be  best  combated  by  widespread 
dissemination  of  information  concerning  the  in- 
adequacy of  the  theoretical  and  factual  evidence 
upon  which  the  exploiters’  claims  are  based.  Clear 
definition  of  what  constitutes  adequate  evidence 
will  mark  out  the  ways  and  means  for  the  solution 
of  the  problems  of  vitamin  requirements. 

CONCLUSIONS 

Many  currently  accepted  facts  in  regard  to  the 
biochemical  reactions  of  vitamin  A,  and  the  char- 
acteristics of  vitamin  A deficiency,  as  well  as  ob- 
servations of  the  effects  of  long-continued  supple- 
mentation of  the  average  diet  with  large  doses  of 
vitamin  A indicate  that  the  range  of  the  human 
requirement  for  it  has  not  been  satisfactorily  estab- 
lished. Neither  is  the  nature  of  the  effects  of  sub- 
optimal  levels  of  intake  of  vitamin  A nor  their  sig- 
nificance fully  apparent. 

When  applied  to  commercial  vitamin  A prod- 
ucts the  minimum  requirement  of  the  Food  and 
Drug  Administration  and  the  recommended  allow- 
ance of  the  National  Research  Council  need  re- 
evaluation  in  regard  to  their  practical  utility  and 
theoretical  implications. 

UNSUSPECTED  TUBERCULOSIS 
Mass  surveys  of  industrial  workers,  students  and  army 
inductees  have  demonstrated  quite  clearly  their  usefulness 
in  discovering  unsuspected  tuberculosis,  but  one  large  reser- 
voir of  tuberculous  infection  has  thus  far  been  almost  en- 
tirely overlooked,  those  patients  admitted  to  our  general 
hospitals.  Only  a few  hospitals  and  clinics  in  the  country 
have  adopted  a program  of  routine  roentgenographic  exam- 
ination of  all  patients,  regardless  of  the  nature  of  their  com- 
plaints. (Karl  H.  Pfuetze,  M.D.,  Med.  Dir.  & Supt.,  Mineral 
Springs  San.,  Cannon  Falls,  Minn.) 
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NEW  ANTICONVULSANT  IN  THE 
TREATMENT  OF  EPILEPSY 
3-methyl  S .5-phenylaethylhydantoin 
(hydantal) 

PRELIMINARY  REPORT 

Norman  Ward  Clein,  M.D. 

SEATTLE,  WASH. 

Treatment  of  the  convulsive  states,  including 
epileptics,  has  been  a baffling  problem  for  ages. 
Every  type  of  medication  and  many  strange  sub- 
stances and  superstitions  have  been  used  in  at- 
tempting a cure  of  this  condition.  As  medical  sci- 
ence progressed,  certain  types  of  epilepsy  have  def- 
initely been  classified  as  to  their  etiologic  source 
and  successful  specific  treatment  has  resulted.  But 
the  greater  number  of  patients  suffering  from  con- 
vulsions must  still  be  treated  on  an  empiric  basis. 

Cohen,  Showstack  and  Myerson^  have  adequate- 
ly stated  that  the  history  of  the  pharmacologic 
treatment  of  epilepsy  can  be  divided  into  three 
periods:  the  first  beginning  in  1853  with  the  in- 
creasing use  of  bromides,  the  second  in  1912  with 
the  introduction  of  phenobarbital  and  the  third 
in  1938  when  sodium  diphenyl  hydantoinate  (di- 
lantin)  was  introduced  by  Merritt  and  Putnam.^ 
This  drug  is  related  to  nirvanol  (phenyl-ethyl-hy- 
dantoin)  which  has  been  previously  used  in  chorea, 
but  was  discarded  on  account  of  its  excessive  tox- 
icity. Dilantin  has  been  used  extensively  with  great- 
er success  in  treatment  of  the  convulsive  state  than 
any  previous  medication  up  to  the  present  time. 
Other  forms  of  treatment  aimed  at  changing  the 
biochemic  metabolism  of  the  body  have  also  been 
effective  to  a limited  degree,  such  as  the  ketogenic 
diet,®  the  dehydration  treatment^  and  a combina- 
tion of  the  two. 

Recently  a new  drug  has  become  available  which 
appears  to  be  more  effective  and  may  supplant 
other  accepted  methods  of  treatment.  This  is 
known  as  hydantal  (3-methyl  5.5-phenylaethyl- 
hydantoin).  This  drug  is  combined  with  0.02  Gm. 
(one-third  grain)  of  phenobarbital,  a logical  syner- 
gistic association  which  may  account  in  part  for 
the  excellent  results  obtained.  The  anticonvulsant 
effect,  plus  the  lessened  toxicity,  has  shown  this 
preparation  to  be  highly  effective  in  grand  mal 
epilepsy  and  to  a lesser  degree  in  petit  mal  type. 
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The  following  case  reports  are  presented  to  show 
the  excellent  results  obtained  in  most  of  the  ten 
cases  studied  over  the  past  ten  months. 

CASE  REPORTS  . 

Case  1.  D.  B.,  male,  9.S  years,  first  seen  on  March  27, 
1944.  Petit  mal  spells,  twenty-five  to  sixty  times  daily  for 
past  four  years.  For  past  six  months,  they  have  become 
more  severe  so  that  he  falls  to  the  ground  but  does  not 
lose  consciousness  and  is  able  to  resume  playing  within  a 
few  minutes.  He  wears  a football  helmet  to  protect  his 
head  which  has  been  repeatedly  bruised  by  these  falls.  Men- 
tally backward  because  he  has  been  unable  to  attend 
school.  On  March  27  physical  examination,  encephalograms, 
laboratory  and  spinal  fluid  tests  were  normal. 

Dilantin  was  prescribed  and  the  spells  were  reduced  to 
ten  to  twenty  daily.  In  June,  1944,  he  fell  from  a porch 
striking  his  head;  ten  days  later  he  suffered  a severe  con- 
vulsion with  twitching  on  the  left  side  of  his  face.  A 
diagnosis  of  subdural  hemorrhage  was  made,  based  on 
encephalograms  and  he  was  operated  on  and  a large  hem- 
orrhage was  drained.  His  condition  improved  but  he  still 
had  fifteen  to  twenty-four  petit  mal  spells  daily. 

Hydantal,  two  tablets  daily,  was  started  on  August  1. 
One  month  later  his  mother  stated  that  he  “doesn’t  drop 
what  he  is  holding”  and  “doesn’t  fall  any  more.”  His  eyes 
twitched  occasionally,  but  his  spells  were  fewer  and  milder 
in  character.  On  May  1,  194S,  his  general  condition  con- 
tniued  to  improve,  although  he  had  several  spells  daily  in 
which  he  would  blink  his  eyes,  but  would  not  fall  or  have 
any  muscle  disturbance.  His  mental  condition  is  improving, 
he  attends  school  and  his  teacher  says  he  is  doing  quite 
well.  Present  treatment,  hydantal  two  tablets  daily. 

Case  2.  A.  A.,  female,  6.S  years,  examined  first  on  June 
10,  1944.  Petit  mal  since  three  years  of  age,  fifteen  to 
twenty  daily,  does  not  lose  consciousness.  No  history  of 
injury.  Cousin  has  epilepsy.  On  June  10,  1944,  physical 
examination  essentially  normal,  including  encephalograms. 
Neurologic  consultation  suggested  a functional  type  of 
petit  mal,  possibly  associated  with  a behavior  problem. 
There  was  only  slight  improvement  on  dilantin  l.S  gr. 
three  times  daily.  This  was  discontinued  and  phenobarbital 
1 gr.  was  prescribed,  again  with  only  slight  change.  Hydan- 
tal, 2 tablets  daily,  was  started  on  August  30.  She  has  had 
no  spells  since  October  28  and  is  still  taking  one  tablet 
daily. 

Case  3.  T.  W.,  female,  9.S  years,  consulted  on  October 
28,  1944.  History  of  generalized  convulsions  since  nine 
months  of  age,  worse  past  two  years;  occur  irregularly, 
averaging  one  to  six  per  month,  lasting  about  fifteen  min- 
utes. She  is  in  kindergarten.  She  is  unable  to  talk  clearly 
and,  although  her  speech  is  indistinct,  she  talks  logically 
and  is  very  coof>erative  but  definitely  shows  signs  of  cere- 
bral deterioration.  She  took  dilantin  for  the  past  two  years. 

Physical  examination  was  negative  except  that  she  wore 
heavy  glasses.  Encephalograms  were  negative.  Neurologic 
consultation  suggested  placing  her  in  an  institution.  Two 
months  after  instituting  hydantal  therapy,  her  mother  re- 
ported that  she  was  “more  alert  mentally,  and  that  her 
sense  of  balance  had  improved  greatly.  There  had  not  been 
any  more  convulsions  and  she  had  stopped  wetting  the 
bed.”  About  Christmas  time  she  had  sinusitis  with  high 
fever  and  had  been  unable  to  obtain  hydantal  for  two 
weeks.  She  had  eight  or  nine  spells  in  a twenty-four  hour 
period  during  the  height  of  this  illness.  She  has  not  had 
any  convulsions  or  twitchings  since  that  time  while  taking 
two  hydantal  tablets  daily. 

At  present.  May  1,  194S,  her  mother  and  teacher  report 
that  she  has  been  so  much  more  calm  and  easier  to  man- 
age than  ever  before.  She  does  not  have  the  dizziness  and 
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difficulty  in  walking  that  was  present  when  she  received 
dilantin. 

Case  4.  M.  B.,  female,  9.S  years,  first  examined  at  age  of 
four  weeks,  December  9,  1935.  Her  infancy  was  uneventful 
except  for  an  allergy  to  certain  foods  which  caused  pyloro- 
spasm.  When  seen  again  at  7 years  of  age  her  mother  stated 
that  she  had  been  well  except  for  frequent  tonsillitis  and 
headaches  which  were  suggestive  of  migraine  of  allergic 
origin. 

On  October  5,  1944,  she  had  a severe  generalized  con- 
vulsion. Further  history  revealed  these  facts.  At  eighteen 
months  of  age  she  ate  some  nicotine  sulfate  plant  poison 
and  had  several  severe  convulsions.  Following  this  they 
recurred  whenever  she  was  ill  and  had  a high  fever.  For 
the  past  two  years  they  have  occurred  about  every  three 
to  four  months,  becoming  more  frequent  and  severe  re- 
cently. A severe  headache  persisted  for  a day  after  each 
spelt.  Since  October  5,  while  taking  hydantal,  two  tablets 
daily,  she  has  been  free  of  convulsions  and  has  been  in  fine 
health.  In  December  she  noted  that  her  mouth  pulled  up 
to  one  side  for  a few  seconds  but  this  was  the  only  symp- 
tom she  had  had  to  the  present. 

Case  S.  A.  D.,  female,  5 years,  first  seen  on  October  3, 
1942,  at  age  of  two  years,  with  a history  of  having  fallen 
out  of  a basket  while  at  the  grocery  store  two  weeks  pre- 
viously. A few  days  later  she  began  to  have  petit  mal 
attacks  associated  with  nystagmus.  Her  mother’s  brother 
died  of  epilepsy.  The  patient’s  mother  was  a registered 
nurse  who  had  done  a good  deal  of  nursing  in  a neurologic 
institution. 

Physical  examination  was  negative.  Dilantin  .5  gr.  three 
times  daily  was  started.  Four  days  later  the  child  had  a 
severe  convulsion  lasting  one-half  hour.  Encephalograms, 
spinal  fluid,  blood  and  other  tests  were  normal.  Three 
weeks  after  the  first  convulsion  she  had  another,  leaving 
the  right  side  of  her  face  temporarily  paralyzed.  Dilantin 
was  increased  to  l.S  grs.  at  bedtime  and  .5  gr.  in  the 
morning;  this  later  was  reduced  to  .5  gr.  at  bedtime  as  a 
maintenance  dose. 

There  were  no  symptoms  for  one  year  and  the  treat- 
ment was  discontinued.  In  January,  1944,  she  had  a mild 
attack,  characterized  by  a twitching  and  rolling  upwards  of 
the  eyes  which  lasted  about  two  minutes,  and  a small  dose 
of  dilantin  was  reordered.  She  was  put  on  hydantal  in  Au- 
gust, one  tablet  daily.  There  has  been  no  recurrence.  Re- 
cently she  had  a very  positive  tuberculin  test  after  having 
been  exposed  to  an  aunt. 

Case  6.  W.  M.,  male,  13  months,  first  seen  June  27,  1944. 
History  of  a convulsion  three  days  after  birth.  He  had 
difficulty  in  breathing  the  first  three  days  and  was  kept  in 
an  oxygen  tent.  He  seemed  to  “jump”  off  and  on  when 
going  to  sleep  or  when  picked  up.  Examination  did  not 
reveal  any  untoward  findings.  At  six  months  of  age  he  had 
a series  of  slight  generalized  convulsions  or  twitchings  last- 
ing one  day.  Since  that  time  he  has  had  convulsions  three 
to  four  times  daily.  At  nine  months  of  age  he  was  unable 
to  sit  up,  although  he  was  very  active,  but  mentally  below 
the  average  infant  of  his  age.  Eczema  of  the  popliteal  and 
cubital  areas  was  present.  He  had  been  taking  dilantin  .5 
gr.  three  times  daily  for  the  past  three  months. 

Since  taking  hydantal  one-half  tablet  twice  daily  for  the 
past  four  months,  he  is  much  improved.  There  have  been 
a few  twitchings  on  two  occasions  when  he  had  a cold  and 
a fever.  His  mother  states  that  “he  is  much  better,  can  cry 
like  a baby  should  now  and  has  a temper  which  he  did 
not  have  before.”  This  infant  probably  had  a cerebral 
hemorrhage  at  birth  with  the  gradual  development  of  a 
spastic  condition. 

Case  7.  P.  D.,  female,  9 years,  seen  when  four  years  of 
age  for  a routine  examination  which  was  normal.  On  De- 
cember 21,  1944,  her  mother  stated  that  the  patient  had  a 


“tic”  which  began  two  years  previously,  characterized  by 
sudden  onset  of  twitching  of  the  left  side  of  the  mouth 
which  gradually  spread,  involving  the  left  face,  arm  and 
leg.  There  was  no  loss  of  consciousness,  although  she  be- 
came quite  drowsy.  Five  spells  occurred  in  the  past  six 
weeks,  two  of  them  on  the  date  of  examination. 

Physical  examination  was  within  normal  limits,  includ- 
ing roentgenograms,  spinal  fluid,  eye  grounds,  etc.  Her 
weight  was  95  pounds.  Treatment  consisted  of  a modified 
ketogenic  diet,  low  fluid  intake,  thyroid  one  grain  daily  and 
hydantal  two  tablets  daily.  On  May  1,  1945,  her  mother 
reported  a marked  improvement.  She  had  had  one  slight 
left  sided  convulsion  on  February  17  and  a twitching  of 
the  mouth  on  March  3,  but  has  been  entirely  free  of  all 
spells  since  that  time. 

Case  8.  B.  B.,  female,  9 years,  first  seen  at  two  weeks  of 
age  for  routine  feeding  care.  Eczema,  later  hay  fever  and 
asthma  developed  by  the  age  of  five  years.  An  allergic 
study  revealed  sensitivity  to  wheat,  apple,  orange,  beans, 
spinach,  halibut,  chicken,  cocoa  and  cottonseed,  as  well  as 
to  most  epidermals  and  dust.  She  improved  under  allergic 
management. 

At  five  years  of  age,  July,  1941,  she  began  to  have  spells 
when  her  mouth  quivered,  eyes  became  fixed,  and  she  sud- 
denly would  stop  all  motion,  lasting  for  a few  seconds. 
These  spells  became  very  infrequent  while  she  observed  her 
allergic  diet  closely.  At  eight  years  her  mother  noted  that 
the  ingestion  of  wheat  seemed  to  cause  petit  mal  attacks, 
although  she  could  not  account  for  some  of  the  attacks. 

She  has  been  taking  hydantal  two  tablets  daily  since 
September  13,  1944,  and  has  not  had  any  more  spells.  She 
also  watches  her  diet  closely.  At  present  she  is  on  a main- 
tenance dose  of  one  tablet  daily. 

Case  9.  Mrs.  F.  L.,  34  years.  Two  and  one-half  years  ago, 
while  five  months  pregnant  with  her  first  baby,  she  ex- 
perienced a severe  convulsion.  Three  more  occurred  by  the 
time  she  delivered  a normal  female  child.  She  was  given 
dilantin,  three  tablets  daily,  by  one  of  the  large  clinics  in 
the  East  and  improved,  although  she  had  a spell  about 
every  four  months. 

She  has  been  taking  hydantal  since  November  1,  1944, 
and  has  felt  quite  well.  She  “almost  had  a spell”  two 
months  ago,  when  she  was  out  of  tablets  for  two  weeks. 
At  times  she  feels  “woozy”  while  taking  three  tablets  daily 
but  is  all  right  when  this  is  reduced  to  two  tablets. 

Case  10.  D.  L.,  female,  21  years.  This  patient  has  had 
petit  mal  spells  since  the  age  of  seven  years.  At  that  time 
her  examination  revealed  a positive  Wassermann  reaction 
on  her  spinal  fluid.  With  extensive  treatment  there  was  not 
much  improvement.  Her  Wassermann  became  negative  at 
eleven  years  of  age.  She  averages  five  to  twenty  mild 
spells  daily.  In  January,  1945,  she  began  to  take  hydantal 
tablets,  two  daily,  and  states  that,  although  she  still  has 
spells,  there  is  about  a 50  per  cent  improvement. 


Cases 

Diagnosis 

Probable  Etiology 

Results 

1 

J*etit  Mal  Eoilepsy 

Unknown 

Fair 

2 

J*ie||t  Mal  Eoilepsy 

Unknown 

Excellent 

3 

Grand  Mal  Eoilepsy 

Unknown 

Good 

4 

Grand  Mal  Epilepsy 

Nicotine  Plant  Poison 

Excellent 

5 

Grand  Mal  and 
Petit  Mal  Eoilepsy 

Injury  (Fall) 

Excellent 

6 

Grand  Mal  Eoilepsy 

Birth  Injury 

Good 

7 

Jacksonian  Epilepsy 

Unknown 

Excellent 

8 

Grand  Mal  Eoilepsy 

Allergy  to  Foods 

Excellent 

9 

Grand  Mal  Epilepsy 

Unknown 

Excellent 

10 

Petit  Mal  Epilepsy 

Congenital  Central 
Nervous  System  Lues 

Good 

Table  1.  Summary  of  reported  cases. 

212 


EPILEPSY CLEIN 


Vol.  44,  No.  7 


COMMENTS 

These  cases  illustrate  the  effectiveness  of  hydan- 
tal  under  varying  etiologic  conditions  and  with 
several  types  of  convulsions  in  patients  of  different 
ages  (table  1). 

Hydantal  contains  0.1  Gm.  of  3-methyl  5.5- 
phenylaethylhydantoin  combined  with  0.02  Gm. 
(/^  g'f  ) phenobarbital  in  a sugar  coated  tablet. 
The  optimal  effect  of  hydantal  was  observed  after 
a few  days  treatment  and  it  was  found  to  possess 
a typical  anticonvulsant  action,  more  striking  than 
any  drug  previously  used.  Average  adult  dose  was 
three  tablets  daily  and  in  children  two  tablets  daily 
were  found  adequate  in  most  cases  to  control  the 
seizures.  In  small  children  the  tablets  may  be  ad- 
ministered by  breaking  them  in  half  and  incor- 
porating them  in  jam,  apple  sauce,  milk  or  fruit 
juices,  when  the  dose  is  less  than  one  tablet. 

At  this  point  it  might  be  said  that  the  importance 
of  this  new  compound  lies  in  the  fact  that  it  has 
all  the  advantages  of  previous  hydantoin  deriva- 
tives but  without  such  toxic  effects  as  gingivitis, 
ataxia,  drowsiness,  dermatitis,  etc.  Only  one  case 
(9)  complained  of  being  “woozy”  but  this  feeling 
disappeared  upon  reduction  of  the  dose  of  hydantal 
from  three  to  two  tablets  daily  which  was  sufficient 
to  control  the  attacks. 

Tainter,  et  al,®  in  a study  of  several  drugs  to 
determine  the  relationship  of  dosage  to  effect  over 
considerable  ranges  of  tolerated  doses,  found  that 
3-methyl  5.5-phenylaethylhydantoin  was  similar  in 
potency  to  dilantin  and  required  approximately  the 
same  range  of  dosage.  The  authors  state  that  the 
choice  of  a drug  for  antagonizing  epileptic  attacks 
would  depend,  in  part  at  least,  on  the  nature  and 
extent  of  their  side-effects,  such  as  hypnosis,  tissue 
changes,  etc.,  especially  after  continued  adminis- 
tration. 

The  main  indication  for  hydantal  is  epilepsy, 
particularly  the  grand  mal  type,  but  encouraging 
results  were  also  observed  in  the  petit  mal  type.  It 
is  apparently  also  of  great  value  in  the  convulsive 
states  due  to  other  causes. 

In  this  series,  six  cases  were  of  the  grand  mal 
type  of  epilepsy,  case  5 also  having  petit  mal  spells 
associated  with  spells  of  unconsciousness.  Three 
cases  were  typical  petit  mal  types  with  spells  oc- 
curring five  to  sixty  times  daily.  One  case  (7)  had 
characteristic  Jacksonian  epilepsy,  starting  with 
twitching  of  the  left  side  of  the  face,  later  spread- 
ing to  the  left  arm  and  leg. 

5.  Tainter,  M.  L...  Tainter,  E.  G.,  Lawrence,  W.  S., 
Neura,  E.  N.,  Lackey,  R.  W.,  Luduena,  F.  P.,  Kirtland, 
H.  B.  Jr.  and  Gonzales,  R.  I. : Influence  of  Various  Drugs 
on  Threshold  for  Electrical  Convulsions.  J.  Pharmacol.  & 
Exper.  Therap.,  79:42-54,  Sept.,  1943. 


The  etiology,  as  accurately  as  could  be  deter- 
mined, was  possibly  due  to  the  following  factors  in 
five  cases.  In  case  4 the  convulsions  began  after 
the  child  had  eaten  a plant  insecticide  containing 
nicotine  sulfate.  In  case  5,  the  child  had  fallen 
from  a basket  while  the  mother  was  shopping. 
Patient  6 apparently  had  a cerebral  birth  injury. 
Case  8,  Spangler,®  Clein,^  is  very  interesting  as  her 
grand  mal  spells  could  be  fairly  well  controlled  by 
the  elimination  of  wheat  from  her  diet  and  a spell 
could  be  induced  by  its  ingestion.  Since  taking 
hydantal,  she  can  now  eat  small  amounts  of  wheat 
several  times  weekly  without  suffering  any  ill  ef- 
fects. Case  10  had  congenital  syphilis  and  it  is 
presumed  that  the  petit  mal  effects  may  be  subse- 
quent to  some  injury  to  the  central  nervous  system. 

The  results  in  this  small  series  were  excellent  in 
six  cases,  good  in  three  and  fair  in  one.  It  is 
worthy  of  note  that  every  case  showed  improve- 
ment over  the  condition  that  existed  prior  to  the 
administration  of  hydantal. 

SUMMARY 

Hydantal  proved  to  be  an  effective  agent  in  con- 
trolling convulsions  more  satisfactorily  than  any 
previous  medication,  with  practically  no  side-ef- 
fects. The  number  of  cases  in  this  report  is  small 
but  the  results  in  comparison  with  previous  ac- 
cepted methods  of  treatment  were  so  encouraging 
that  a preliminary  report  is  presented.  Further 
investigation  and  clinical  evaluation  in  larger 
groups  over  longer  periods  may  furnish  additional 
evidence  to  confirm  these  earlier  findings.  Mean- 
while, every  effort  must  be  made  to  find  the  spe- 
cific cause  for  these  convulsive  states  in  order  to 
treat  them  on  an  etiologic  basis. 

6.  Spangler,  R.  H.:  Some  Allergic  Factors  in  Essential 
Epilepsy.  J.  Allergy,  3:39-50,  Nov..  1931. 

7 Clein,  N.  W. : Epilepsy  of  Allergic  Origin.  Northwest 
Med..  36:378-381,  Nov.,  1937. 


PSYCHIATRIC  CONSULTANTS  ABROAD 

Five  of  the  most  prominent  American  civilian  psychia- 
trists are  now  touring  all  Army  headquarters  installations 
in  Europe  to  study  the  psychologic  factor  in  the  combat 
infantry  soldier  and  methods  of  psychiatric  treatment  now 
in  use. 

It  is  expected  that  they  will  make  recommendations  on 
the  correlation  of  the  methods  of  treatment  and  the  mental 
attitudes  of  battle-weary  soldiers. 

The  psychiatrists  are:  Dr.  Karl  Mennlnger,  Chief  of  the 
Menninger  Clinic  at  Topeka,  Kansas;  Dr.  John  Romano, 
Professor  of  Psychiatry  at  the  University  of  Cincinnati 
School  of  Medicine,  Cincinnati.  Ohio;  Dr.  Leo  Bartemier, 
Professor  Psychiatrist  at  the  Wayne  University  School  of 
Medicine,  Detroit,  Michigan;  Dr.  John  Whitehorn,  Pro- 
fessor 
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ASPECTS  OF  NASAL  COSMETIC  SURGERY 
Charles  Firestone,  M.D. 

SEATTLE,  WASH. 

Every  physician,  who  has  at  some  time  wielded 
a scalpel  in  the  pursuit  of  his  profession,  is  a plastic 
surgeon  to  a degree.  In  his  endeavor  to  rid  the 
organism  of  pathologic  tissues,  be  those  actual 
tissues  or  aggregations  in  the  form  of  localized 
abscesses,  the  surgeon  acts  as  a plastic  surgeon, 
incidental  to  his  essential  therapeutic  act  of  elimi- 
nating pathologic  tissues  and  septic  localizations 
and/or  -sources.  It  matters  not  whether  the  ana- 
tomic site  recipient  of  his  surggery  is  on  the  sur- 
face, or  tucked  away  in  the  depths  and  recesses  of 
the  abdominal  cavity.  He  is  a plastic  surgeon  in 
the  sense  that,  in  extirpating  pathologic  tissues, 
replacement  of  displaced  structures  or  evacuation 
of  delimited  purulent  collections,  he  makes  way  for 
the  healing  and  plastic  repair  of  the  adjoining 
tissues.  An  actual  physical  remolding  of  the  con- 
figuration of  the  adjoining  tissues  occurs  in  conse- 
quence of  his  surgical  intervention. 

The  concept  of  cosmetic  surgery  differs  basically 
from  that  of  plastic  surgery.  The  cosmetic  surgeon, 
more  often  than  not,  deals  with  the  facets  of  tissues 
that  are  not  structurally  pathologic,  considered 
from  the  histologic  standpoint.  The  histologic  struc- 
tures making  up  cosmetic  defects  are  ordinarily 
not  pathologic.  Indeed,  cosmetic  deficiencies  are  not 
even  universally  considered  as  defects.  Considera- 
tion of  these  defects  and  even  recognition  of  them 
is  largely  determined  by  the  mores  of  given  geo- 
graphic localities,  by  the  accepted  standards  of 
esthetics  in  these  localities  and  even  by  the  political 
philosophy  of  states  making  up  these  geographic 
delimitations. 

Historical  instances  of  variances  in  esthetic  cri- 
teria can  be  adduced  in  plenitude.  The  Roman  nose, 
for  example,  appears  to  have  been  a sine  qua  non 
for  the  sculptor,  whose  statues  still  adorn  the  vener- 
ated museums  of  the  civilized  capitals  of  the  world. 
Rubens,  in  his  paintings  of  the  pulchritudinous  of 
his  epoch,  depicts  rotund,  curvaceous  women,  with 
plenitude  of  adiposity,  with  thick,  sensuous  lips, 
pendulous  breasts  and  overhanging  nasal  tips. 
Egyptian  criteria  of  the  esthetic,  on  the  other  hand, 
were  quite  the  obverse,  judging  from  the  archeo- 
logic  reports  of  them.  There  the  thin,  linear,  rather 
than  curvaceous,  was  considered  the  ideal.  Breasts 
on  Egyptian  figures  are  portrayed  as  small,  firm, 
perfect  mounds. 

Even  in  our  own  society  criteria  of  the  esthetics 
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of  facial  and  bodily  form  are  as  variable  as  the 
external  pigments  of  the  chameleon.  Not  so  long 
ago  the  “boyish”  figure  was  adulated  and  coveted 
by  the  modern  young  female.  It  is  only  compara- 
tively recently  that  this  esthetic  desideratum  has 
been  discarded,  and  it  is  believed  esthetically  so. 
In  one  decade  it  is  sharp  delimited,  chiseled,  cheek- 
bones with  full  lips  and  ample  mouth,  to  be  fol- 
lowed by  the  small  mouth,  thin  lips  and  cushiony 
soft  facial  parts  in  the  decade  following. 

The  cosmetic  surgeon  attempts  to  alter  surgically 
facial  structures  out  of  harmony  with  the  esthetic 
criteria  of  his  time.  His  present  status  of  achieve- 
ment must  be  considered  somewhat  less  than  mod- 
erate. This  type  of  surgery  makes  demands  on  the 
surgeon  that  go  far  beyond  merely  localized  altera- 
tions of  tissue  relations.  The  total  configuration  in 
its  entire  harmonious  aspect  must  be  taken  into 
consideration  in  planning  any  physiognomic 
changes. 

Those  of  us  who  have  been  enraptured  by  Ros- 
tand’s tale  of  the  adventures  of  Cyrano  de  Ber- 
gerac have  some  conception  of  the  personality  prob- 
lems of  an  individual  bequeathed  with  a congenital 
disproportion  of  the  most  prominent  facial  member, 
the  nose.  We  could  not  have  failed  to  come  away 
with  the  feeling  that  the  nose,  the  most  prominent 
facial  feature,  emerged  in  haut  relief  in  the  self- 
consciousness  of  our  hero,  Cyrano,  as  it  did  actu- 
ally on  his  facial  features.  In  Rostand’s  tale,  Cy- 
rano triumphed  in  the  end,  but  the  multitudes  of 
Cyranos  in  actual  life  are  burdened  with  inferiority 
complexes  and  conversion  symptoms  which  the  cos- 
metic surgeon  can  and  often  does  relieve. 

With  the  above  as  introductory,  it  is  perhaps  in 
grace  to  begin  discussion  of  the  topic  in  a little 
broader  sense.  It  has  been  stated  above  that  criteria 
of  esthetics  are  as  many  and  varied  as  there  are 
geographic  delimitations,  historical  eras  and  phases 
of  civilization.  Allusions  to  these  have  already  been 
made  indirectly  (vide  supra),  when  the  esthetic 
criteria  of  Egypt,  Rome  and  Europe  as  represented 
by  the  paintings  of  Rubens  were  mentioned. 

A statement  was  made  to  the  effect  that  systems 
of  political  philosophies,  as  embraced  in  different 
localities,  contain  criteria  of  art  and  esthetics  in 
keeping  with  the  particular  philosophic  credo. 
Every  philosophic  system  has  for  its  basic  aim  the 
search  of  truth  for  what  is  “The  Good.”  As  such, 
it  must  be  an  all-embracing  system  concerning  itself 
with  the  good  in  all  departments  of  life;  the  good 
in  government,  the  good  in  ethics,  the  good  in  es- 
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thetics.  Thus,  when  one  examines  the  various 
philosophies  of  the  ages,  one  finds  that  criteria  of 
esthetics  are  formulated  in  accordance  with  the 
broader  aspects  of  the  particular  philosophic  system 
under  consideration. 

Perhaps  a concrete  instance  or  two  will  serve  to 
render  this  phase  of  the  paper  more  lucid.  Let  us 
consider  the  philosophy  of  William  James,  pragma- 
tism, which  is  accepted  by  philosophers  to  be  the 
keystone  of  procedure  and  progress  here  in  America. 
This  may  be  concisely  stated  as  follows;  “What  is 
practical  is  good.”  Immediately  one  can  detect  a 
corollary  to  this,  and  it  is,  what  is  practical  at  one 
time  or  in  one  place  at  a given  time  may  not  be 
practical  at  another  time  or  in  another  place  at  the 
same  time.  This  connotes  temporal  mode,  change 
and  dynamism.  Has  not  the  history  of  American 
material  development  been  the  very  essence  of  just 
that — change,  mode,  dynamism — and  progress  as 
contrasted  to  the  English  history  of  static  and  of 
tradition?  If  the  philosophy  of  pragmatism  implies 
changes  in  the  material  aspects,  it  also  infers 
changes  in  the  esthetic  criteria  from  time  to  time. 
To  state  it  more  concretely,  the  standards  of  form, 
figure,  coiffure  and  garb  of  the  American  woman 
change  every  few  years  in  contrast  to  those  of  her 
British  cognate  which  remain  “staid”  or  “tradi- 
tional” to  a great  extent. 

On  the  other  hand,  let  us  glimpse  at  dialectic 
materialism,  the  philosophy  of  IMarx,  and  its  theory 
of  art.  Briefly,  that  can  be  stated  in  the  form, 
“What  has  utility  is  good  and  esthetic.”  The  peas- 
ant threshing  wheat  is  an  artist  by  this  criterion, 
inasmuch  as  he  is  performing  a utilitarian  act.  By 
this  reasoning,  a hump  on  a nose  enabling  a pair  of 
spectacles  to  be  worn  more  comfortably  would, 
theoretically  at  least,  be  considered  artistic,  and 
thus  esthetic  under  this  particular  philosophic  sys- 
tem, and  thus  good. 

It  is  generally  agreed  among  anthropologists  that 
no  ethnical  group,  no  race,  if  such  a pure  unit  can 
be  stated  to  exist,  and  no  nation  on  earth  today 
exhibits  a “type”  of  face  by  which  it  can  be  abso- 
lutely identified.  It  is  true  that  there  are  certain 
bodily  and  facial  anthropometric  indices  and  pro- 
portions which  tend  to  ocur  in  greater  frequency 
in  one  ethnic  group  when  compared  to  another.  On 
the  whole,  however,  anthropologists  emerge  with 
findings  of  mixed  anthropometric  indices  in  any 
stated  ethnic  aggregation. 

To  give  more  concrete  expression  to  this  state- 
ment, let  us  view  one  or  two  recent  and  living  his- 
torical figures  as  illustrations.  Consider  the  long 


so-called  esthetic  face  of  President  Wilson  as  con- 
trasted to  the  full,  broad  and  fleshy  face  of  Presi- 
dent Hoover,  or  to  the  full,  broad,  angular  and 
bony  face  of  President  Harding;  the  rotund  che- 
rubic Churchillian  face  and  head  as  contrasted  to 
the  dolichocephalic  head  of  the  Prince  of  Wales, 
and  just  one  more,  the  long,  gaunt  physiognomy  of 
General  de  Gaulle  as  contrasted  to  the  square,  bony 
face  of  Edouard  Herriot.  The  personalities  men- 
tioned and  their  contrasts  stem  from  the  same 
ethnic  roots. 

If  these  illustrations  have  any  significance,  they 
can  only  mean  that  the  world  is  well  intermingled, 
and  esthetic  criteria  must  be  in  the  plural,  even  in 
a circumscribed  state  or  locality,  and  that  long 
faces  as  well  as  broad  faces  can  be  esthetic.  The 
so-called  face  of  the  esthetic  is  in  reality  a figment, 
a fetish.  Many  of  the  faces  of  history’s  venerated 
artists  and  musicians  are  incarnate  testimony  to 
this  statement.  In  molding  facial  changes,  there- 
fore, the  particular  type  of  face  the  patient  is 
possessed  of  must  be  considered.  A universal  tjqie 
of  esthetic  face  is  nonexistent. 

A certain  amount  of  philosophic  and  anthropo- 
logic material  was  adduced  to  the  development  of 
this  theme  because  it  was  deemed  essential  to  a 
better  understanding  of  the  general  aspect  of  it.  It 
was  the  endeavor  to  hold  this  material  to  a mini- 
mum, solely  for  use  as  background.  The  allusions 
to  the  esthetic  criteria  were  made  to  facilitate  the 
understanding  that  no  general  rule  can  be  laid 
down  that  will  guide  one  who  undertakes  the  altera- 
tion of  what  is  alterable  in  the  human  physiognomy. 
Each  instance  presents  an  individual  case  and 
problem,  and  the  problem  is  too  often  complicated 
by  the  instability  of  the  individual  seeking  the 
facial  alteration. 

The  nose  is  the  most  prominent  member  of  the 
facial  configuration.  The  theme  may  well  be  titled, 
“guiding  principles  and  limitations  of  applied  nasal 
esthetics  as  they  conform  to  accepted  criteria  of 
esthetics  and  approved  surgical  methods.”  It  is 
hoped  to  discuss  the  esthetic  aspects  of  other  facial 
features  in  a future  paper. 
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CASE  REPORTS 

Case  1.  Figs.  1 and  la.  This  illus- 
trates an  attempt  at  application  of  what 
has  been  said.  In  this  particular  indi- 
vidual is  presented  a rotund  type,  short- 
necked, curvaceous  type,  one  who  could 
have  well  been  a subject  for  Rubens. 
It  is  to  be  observed  that  even  the  ears 
lack  angularity. 

Fig.  la  depicts  the  same  individual 
with  a nose  cosmetically  remolded  to 
harmonize  with  the  balance  of  the  con- 
figuration. Thinning  of  the  nose  in  this 
particular  individual  would,  it  is  be- 
lieved, detract  from  rather  than  amelio- 
rate the  result. 

Case  2.  Figs.  2 and  2a.  This,  on  the 
other  hand,  depicts  a long  pointed  set 
of  facial  features.  These  long  pointed 
features  are  even  to  be  noted  in  the 
ears,  in  contrast  to  figure  1.  Nasal  re- 
molding, in  this  instance,  had  to  take 
cognizance  of  the  tendencies  of  the  en- 
tire configuration.  The  nasal  tip  was, 
therefore,  thinned  and  an  attempt  at 
lineation  and  pointing  was  considered 
the  desirable  criterion  in  remolding  this 
nose. 

Case  3.  Figs.  3 and  3a.  This  probably 
represents  one  of  tbe  most  difficult 
cases  for  reconstruction.  This  individu- 
al’s nose  was  long,  broad,  humped,  and 
the  tip  bifid.  To  further  complicate  the 
case,  a submucous  resection  had  been 
previously  performed.  This  particular 
physiognomy  represents  somewhat  of  a 
dichotomy.  If  the  ears  of  this  patient 
are  observed,  it  will  be  seen  that  the 
auricle,  as  a whole,  tends  to  assume 
long  angular  lines,  while  the  lobules 
tend  toward  the  case  described  in  fig- 
ure 1.  The  remolding  in  this  individual 
was  done  with  these  dichotomous  struc- 
tural features  in  mind. 

Case  4.  Figs.  4 and  4a.  This  lacks  the 
fabled  broomstick  to  give  it  reality  and 
significance,  as  it  affected  the  indi- 
vidual. The  whole  affair  may  be  said  to 
represent  a congenital  hypertrophy  of 
the  nasal  pyramid,  although  the  hyper- 
trophy assumed  unidirectional  aspects, 
that  is,  the  nose  was  thin  in  keeping 
with  the  other  soft  and  osseous  struc- 
tures. Figure  4a  is  the  nose  as  it  was 
reconstructed. 

Case  S.  Figs.  5 and  5a.  This  repre- 
sents an  individual  who  some  years 
previously  had  undergone  operative  at- 
tempt at  improvement  of  the  cosmetic 
deficiency.  It  is  not  known  what  the 
disfiguration  had  been  prior  to  this 
procedure.  The  patient  himself  stated 
that  his  nose  at  the  time  of  application 
for  this  alteration  was  somewhat  more 
esthetic  than  it  had  been  before  the 
first  surgery.  Figure  Sa  illustrates  the 
result  obtained.  No  thinning  of  the 
nasal  pyramid  was  advised  in  view  of 
the  balance  of  facial  configuration. 

It  is  quite  probable  that,  if  one 
were  requested  to  sketch  the  ideal 
nose,  the  individual  thus  request- 
ed would  sketch  a perfect  triangu- 
lar pyramid  with  certain  ratios 


Fig.  3 


Fig.  3a 
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and  proportions.  This  optimum 
nose  would  not  fit  every  face;  in- 
deed, it  would  be  distinctly  dis- 
harmonious to  a good  many  faces. 
Each  case,  as  has  already  been 
stated,  must  be  individually  con- 
sidered, and  above  all  a back- 
ground of  esthetic  criteria  is  essen- 
tial. 

The  five  cases  illustrated  above 
were  chosen  because  each  is  rep- 
resentative of  a type.  Of  the  three 
nasal  levels,  only  one  level  may 
need  remolding  in  a given  case. 
For  example,  the  lower  level  may 
be  disfigured,  where  the  middle 
and  upper  levels  are  in  relative 
harmony.  Some  understanding  of 
the  esthetic  and  mature  judgment 
are  of  the  essence  of  the  cosmetic 
surgeon.  The  end  of  the  trail  is 
adorned  with  garlands  of  roses, 
but  one  has  to  traverse  a maze  of 
thorns  to  reach  these  garlands, 
and  the  latter  have  a way  of 
rapid  withering. 

326  Medical  Dental  Building. 


Fig.  5 


Fig.  5a 


Fig.  4 


Fig.  4 a 


NUMBER  OF  CHILDREN  WANTED 
Social  Forces  publishes  a report  by  Gilbert  A.  Sanford 
of  the  University  of  Mississippi  of  research  on  desired 
family  size.  Sociology  students  took  a poll  last  winter  to 
determine  the  number  of  children  wanted  by  young  college 
men  and  women.  A model  group  of  females  desired  three 
children,  whereas  a corresponding  group  of  males  preferred 
only  two.  “If  such  a tendency,”  observes  Mr.  Sanford, 
“were  noted  rather  generally  throughout  the  population,  it 
might  be  concluded  that  the  downward  trend  in  the  birth 
rate  had  almost  reached  a point  where  it  would  remain 
relatively  stationery.”  He  thinks  “it  is  fairly  obvious  that 
contraception  is  widely  preached  throughout  the  nation 
and  that  family  limitation  is  rational  rather  than  haphazard 
or  by  chance.” 


ACUTE  PELVIC  PAIN* 

George  Kunz,  Jr.,  M.D. 

TACOMA,  WASH. 

Pain  is  nature’s  conscious  notice  that  something 
is  wrong.  In  many  instances  it  is  the  most  signifi- 
cant and  most  constant  symptom  present.  A diag- 
nosis is  very  often  difficult,  if  the  nature,  char- 
acter, location  or  relation  of  the  pain  cannot  be 
ascertained.  For  instance,  the  diagnosis  of  acute 
appendicitis  in  an  infant  is  not  easy,  nor  of  an  ulcer 
in  a psychopathic  patient  nor  in  one  who  does  not 
understand  or  misunderstands  our  questions. 

Then,  too,  interpretation  of  the  type  of  discom- 
fort may  not  be  clear.  Pain  is  generally  a sharp, 
definite  thing  to  a white  patient  and  misery  is 
mental,  whereas  it  is  often  extraabdominal  to  the 
negro  and  all  abdominal  discomfort  is  misery. 
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If  there  is  too  much  accent  on  pain  by  the  phy- 
sician, the  patient  will  often  believe  he  should 
have  it,  and  will  acknowledge  it  when  it  is  actually 
nonexistant.  Then,  there  is  the  stoic  who  belittles 
pain  to  a dangerous  degree.  And  we  all  know  of 
the  patient  who  fears  surgery  and  succeeds  in  not 
wincing  when  the  abdomen  is  palpated. 

The  vast  majority  of  pelvic  pathology  is  ac- 
companied by  pain  and,  therefore,  a clear  inter- 
pretation of  this  symptom  is  most  necessary  for  a 
correct  diagnosis.  It  will  often  succeed  where  lab- 
oratory w’ork  fails. 

I am  limiting  myself  here  to  acute  pelvic  pain 
and  I shall  take  up  the  different  conditions  approx- 
imately in  the  order  of  their  frequency. 

ACUTE  APPENDICITIS 

Pain  here  is  usually  a generalized  tormen,  re- 
ferred to  the  navel  or  epigastrium,  reaching  its 
acme  in  approximately  four  to  six  hours,  after 
which  it  shifts  to  McBurney’s  point. 

Age  incidence:  Over  50  per  cent  occur  between 
the  ages  of  five  to  twenty  years. 

Sex:  More  frequent  in  males. 

Familial  influence:  Often  members  of  the  same 
family  are  affected. 

Race:  A disease  of  civilization  and  white  people 
generally. 

Temperature:  Generally  between  99°  and  102°. 
If  higher,  a rupture  or  something  else  would  be 
suspected. 

Leukocytosis:  Between  9,000  and  18,000  or 
more. 

Reflex  rigidity  exists  in  direct  proportion  to  the 
intensity  and  area  of  the  underlying  peritonitis. 

Position  of  the  individual:  Pain  on  contraction 
of  the  right  iliopsoas  muscle  and  rectal  or  vaginal 
examination  complete  the  picture. 

PELVIC  INFLAMMATORY  DISEASE 

Acute  salpingitis  or  acute  adnexitis  pain  is  usu- 
ally in  the  lower  abdomen.  It  is  present  constantly 
with  intermittent  colicky  paroxysms,  and  is  greatly 
aggravated  by  body  movement.  It  begins  in  one 
lower  quadrant  and  later  spreads  to  the  other,  to 
be  localized  near  the  inguinal  regions.  Rigidity 
and  tenderness  of  the  abdomen  bilaterally  are 
present. 

Nausea  and  vomiting  are  not  present  as  in  ap- 
pendicitis, as  the  genitorinary  and  not  the  gas- 
trointestinal system  is  involved.  The  temperature 
is  higher,  the  white  count  higher,  and  the  sedi- 
mentation rate  more  rapid  in  salpingitis  over  ap- 
pendicitis. The  onset  of  acute  salpingitis  or  acute 

♦ Read  before  a Meeting’  of  Pierce  County  Medical  So- 
ciety. Tacoma,  Wash.,  April  10,  1945. 


adnexitis  is  usually  at  the  end  of  a menstrual  per- 
iod. History  is  generally  present  of  a lower  genital 
infection  with  urinary  tract  involvement.  Dysuria 
and  frequency  are  significant.  Onset  of  a prurulent 
vaginal  discharge  is  helpful  in  the  diagnosis. 

Occasionally  the  acute  condition  of  pelvic  in- 
flammatory disease  does  not  subside,  and  severe 
rectal  pain  and  tenesmus  appear,  suggesting  the 
development  of  a pelvic  abscess  which  generally 
requires  evacuation. 

Acute  pelvic  cellulitis  or  inflammation  of  the 
extraperitoneal  cellular  structures  may  follow  abor- 
tion, delivery  and  intrauterine  instrumentation. 
The  pain  is  acute  and  constant,  situated  low  in  the 
pelvis  or  abdomen,  and  is  accompanied  by  rectal 
pressure  and  tenesmus.  Sacral  backache  and  pain 
down  the  posterior  thighs  are  common  complaints. 

ECTOPIC  PREGNANCY 

Acute  pelvic  crises  which  demand'  immediate 
surgical  intervention  are  those  due  to  hemorrhage 
or  acute  circulatory  changes  with  gangrene  or 
necrosis. 

Etopic  pregnancy  is  the  most  common  cause  of 
intraabdonimal  hemorrhage  in  women.  The  pain 
ranges  from  vague  discomfort  to  lancinating  agony, 
resulting  in  syncope.  Scheffey^  reports  56  per  cent 
of  his  series  as  having  a lancinating  pain,  while  the 
remainder  described  it  as  gradual  or  indefinite. 
Prior  to  rupture  the  discomfort  is  often  vague,  and 
with  impending  rupture  it  becomes  paroxysmal 
and  more  acute.  After  the  acute  crisis  the  pain  sim- 
ulates that  of  pelvic  inflammatory  disease  except 
for  its  usual  unilateral  distribution.  Behney  re- 
ports 76  per  cent  of  123  ectopic  pregnancies  pro- 
duced unilateral  lower  quadrant  pain.  Shoulder 
pain  may  also  develop,  due  to  blood  under  the 
diaphragm. 

A careful  and  detailed  history  is  important  here. 
Eighty  to  90  per  cent  of  the  patients  have  missed 
a menstrual  period.  One  or  two  weeks  before  the 
missed  period  there  is  a bloody  discharge;  this 
generally  fails  to  clot  because  it  is  a result  of  ecto- 
pic decidua  in  the  uterus. 

Sudden  rupture  of  a Graaffian  follicle  or  luteal 
cyst  of  an  ovary  may  cause  pain  resembling  that 
of  acute  ectopic  rupture.  As  it  is  sometimes  lan- 
cinating, it  may  cause  syncope  and  is  frequently 
accompanied  by  signs  of  intraabdominal  hemorr- 
hage. The  condition  is  seldom  diagnosed  before 
surgery,  usually  being  considered  acute  appendi- 
citis or  ruptured  ectopic  pregnancy. 

The  pain  of  uterine  myoma  is  not  acute  unless 
some  accident  occurs  to  the  tumor.  Benign  degen- 
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eration,  which  follows  slowly  developing  circula- 
tory distress,  produces  moderate  discomfort.  Occa- 
sionally, hemorrhage  into  a degenerated  tumor  oc- 
curs with  acute  pain. 

Torsion  of  the  pedicle  of  a subserous  tumor  is 
the  usual  accident  which  is  productive  of  acute 
symptoms,  the  severity  of  which  depends  upon  the 
suddenness  and  completeness  of  the  torsion.  With 
the  complete  rapid  twist,  the  pain  is  exquisite, 
often  localized  over  the  twisted  pedicle  at  the  on- 
set and  later  generalized  over  the  abdomen  with 
the  development  of  signs  of  peritoneal  irritation. 
Abdominal  examination  reveals  intense  rigidity 
and  exquisite  tenderness  over  the  tumor,  or  if  it 
lies  in  the  pelvic  cavity,  the  tenderness  by  vaginal 
examination  approaches  that  of  an  ectopic  mass. 
Occasionally  the  pedicle  untwists  itself  but  more 
often  the  tumor  becomes  gangrenous  with  develop- 
ment of  dull,  constant  pain  and  extreme  tenderness 
which  are  localized  over  the  mass. 

The  symptoms  which  accompany  torsion  of  an 
ovarian  cyst  are  similar  to  those  just  described. 
According  to  Koucky^,  the  pain  of  a twisted  cyst 
is  frequently  referred  down  the  outer  aspect  of  the 
thigh  on  the  side  from  which  the  cyst  originated. 
Occasionally,  torsion  of  the  hydrosalpinx  or  nor- 
mal tube  and  ovary  occurs  with  symptoms  iden- 
tical with  those  of  a twisted  cyst.  In  contrast  to 
the  inflammatory  conditions,  the  pain  and  physical 
findings  of  the  operative  crises  are  usually  unilat- 
eral. While  differential  diagnosis  is  aided  by  the 
past  history  of  the  patient  and  the  physical  find- 
ings, it  is  frequently  impossible  to  do  more  than 
determine  the  existence  of  an  acute  pelvic  catas- 
trophe which  requires  immediate  operation. 

ENDOMETRIOSIS 

In  this  entity,  which  seems  to  be  becoming  more 
important,  the  initial  lesions  are  minute  and  their 
progress  slow.  Consequently,  actual  pain  and  dis- 
ability are  found  principally  in  females  from  thirty 
to  forty-five  years  of  age.  Sampson®  found  the  dis- 
ease in  43  per  cent  of  abdominal  surgical  opera- 
tions betwen  the  ages  of  thirty  and  fifty. 

Endometriosis  is  generally  chronic  in  its  pain 
manifestations,  though  acute  symptoms  may  de- 
velop, particularly  at  menstrual  periods. 

Items  likely  to  arouse  suspicion  as  to  this  diag- 
nosis are:  (1)  absence  of  definite  evidence  of  in- 
fection, (2)  fixation  of  adjacent  structures  without 

1.  Scheffey,  L.  C.  et  al.:  Ectopic  Pregnancy.  Am.  J. 
Obst.  & Gynec.,  24:103-115,  July,  1932. 

2.  Koucky,  .1.  D. ; Torsion  of  Ovarian  Cysts.  S.  Clin. 
North  America,  8:663-660,  .Tune,  1928. 

3.  Sampson,  .1.  A. : Peritoneal  Endometriosis  Due  to 
Menstrual  Dissemination  of  Endometrial  Tissuie  Into 
Peritoneal  Cavitv.  Am.  J.  Obst.  & Gynec.,  14:422-469, 
Oct.,  1927. 


evident  cause,  (3)  disproportion  between  the  pain 
and  the  palpable  lesion,  (4)  time  and  character 
of  the  pain,  (5)  sterility,  (6)  rectal  pain,  (7)  dys- 
pareunia,  (8)  cul-de-sac  infiltration. 

Treatment  is  conservative  as  long  as  possible. 
Then  surgery  to  remove  the  implants  or  irradia- 
tion by  radium  or  roentgen  ray  to  stop  ovarian 
function  and  check  the  progress  of  the  edometri- 
osis‘‘. 

DYSMENORRHEA 

Pain  at  the  time  of  the  menses  is  such  a common 
complaint  that  it  has  merited  the  distinction  of  a 
clinical  entity.  The  discomfort  may  be  mild  or 
may  be  so  severe  as  to  invalid  the  patient  for  sev- 
eral days  each  month,  driving  her  to  extreme  ends 
to  seek  relief.  The  pain  itself  is  usually  cramplike 
and  colicky  in  character.  It  may  precede  the  onset 
of  bleeding  by  several  hours.  Often  the  pain  is 
ushered  in  by  prodromal  headache,  nausea,  with  or 
without  vomiting  and  vertigo. 

Dysmenorrhea  may  be  primary  or  essential, 
having  had  its  origin  at  the  first  menses  or  it  may 
be  secondary  to  some  demonstrable  lesion  in  the 
pelvis.  The  secondary  type  is  usually  corrected  by 
attention  to  the  definite  pelvic  pathology.  As  to 
the  secondary  type.  Holder^  studied  1,000  patients 
and  found  percentage  causes  to  be  as  follows: 
41  per  cent  retrodisplacements  of  the  uterus,  37 
per  cent  pelvic  inflammatory  disease,  1 1 per  cent 
uterine  fibroids  and  1 1 per  cent  endometriosis. 

Primary  or  essential  dysmenorrhea  is  frequently 
spoken  of  as  the  “disease  of  theories,”  and  in  spite 
of  a large  experimental  work  done  on  this  subject, 
as  yet  no  satisfactory  explanation  has  been  pre- 
sented. Probably  one  of  the  oldest  theories  is  that 
of  mechanical  obstruction  at  the  neck  of  the  uterus. 
This  has  few  adherents  today  in  spite  of  the  fact 
that  dilatation  of  the  cervix  does  cause  relief  in  a 
certain  percentage  of  patients.  Endocrine  factors 
are  among  the  more  popular  theories.  In  general, 
estrogenic  substance  is  an  excitant  and  progestin 
an  inhibitant  of  uterine  motility. 

Cannon®  comes  as  close  to  a good  summary  of 
the  present  literature  on  this  subject  as  anyone, 
when  he  states  there  are  serious  objections  to  ac- 
ceptance of  any  theories  which  seek  to  explain  the 
cause  of  primary  dysmenorrhea  on  the  basis  of  a 
deficiency  or  excess  of  either  estrogen  or  progestin. 
However,  this  conclusion  should  not  discourage  at- 
tempts to  treat  dysmenorrhea  with  these  hormones, 

4.  Grosser!  and  Crossen:  Diseases  of  Women,  p.  899. 
The  C.  V.  Mosby  Co.,  St.  Louis,  1944. 

5.  Cannon,  D.  J. : Menstruation  and  Menstrual  Dis- 

orders. J.  Obst.  & Gynec.  Brit.  Emp.,  42:88-106,  Feb., 
1935. 
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provided  they  are  used  for  their  definite  pharma- 
cologic properties  and  not  as  substitutive  therapy 
for  theooretical  insufficiencies. 

The  number  of  drugs  and  treatments  used  are 
legion  to  the  treatment  of  this  pain.  Atropine,  bel- 
ladonna, the  opiates,  other  sedation  and  recently 
benzedrine  sulfate  have  been  receiving  favorable 
reports.  These  cramps  can  be  successfully  elim- 
inated, when  adequate  dosage  of  estrogenic  sub- 
stance is  started  early  enough  in  the  cycle  to  sup- 
press the  pituitary,  hence  suppressing  ovulation. 

This  treatment  is  effective  as  a temporary  meas- 
ure only,  as  a normal  cycle  invariably  recurs  with 
the  usual  dysmenorrhea  after  treatment  is  stopped. 
Estrodial  diproprionate,  ten  milligrams  on  the 
sixth  day,  repeated  at  ten-day  intervals,  is  success- 
ful. IMany  authors  seem  to  be  applying  this  plan, 
relieving  pain  for  two  or  three  cycles,  then  allow- 
ing one  cycle  without  treatment.  Stilbesterol  may 
be  used,  a daily  dose  of  one  milligram  orally  for 
twenty  days,  starting  at  least  three  weeks  before 
the  possible  onset  of  the  menses  being  effective.  Ap- 
proximatly  20  per  cent  of  the  patients  hate  to  stop 
because  of  gastrointenstinal  upsets. 

The  most  severe  cases,  those  associated  with 
marked  nausea  and  vomiting,  with  incapacitating 
pain  from  one  to  three  days  every  month,  may  fail 
to  respond  to  all  known  conservative  measures.  In 
these  a presacral  neurectomy  for  the  relief  of  the 
pain  is  advocated®.  Cotte“,  after  treating  nearly 
three  hundred  patients  by  this  procedure  during 
a period  of  twelve  years,  reported  only  two  not 
relieved. 

In  pelvic  pain  discussions  we  must  not'  forget 
such  conditions  as  pyelitis,  calculus,  hydroureter 
or  hydronephrosis  with  infection  which  may  pro- 
duce pain  identical  with  that  of  pelvic  disease. 
Careful  investigation  of  the  urinary  tract  and  se- 
cretion is  indicated  in  all  acute  lower  abdominal 
crises,  unless  the  cause  of  the  symptoms  is  palp- 
ably evident. 

MISCELLANEOUS  CAUSES 

.\rachnoidism  characteristically  gives  rise  to 
acute  abdominal  pain  with  all  the  signs  of  peri- 
toneal irritation.  There  is  usually  no  localized  ten- 
derness. One  such  case  of  black  widow  spider  bite 
with  the  signs  of  an  acute  abdomen  has  been  re- 
ported by  Kambosseff®. 

Torsion  of  an  epiploic  appendage,  causing  acute 

6.  Colcock,  B.  P. : Presacral  Neurectomy  for  Relief  of 
Severe  Primary  Dysmenorrhea.  S.  Ciin.  North  America, 
21:855-863,  June,  1941. 

7.  Cotte,  G. : Resection  of  Presacral  Nerve  in  Treatment 
of  Obstinate  Dysmenorrhea.  Am.  J.  Obst.  & Gynec.,  33: 
1034-1040,  June,  1937. 

8.  Payne,  P.  L. : Significance  of  Gynecological  Pain. 
S.  Clin.  North  America,  15:49-65,  Feb.,  1935. 


abdominal  pain,  has  been  reported  by  Micheli®. 
Such  a diagnosis  can  be  made  only  at  the  operat- 
ing table. 

Spine  injuries  and  spinal  cord  tumors  may  pro- 
duce abdominal  pain  sufficiently  severe  to  sug- 
gest a surgical  abdomen.  Careful  histories  for 
traumatic  incidents  are  important  and,  if  doubt 
exists  as  to  the  presence  of  bone  injury  to  the  spine 
in  a typical  case,  roentgenograms  of  the  spine 
should  be  taken. 

Hysteria  may  mimic  all  manifestations  of  an 
acute  abdomen,  and  absence  of  evidence  of  fever, 
leukocytosis  or  constant  physical  findings  after 
careful  observation  tends  to  suggest  this  diag- 
nosis^®. 

COMMENTS 

The  immediate  issue,  which  must  be  decided  in 
acute  pelvic  pain,  is  whether  this  patient  had  a 
surgical  abdomen. 

The  importance  of  fever,  elevated  white  count 
or  flat  plate  of  the  abdomen  should  be  empha- 
sized, particularly  when  confronted  by  an  in- 
definite diagnosis. 

The  physical  check  should  include  determina- 
tion of  the  tonus  of  the  abdominal  wall.  Compari- 
son of  the  rigidity  of  the  two  halves  of  the  ab- 
domen, localized  tenderness,  peritoneal  rebound 
tenderness,  auscultation  to  determine  the  presence 
or  absence  of  peristaltic  sounds  or  whether  they 
are  hyperactive,  search  for  herniae,  rectal  and  pel- 
vic examination. 

In  case  doubt  persists  despite  the  above,  careful 
observation  of  the  patient  over  a period  of  hours, 
rechecking  physical  findings,  repeating  counts, 
urinalysis  and  temperature  record  may  yield  addi- 
tional material  enough  to  make  a diagnosis. 

The  time  spent  in  waiting  can  well  be  used  in 
preparation  of  the  patient  with  such  measures  as 
clysis,  intravenous  fluids,  enemas,  aspiration  or 
sedation^^. 

9.  Kambosseff,  S. : Rare  Case  of  Arachnoidism  with 
Aspects  of  Acute  Abdominal  Condition.  Zentralbl.  f. 
Chir.,  66:1097,  1939. 

10.  Micheli.  P.  L. : Difficult  Diagnosis  in  Subacute  Syn- 
drome of  Inflammation,  Torsion  and  Detachment  of  Ppi- 
ploic  Appendages  of  Descending  Colon  as  Cause.  Arch, 
ital.  di  chir.,  53:80.  1938. 

11.  Brown,  C.  F.  G.  and  Dolkart,  R.  E. : .Xbdominal 
Pain:  Its  Significance  to  Clinician.  M.  Clin  North  Am- 
erica. 25:15-33.  Jan.,  1941. 

12.  Vide  11  Supra. 
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MEDICAL  ASPECTS  OF  SEARCH  AND 
RESCUE  PROCEEDINGS* 

Lt.  Col.  Frank  L.  Fletcher 

MEDICAL  CORPS,  ARMY  OF  UNITED  STATES 
STATION  HOSPITAL,  GOWEN  FIELD 

BOISE,  IDAHO 

With  the  inception  of  intensive  training  for 
heavy  bomber  crews  in  the  Second  Air  Force,  there 
developed  the  need  for  an  organized  Search  and 
Rescue  Program.  The  Search  and  Rescue  Units 
now  operating  were  organized  primarily  to  bring 
medical  aid  to  air  crews  who  had  made  forced 
landings  in  remote  areas,  inaccessible  by  ordinary 
means  of  transportation.  The  rugged  country  and 
great  distances  of  the  Northwest,  and  the  large 
primitive  areas  in  some  states,  have  made  this 
problem  a real  and  often  a difficult  one. 

The  first  time  we  really  became  aware  of  the 
urgency  of  the  problem  was  when  the  crew  of  a 
B-26  plane  was  forced  down  during  February  in 
the  primitive  area  of  Idaho.  Eighteen  days  elapsed 
before  the  men  were  rescued  and,  except  for  a 
mixture  of  good  luck  and  the  skill  and  courage  of 
a civilian  pilot,  they  probably  would  not  have  been 
rescued  alive.  Our  conception  of  the  problem  at  the 
time  was  so  vague  that  we  planned  to  have  a Med- 
ical Officer,  without  any  previous  parachute  ex- 
perience, simply  jump  out  and  float  down  to  the 
scene. 

The  problem  of  bailing  out  of  a disabled  plane 
is  a relatively  simple  one.  There  isn’t  any  other 
place  to  go.  True,  you  may  be  hurt  if  you  do,  but 
you’re  practically  sure  to  be  killed  if  you  don’t. 
A premeditated  jump,  however,  is  justified  only 
under  two  conditions:  (1)  for  experiment  purposes, 
(2)  to  reach  otherwise  inaccessible  areas  when 
promptness  is  essential.  Any  premeditated  jump 
presupposes  adequate  training,  experience  and 
proper  equipment. 

We  took  our  problem  to  the  U.  S.  Forest  Serv- 
ice. For  several  years  they  have  been  training  men 
to  parachute  to  fires  in  remote  timbered  areas  in 
the  mountains  and  their  record  is  a remarkable 
one.  There  have  been  no  fatalities,  no  serious  in- 
juries, and  even  minor  injuries  are  uncommon.  In 
the  last  900  jumps  they  have  had  two  simple  frac- 
tures of  the  fibula.  A group  of  Medical  Officers 
volunteered  for  the  work  and  were  trained  at  the 
Forest  Service  parachute  school  in  Montana.  By 
the  time  the  training  was  completed,  given  a rea- 
sonable break,  we  could  land  within  forty  feet  of 
the  selected  spot.  We  could  get  out  of  a tree,  if  we 
landed  in  it,  and,  even  more  important,  we  could 

♦ Rearl  before  the  Seventieth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Portland,  Ore.,  Sept.  2-3,  1944. 


Still  walk  away.  Training  and  experience  had  given 
us  enough  confidence  in  our  parachutes  and  our 
ability  to  handle  them  so  that  we  were  able  to  de- 
vote our  entire  attention  to  the  patients.  Part  of 
these  men  are  now  with  units  in  the  Arctic  and 
part  with  the  Second  Air  Force. 

Our  original  ideas  of  dropping  supplies  also  had 
to  be  modified.  Efforts  to  drop  supplies  to  this 
same  B-26  crew,  that  was  mentioned  previously, 
resulted  in  tw’o  batches  of  supplies  reaching  them; 
and  at  that,  they  had  to  use  the  axe  from  one 
batch  to  chop  down  a tree  to  get  the  other.  Of  the 
four  others  dropped,  all  landed  out  of  reach,  or 
dropped  out  of  sight  and  were  never  located. 

At  present  a trained  pilot  will  spot  the  supplies 
within  25  yards  of  his  target.  Supplies  in  cargo 
chutes  must  be  dropped  low  (150  feet  is  the  aver- 
age), if  the  terrain  permits.  In  doing  this,  two 
cardinal  points  are  to  be  remembered:  (1)  don’t 
foul  the  tail  assembly;  the  results  are  readily  pre- 
dictable, and  almost  surely  disastrous;  (2)  don’t 
get  tangled  up  in  the  cargo.  However,  the  jumper 
alone  chooses  the  time  to  kick  himself  out.  There 
is  no  one  to  give  orders.  The  jumper,  and  only  the 
jumper,  decides  on  the  feasibility  of  jumping,  the 
altitude  from  which  to  jump,  the  time  and  place 
to  jump.  Unless  he  feels  that  he  can  land  safely  or 
that  the  risk  is  justified,  he  should  not  jump. 
There  is  no  place  for  heroics.  Unless  he  can  land 
and  walk  away,  he  adds  nothing  except  to  the  bur- 
den of  others.  Every  effort  is  made  to  see  that  he 
can  and  does  land  safely.  In  this  setup,  parachute 
failures  are  so  far  unknown.  An  emergency  ’chute 
is  always  worn  and  the  gear  that  he  wears  and 
carries  will  protect  him,  if  he  uses  it  correctly. 

Live  jumping,  so-called,  is  made  from  altitudes 
of  800  to  2,000  feet,  usually  1,500  or  less,  above 
ground  level.  The  parachutes  are  twenty-eight  feet 
in  diameter  and  modified  by  the  use  of  slots  that 
may  be  altered  in  shape  and  action  by  lines  at- 
tached so  that  the  jumper  can  reach  them.  They 
are  maneuverable  within  limits;  they  can  be 
turned  so  that  one  can  face  in  the  direction  of 
landing,  and  the  slots  give  a forward  speed  of 
about  4 m.p.h.  in  still  air.  The  forward  speed  is 
important,  since  with  it  one  can  roll  at  the  mo- 
ment of  impact  with  the  ground  and  so  consider- 
ably reduce  the  shock  of  landing;  without  it,  he 
is  likely  to  pleat  up  like  an  accordion. 

One  can  slip  the  parachute  by  partially  collap- 
sing it  to  increase  the  rate  of  descent  and  so  avoid 
being  carried  beyond  his  spot,  or  he  can  plane  the 
chute  sideways  enough  to  avoid  an  undesirable 
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tree  or  snag.  The  speed  of  landing  is  about  twelve 
miles  an  hour,  and  the  shock  that  of  about  a six 
to  eight-foot  jump.  The  shock  when  the  parachute 
opens  is  negligible  unless  one’s  position  in  the  air 
is  bad.  If  one  is  head  down,  the  impact  against 
the  clavicles  is  unpleasant  and  one  shifts  ends 
rather  abruptly,  but  we  have  seen  no  back  injuries 
from  this. 

The  next  step  was  selection  of  medical  equip- 
ment suitable  to  the  anticipated  types  of  injuries 
and  that  could  be  dropped  by  parachute  with  a 
fair  likelihood  that  it  would  remain  useful  after 
impact  with  the  ground.  The  equipment  we  have 
here  is  the  result  of  trial  and  error;  it  needs  furth- 
er improvement  and  modification,  but  in  general 
has  been  reasonably  satisfactory.  Additional  plasma 
and  blankets  are  put  up  separately  in  stout  boxes 
that  have  so  far  withstood  the  shock  of  grounding 
quite  well. 

The  types  of  medical  problems  to  be  met  have 
fallen,  for  the  most  part,  into  five  groups : ( 1 ) 
fractures  which  are  often  compounded,  (2) 
shock  and  exposure.  (3)  head  injuries,  (4)  severe 
lacerations,  (5)  burns. 

Handling  these  varies  from  generally  accepted 
procedures  only  as  conditions  force  modifications. 
So  far,  and  this  is  too  good  to  continue,  bums 
have  not  been  a major  problem.  Since  accidents 
often  occur  in  the  winter  months,  and  nights  at 
higher  altitudes  are  cold  even  in  summer,  restora- 
tion and  preservation  of  body  temperature,  espe- 
cially during  transportation,  may  require  that  the 
Medical  Officer  be  a combination  of  cook,  fireman, 
woodsman  and  nurse  as  well  as  physician. 

Enough  blankets  are  available,  but  they  are  too 
heavy  when  an  injured  man  must  be  carried  on  a 
litter  over  any  considerable  distance.  Good  quality 
sleeping  bags  are  both  warm  and  light  in  weight, 
but  only  the  man,  who  has  tried  to  stuff  a patient 
plus  an  Army  halfring  split  into  the  recesses  of  a 
double  shelled  sleeping  bag,  has  any  conception  of 
what  that  problem  can  be.  Even  so,  they  are  far 
superior  to  anything  else  available. 

Morphine  as  the  tartrate  is  used;  it  will  solidify 
at  about  -30°,  but  may  be  melted  by  tucking  the 
syrette  into  the  axilla  for  a few  minutes.  Reconsti- 
tuted plasma  is  used  because  its  keeping  qualities 
are  excellent  and  it  is  durably  enough  packaged  to 
withstand  a good  deal  of  rough  handling.  The  use 
of  the  Army-Navy  plasma  kit,  in  extremely  cold 
weather  may  require  some  ingenuity;  as  packed, 
it  will  partially  freeze  at  -25°  to  -30°  F.,  but, 
if  properly  wrapped  and  cared  for,  should  not  be 


exposed  to  that  low  temperature  for  very  long. 

In  one  crash  involving  ten  crew  members,  three 
were  killed  instantaneously,  one  was  severely  in- 
jured and  died  before  help  reached  him,  two  were 
able  to  walk  away  and  four  were  less  seriously  in- 
jured. The  Medical  Officer’s  report  of  that  particu- 
lar operation  is  fairly  typical,  except  for  the  alti- 
tudes involved. 

The  plane  was  located  on  the  side  of  a moun- 
tain at  an  elevation  of  10,500  feet. 

“Immediately  upon  locating  the  crash,  the  medical  kit 
was  dropped.  This  was  done  from  150  feet  above  the 
ground  and  the  kit  landed  within  25  yards  of  the  accident. 
Having  delivered  the  supplies,  the  pilot  commenced  to  gain 
altitude,  .^t  approximately  7:45  a.m.  the  Medical  Officer 
jumped  from  an  altitude  of  11,500  feet.  There  was  a slight 
wind  which  carried  him  about  one-eighth  of  a mile  below 
the  damaged  plane,  landing  at  an  estimated  true  altitude 
of  10,400  feet  on  a dead  snag.  This  cushioned  the  rate  of 
descent,  but  the  snag  snapped  off,  leaving  a free  drop  of  ap- 
proximately twenty  feet  into  a deep  snow  drift.  There  were 
no  injuries  incurred  as  a result  of  the  jump.  Subsequent  to 
the  jump,  food,  clothing  and  radio  equipment  were  deliv- 
ered by  parachute,  the  latter  being  damaged,  how'ever,  due 
to  chute  malfunction. 

“Upon  reaching  the  crash  scene  the  four  living  crew' 
members  w'ere  found  to  be  in  fair  condition.  One  had  only 
a superficial  laceration  of  the  scalp  in  the  frontal  region. 
One  man  had  a posterior  dislocation  of  the  humerus  which 
could  not  be  reduced  at  the  scene.  A Velpeau  dressing  was 
applied,  and  54  S'"-  of  morphine  tartrate  given.  He  also 
complained  of  pain  in  the  thoracic  spinal  region  and  was 
unable  to  stand  straight. 

“The  bombardier  complained  of  pain  in  the  left  ankle 
and  right  leg.  There  was  considerable  tenderness,  but  no 
deformity  or  crepitus.  Both  legs  were  splinted.  He  also  had 
two  moderately  severe  lacerations  on  the  legs  which  were 
covered  with  sulfanilamide  powder  and  dressed.  He  was 
given  54  gr-  of  morphine  and  was  placed  in  a sleeping  bag 
as  he  was  having  occasional  chills.  The  fourth  man  had  a 
swollen  tender  right  ankle  which  was  splinted.  Following 
this,  all  men  received  orally  1 gram  of  sulfadiazine. 

“The  tail  gunner,  who  had  been  alive  when  the  first  two 
crew  members  went  in  search  of  aid,  had  died  before  help 
arrived.  Superficial  examination  revealed  a severe  laceration 
of  the  scalp  and  two  compound  fractures  of  the  leg.  It  is 
possible  that,  if  the  plane  had  been  located  earlier,  this 
man’s  life  might  have  been  saved.” 

His  comment  is  interesting; 

“This  rescue  operation  proves  the  feasibility  of  sending 
medical  aid  via  parachute  even  to  altitudes  of  10,500  feet. 
Parachutists  should  exercise  considerable  judgment  in  se- 
lecting landing  sites  at  high  altitudes.  In  this  region  there 
are  many  snags,  many  windfalls  and  in  general  a rocky 
terrain.  Snow  landings  are  probably  reasonably  safe  late  in 
the  day,  if  the  sun  has  been  on  the  surface  of  the  snow, 
but  in  early  morning  hours  snow  can  be  extremely  hard 
and,  therefore,  very  dangerous. 

“Evergreen  trees  are  the  ideal  landing  spot.  Care  must 
be  observed  in  estimating  the  degree  of  slop>e  in  high  moun- 
tains. .'\ccurate  spotting  is  essential,  for  from  the  air  the 
degree  of  slope  appears  much  diminished.  Cargo  dropping 
should  be  done  from  the  lowest  possible  altitude.  Live 
dropping  is  probably  best  done  at  about  800  feet.  Medical 
kits  should  include  water  for  drinking,  as  this  is  often  hard 
to  obtain  and  badly  needed.” 

These  Search  and  Rescue  Units  provide  a rapid 
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efficient  means  of  bringing  trained  personnel  and 
necessary  supplies  to  men,  often  injured,  who  are 
stranded  in  inaccessible  areas.  Their  utilization  by 
Commercial  Air  Lines  in  the  future  can  be  reason- 
ably anticipated.  In  addition,  we  believe  they  are 
a valuable  “morale  factor”  to  air  crews  in  training. 

RUBELLA  CATARACT 

CONGENITAL  CATARACT  AND  OTHER  DEFECTS  FOL- 
LOWING GERMAN  MEASLES  DURING 
PREGNANCY  OF  MOTHER 

Andrew  F.  M.  deRoetth,  M.D. 

AND 

Philip  B.  Greene,  M.D. 

SPOKANE,  WASH. 

It  is  a well-known  fact  that  not  all  congenital 
cataracts  are  hereditary  and  represent  a defective 
germ  plasm.  There  is  some  clinical  and  ample  ex- 
perimental evidence  that  vitamin  deficiency  and 
endocrine  disturbances,  also  toxic  influences,  as  for 
instance,  irradiation  of  the  pregnant  uterus  or 
feeding  a mother  animal  napthalene,  can  produce 
cataract  in  the  fetus.  To  quote  Duke-Elder^,  “it 
is  conceivable,  therefore,  that  toxic  or  infective 
processes  in  the  mother  may  cause  a derangement 
in  the  lens  of  the  fetus.” 

The  first  clinical  evidence  to  support  this  sup- 
position was  given  by  Gregg^  at  the  meeting  of  the 
Australian  Ophthalmological  Society  in  1941,  when 
he  reported  on  congenital  cataract  following  Ger- 
man measles  in  the  mother.  Out  of  seventy-eight 
cases,  thirteen  were  his  own,  and  seven  reported  by 
his  colleagues  but  seen  by  him.  All  cataracts  were 
bilateral  except  sixteen.  Eleven  presented  micro- 
phthalmos in  the  eye  with  the  cataract. 

There  were  two  types  of  cataract.  In  one  the 
nuclear  area  was  a pearly  white  with  a narrow, 
clear  cortex.  The  second  type  was  a uniformly 
dense  complete  cataract.  The  pupils  reacted  slug- 
gishly to  light.  The  babies  over  three  months  had 
a searching  ocular  nystagmus.  There  was  no  evi- 
dence of  intraocular  disease  after  surgery.  The 
absorption  of  the  cataract  following  discission  was 
slower  than  in  other  cases  of  congenital  cataracts. 

More  than  half  of  these  babies  had  a congenital 
heart  lesion  which  in  three  autopsied  cases  proved 
to  be  a patent  ductus  arteriosus.  All  had  some  de- 
gree of  microcephaly,  m'fental  retardation,  and  all 
were  of  small  size  and  feeding  problems. 

The  common  feature  in  all  but  ten  cases  was 
the  occurrence  of  rubella  during  the  first  three 

1.  Duke-Elder,  W.  S. : Textbook  of  Ophthalmology,  vol. 
2,  p.  1366.  C.  V.  Mosby  Co..  St.  Louis.  1940. 

2.  Gregg,  N.  M. : Congenital  Cataract  Following  Ger- 
man Measles  in  Mother.  Tr.  Opth.  Soc.  Australia,  3:35-46, 
1942. 


months  of  pregnancy.  In  ten  cases  the  history  of 
rubella  was  doubtful  or  negative.  Most  of  the 
mothers  had  had  rubella  in  July  or  August  of 
1940  when  an  epidemic  wcis  raging.  There  was  an 
epidemic  of  sore  throats  at  the  same  time.  Gregg 
suggests,  as  an  alternative  to  German  measles,  the 
rash  might  have  been  a toxic  exanthema  caused 
by  a streptococcus. 

A committee  was  sent  out  by  the  National 
Health  and  Medical  Research  Council  to  investi- 
gate this  problem.  Mothers  who  suffered  from  ex- 
anthemata during  pregnancy  were  interviewed.  In 
their  first  report®  sixty-one  infants  were  examined; 
forty-nine  of  the  mothers  had  had  rubella,  nine 
had  measles  and  two  had  mumps.  Of  the  mothers 
who  had  had  rubella,  ten  had  babies  with  bilateral 
and  three  with  unilateral  cataracts  and  one  had 
buphthalmos. 

There  were  other  babies  with  congenital  defects. 
Some  had  deaf-mutism,  sixteen  had  heart  lesions 
and  all  had  some  degree  of  microcephaly  and  men- 
tal retardation.  When  the  mother  suffered  rubella 
in  the  first  two  months  of  pregnancy,  the  chances 
of  giving  birth  to  a congenitally  defective  child 
were  100  per  cent;  in  the  third  month,  SO  per  cent. 
The  committee  was  positive  that  the  disease  suf- 
fered was  rubella.  In  the  second  paper*  they  re- 
ported on  twelve  cases  of  rubella  during  preg- 
nancy. Ten  babies  exhibited  congenital  defects. 
There  was  one  case  of  obliteration  of  the  bile  duct. 

In  this  country  Reese’  reported  three  cases  of 
congenital  cataract.  One  was  unilateral  of  such 
origin,  associated  with  heart  lesion,  and  small  size. 
Rones®  saw  two  cases  of  cataract  and  one  of  con- 
genital glaucoma.  Erickson^  saw  eleven  such  in- 
fants, all  but  two  having  congenital  heart  defects 
and  nine  had  cataract.  Perara®  reported  one  case 
of  unilateral  congenital  cataract  and  heart  condi- 
tion of  the  same  origin.  Evans®  found  congenital 
dental  defects  in  such  infants.  Twenty-three  ex- 
hibited retardation  of  eruption,  enamel  hypoplasia 
and  caries  in  a series  of  thirty-four  infants.  In 

3.  Swan,  C.,  Tostevin,  A.  L.,  Moore,  B.,  Mayoud,  H., 
Black,  G.  H. : Congenital  Defects  in  Infants  Following  In- 
fectious Diseases  During  Pregnancy,  etc.  M.  J.  Australia, 
2:201-210,  Sept.  11,  1943. 

4.  Swan,  C.  et  al.:  Further  Observations  on  Congenital 
Defects  in  Infants  Following  Infectious  Diseases  During 
Pregnancy,  with  Special  Reference  to  Rubella.  M.  J.  Aus- 
tralia. 1:409-413,  May  6,  1944. 

5.  Reese,  A.  B. : Congenital  Cataract  and  Other  Anom- 
alies Following  German  Measles  in  Mother.  Am.  J.  Ophth., 
27:483-487,  May,  1944. 

6.  Rones,  B. : Relationship  of  German  Measles  During 
Pregnancy  to  Congenital  Ocular  Defects.  M.  Ann.,  District 
of  Columbia,  13:285,  Aug.,  1944. 

7.  Erickson,  C.  A.:  Rubella  Early  in  Pregnancy  Causing 
Congenital  Malformations  of  Eyes  and  Heart.  J.  Pediat., 
25:381,  1944. 

8.  Perera,  C.  A. : Congenital  Cataract  Following  Rubella 
in  Mother.  Am.  J.  Ophth.,  28:186,  Feb.,  1945. 

9.  Evans,  M.  W. : Congenital  Defects  in  Infants  Subse- 
quent to  Rubella  During  Pregnancy.  M.  J.  Australia,  2 : 
225,  1944. 
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eighteen  infants  the  dental  abnormalities  were  of 
major  nature. 

CASE  REPORTS 

Case  1.  Baby  A.  S.,  born  January  1,  1944,  was  two 
weeks  premature  and  weighed  4 pounds  and  IS  ounces  at 
birth.  On  May  4 she  weighed  9 pounds  and  9 ounces,  3 
pounds  under  the  average  at  her  age.  Had  diarrhea,  ten  to 
twelve  stools  daily.  She  was  also  pale  and  anemic.  Poor 
tissue  turgor.  Bilateral  congenital  cataracts  noted.  Changed 
to  a lactic  acid  and  dextrimaltose  feeding.  Added  supple- 
mentary foods.  November  10,  1944.  Weight  IS  pounds; 
still  underweight.  Stools  normal.  Concentrated  cod  liver  oil, 
12  drops  daily. 

Jan.  20,  194S.  Weight  16  pounds  and  14  ounces.  On  lactic 
acid  formula.  Condition  generally  improved.  Mild  upper 
respiratory  infection.  March  8.  Weight  18  pounds  and  1 
ounce.  General  physical  condition  much  improved.  We  are 
indebted  to  Dr.  F.  Fischer  for  furnishing  these  data. 

The  first  tooth  erupted  in  the  fourteenth  month.  At 
fifteen  months  the  circumference  of  the  head  was  40  cm. 
(average  46  cm.).  A three-year-old  sister  has  normal  eyes. 
The  mother  had  fever  and  a generalized  rash  in  the  seventh 
week  of  pregnancy.  No  physician  saw  her  but  the  neighbor’s 
children  had  German  measles  at  that  time. 

The  parents  had  noticed  an  opacity  in  each  pupil  since 
birth.  On  March  15,  the  eyeballs  were  small,  the  diameters 
of  the  cornea  being  10.25  mm.  horizontal  and  9.75  vertical. 
The  anterior  chambers  were  shallow  and  the  pupillary  re- 
actions sluggish.  Light  movements  were  followed  by  the 
eyes.  The  pupils  dilated  to  4.5  mm.  with  atropine.  There 
was  a dense  white  opacity  in  the  nucleus  of  each  lens  with 
a gradually  clearer  corte.x,  but  no  portion  was  completely 
clear. 

Extraction  was  performed  on  the  right  eye  with  a kera- 
tome  wound  and  basal  iridectomy.  The  capsule  proved  to 
be  very  tough  and  was  pulled  out  to  the  level  of  the  corneal 
incision  before  it  tore  the  most  of  it  was  removed.  We  had 
the  same  experience  with  the  lens  of  the  left  eye  when  re- 
moved on  June  22,  1945.  This  toughness  seems  to  be  a fre- 
quent condition,  since  Gregg  says  that  in  several  cases  the 
lens  tended  to  move  away  from  the  point  of  the  dicission 
needle.  Recovery  was  uneventful  and  there  was  no  fundus 
pathology. 

Case  2.  Baby  P.  W.  was  born  December  24,  1944,  ten 
days  ahead  of  estimated  term,  and  weighed  5 pounds  and  3 
ounces.  The  head  at  birth  was  7.2  by  9.2  cm.  Pupillary 
opacities  and  a congenital  heart  murmur  were  noted  on  the 
third  hospital  day.  A roentgenogram  showed  no  definite 
evidence  of  heart  abnormality.  Again,  this  child  was  a 
feeding  problem,  and  one  telephone  call  from  the  mother 
reported  blood  in  the  stools.  At  about  the  sixth  week,  how- 
ever, a change  was  noted  and  a 60-ounce  gain  was  made 
in  the  next  60  days.  The  murmur  coincidentally  improved 
a good  deal. 

The  mother  had  had  German  measles  in  the  fifth  week 
of  pregnancy.  The  grandfather  had  read  in  a popular  maga- 
zine the  possibility  of  rubella  causing  cataract,  but  thought 
his  daughter  looked  so  well  that  he  had  not  mentioned  it 
to  anyone. 

Ocular  examination  at  four  months  showed  the  corneas 
to  measure  approximately  10.0  mm.  horizontally  and  10 
mm.  vertically.  The  eyes  turned  toward  a light  and  the 
pupils  reacted.  A 5 mm.  dilation  was  achieved  with  atro- 
pine. A dense,  white  anterior  subcapsular  opacity  occupied 
about  three-fourths  of  the  dilated  pupillary  area.  Around 
the  edges  of  this,  punctate  opacities  could  be  seen  in  the 
cortex.  The  head  was  38  cm.  in  diameter  and  the  child 
responded  to  noise. 

DISCUSSION 

The  therapy  of  these  cases  is  surgical.  The  ques- 
tion is  whether  discission  or  extraction  should  be 
performed.  In  face  of  the  toughness  of  the  capsule 
as  mentioned  above,  extraction  is  preferable.  One 
wonders  why  most  eye  surgeons  still  prefer  dicis- 


sion to  extraction  of  congenital  cataract.  Discis- 
sion had  its  advantages  against  extraction  before 
the  aseptic  era,  and  in  the  days  when  general  an- 
esthesia was  unknown.  But  it  is  often  followed  by 
retinal  detachment,  perhaps  more  often  than  any 
other  type  of  cataract  operation.  Usually  it  leaves 
the  whole  capsule  in  the  eye  and  has  to  be  re- 
peated, and  frequently  leads  to  secondary  glau- 
coma and  posterior  synechia. 

Concerning  the  pathogenesis  of  the  rubella  cat- 
aract the  Australian  committee  and  Erickson  point- 
ed out  that  avian  and  mammalian  embryonic  tis- 
sues are  more  susceptible  to  infection  than  the 
adult  tissues.  This  is  the  basis  of  Goodpcisture’s 
virus  culture  technic.  The  human  embryo  possibly 
possesses  the  same  susceptibility  to  infection.  The 
virus  of  German  measles  may  pass  the  chorionic 
villi  more  readily  than  bacteria  before  a placental 
barrier  has  been  developed. 

As  to  the  prevention  of  rubella  cataract,  the  fol- 
lowing suggestions  were  made:  expose  all  young 
girls  to  rubella  (C.  Erickson);  try  to  isolate  the 
virus  and  prepare  a vaccine  against  the  disease 
(Australian  committee) ; study  the  effect  of  con- 
valescent serum  to  be  used  on  the  pregnant  mother 
in  case  she  had  no  rubella  before  (Australian  com- 
mittee); also  the  question  comes  up  whether  ther- 
apeutic abortion  is  indicated,  if  the  disease  is  con- 
tracted in  the  first  three  months  of  pregnancy  (A. 
Reese,  C.  Erickson). 

SUMMARY 

Since  the  summer  of  1940,  several  scores  of 
babies  have  been  bom  in  Australia  with  congenital 
cataract,  heart  lesion,  microcephaly,  microphthal- 
mos and  other  defects.  The  mothers  of  these  babies 
had  rubella  in  the  first  three  months  of  pregnancy. 
Several  cases  were  reported  also  in  our  country. 

We  report  two  similar  cases  with  bilateral  con- 
genital cataract.  In  addition,  one  baby  had  micro- 
cephaly and  microphthalmos  and  the  other  had  a 
congenital  heart  lesion. 

INCIDENCE  OF  PERFOR.4TED  ULCER  LOW 
The  total  incidence  of  perforated  ulcer,  the  most  serious 
complication  in  this  stomach  condition,  is  substantially 
small,  it  is  reported  in  The  Journal  of  the  American  Medi- 
cal Association  for  June  9.  Only  about  8 per  cent  or  less  of 
the  ulcers,  according  to  figures  cited,  perforate  or  penetrate 
the  tissues.  The  figures  cannot  be  considered  definite,  how- 
ever, since  the  number  is  dependent  on  two  variable  factors, 
the  activity  of  the  ulcer  and  the  period  of  time  under  con- 
sideration. The  possibility  of  perforation  can  be  reduced  to 
a minimum  by  adequate  treatment  of  the  ulcer  until  healed, 
by  continuation  of  an  ulcer  diet  to  prevent  recurrence  and 
by  examination  at  regular  intervals. 
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TIME  FOR  COORDINATION 


Recent  events  have  served  as  a sharp  reminder  that 
the  time  is  opportune  to  exercise  a degree  of  coopera- 
tion and  coordination  in  medical  affairs  within  the  state 
which  in  some  instances  in  the  past  has  been  sadly  lack- 
ing or  conspicuously  absent. 

There  are  five  organizations  in  Oregon,  whose  chief 
concern  has  to  do  with  doctors  of  medicine  and  medical 
practice  and  policies.  These  are  the  Board  of  Medical 
Examiners,  the  State  Board  of  Health,  the  Oregon  State 
Medical  Society,  Oregon  Physicians  Service  and  the 
University  of  Oregon  Medical  School. 

At  present  the  relationship  among  these  bodies  with 
one  exception  (Oregon  State  Medical  Society  is  the 
sponsor  of  Oregon  Physicians  Service)  is  rather  loose 
and  somewhat  informal.  While  all  these  have  a common 
concern  with  factors  and  trends  which  may  affect  med- 
ical matters,  to  date  there  has  been  little  or  no  effort 
made  to  surmount  the  loose  relationship  in  the  long 
range  protection  of  the  common  interest. 


The  suggestion  is  advanced  that  a formally  agreed 
upon  coordinating  committee,  with  staggered  terms  of 
membership  from  each  organization  to  maintain  con- 
tinuity, could  well  be  constituted  to  the  advantage  of  all 
and  the  welfare  of  the  state.  This  proposed  committee 
should  be  coordinating  in  nature,  and  of  necessity  on  a 
voluntary  basis.  It  should  be  available  on  a “stand  by” 
basis,  to  meet  on  the  call  of  one  or  more  of  the  repre- 
sented organizations  when  indicated,  its  chief  duty  to 
consider  how  any  contemplated  action  or  procedures  on 
the  part  of  one  organization  may  affect  the  welfare  of 
the  other  medical  organizations  and  to  avoid  as  many 
adverse  effects  as  possible. 

Key  to  successful  operation  of  such  a voluntary  coor- 
dinating committee  would  lie  largely  in  the  careful  selec- 
tion of  its  personnel  by  the  appointing  organizations. 
We  hazard  the  opinion  there  are  sufficient  wise  men 
in  Oregon  medicine  to  nominate  an  All-Medicine  team 
against  which  mighty  few  touchdowns  would  be  scored. 


OREGON  PHYSICIANS’  COMMITTEE 
INITIATES  ACTIVITIES 


In  accordance  with  the  resolution  of  the  spring  meeting 
the  House  of  Delegates  commending  the  efforts  of  the 
National  Physicians  Committee  for  the  Extension  of  Medi- 
cal Care,  there  has  been  constituted  an  Oregon  committee 
to  conduct  affairs  within  that  state. 


Personnel  of  the  committee  is  state-wide  in  scope  and 
contains  the  names  of  many  physicians  long  identified  with 
public  interest  activities  of  the  state  medical  society. 


Sponsoring  committee  is 

ALBANY — 

M.  M.  Woodworth 

ASHLAND 

R.  E.  Poston 

ASTORIA — 

J.  V.  Straumfjord 

RAKER — 

Carl  G.  Patterson 

BEND 

Harry  E.  Mackey 

CONDON — 

George  G.  Gaunt 

coos  BAY — 

Raymond  M.  McKeown 

CORVALLIS — 

William  T.  Johnson 

DALLAS— 

A.  B.  Starbuck 

ENTERPRISE — 

W.  W.  Kettle 

EUGENE — 

Carl  H.  Phetteplace 


5 follows; 

GOLD  BEACH — 

W.  A.  Cartwright 

GRANTS  PASS — 

C.  L.  Ogle 

HILLSBORO — 

A.  O.  Pitman 

HOOD  RIVER — 

Clifford  E.  Hardwick 

KLAMATH  FALLS — 

Ralph  W.  Stearns 

LA  GRANDE — 

C.  L.  Gilstrap 

LAKEVIEW — 

Charles  D.  Leithead 

MC  MINNVILLE — 

A.  G.  Noble 

MEDFORD 

James  C.  Hayes 

ONTARIO — 

W.  J.  Weese 

OREGON  CITY — 

Edward  H.  McLean 


PENDLETON — 

J.  P.  Brennan 

PRAIRIE  CITY 

G.  G.  van  der  Vlugt 

PRINEVILLE 

Raymond  Adkisson 

ROSEBURG 

B.  R.  Shoemaker 

ST.  HELENS 

John  C.  Barton 

SALEM 

Burton  A.  Myers 

THE  DALLES 

Thomas  D.  Robertson 

TILLAMOOK — 

E.  R.  Huckleberry 

TOLEDO — 

H.  R.  Kauffman 

PORTLAND 

George  Ainslie 
Mabel  M.  .Akin 
Ernst  A.  Albers 
Robert  L.  Benson 
John  Besson 
Courtland  L.  Booth 
Morris  L.  Bridgeman 
Jessie  Laird  Brodie 


T.  Homer  Coffen 
Will  C.  Davis 
.A.  B.  Dykeman 
Jesse  Ettelson 
Louis  P.  Gambee 
Martin  F.  Gilmore 
S.  G.  Henricke 
Blair  Holcomb 
Albert  W.  Holman 
Thomas  M.  Joyce 
Lena  Kenin 
Lyle  B.  Kingery 
John  H.  Labadie 
Stanley  Lamb 
Gordan  B.  Leitch 
Merl  L.  Margason 
Karl  H.  Martzloff 
Guy  R.  McCutchan 
Matthew  McKirdie 
Frank  R.  Mount 
J.  Milton  Murphy 
Oliver  M.  Nisbet 
Charles  C.  Petheram 
E.  E.  Rippey 
Charles  E.  Sears 
Gifford  Seitz 
William  A.  Shea 
Howard  C.  Stearns 
Charles  P.  Wilson 
Ivan  M.  Woolley 


Executive  Committee  cconsists  of  the  following: 

T.  Homer  Coffen,  Portland,  Karl  H.  Martzloff,  Portland 
Chairman  Edward  H.  McLean, 

Gordon  B.  Leitch,  Portland,  Oregon  City 
Sec.-Treas.  J.  Milton  Murphy,  Portland 

Blair  Holcomb,  Portland  Charles  E.  Sears,  Portland 
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The  Oregon  Physicians  Committee  does  not  contemplate 
any  program  of  activities  differing  from  those  of  the  Na- 
tional Physicians  Committee;  it  will  act  primarily  in  con- 
junction with  the  latter.  To  date  a jjersonal  letter  has 
been  sent  to  every  physician  in  Oregon  calling  attention  to 
the  threat  to  medicine  represented  by  the  rewritten  Wagner- 
Murray  legislation  newly  introduced  into  Congress,  and 
requesting  a contribution  toward  the  educational  efforts 
being  exerted  relating  to  these  measures.  So  far  the  response 
to  this  letter  has  been  satisfactory  and  representative  of 
all  parts  of  the  state,  but  still  more  contributions  are 
needed. 

Funds  received  are  sent  to  the  National  Physicians  Com- 
mittee and  are  expended  in  accordance  with  the  policies 
being  followed  by  that  organization,  the  Oregon  committee 
acting  chiefly  as  transmittal  agency. 

Still  more  contributions  from  Oregon  physicians  are 
needed.  Among  chief  desires  of  the  committee  in  seeking 
contributions  from  many  doctors  is  that,  when  receiving 
funds  from  heavy  commercial  contributors,  it  is  known 
the  medical  profession  is  widely  contributing  to  its  own 
welfare,  not  just  coasting  along  on  the  contributions  of 
those  whose  ordinary  interests  in  medical  affairs  are  com- 
mercial rather  than  professional,  such  as  some  of  the  drug 
houses.  The  appeal  for  funds  is  continuing.  Make  all 
checks  payabe  to  the  committee. 


STATE  BUILDING  PROGRAM  GETS 
APPROVAL  OF  VOTERS 


In  a light  vote  which  was  no  surprise  to  the  politcially 
minded,  voters  of  Oregon  endorsed  by  a comfortable  mar- 
gin the  proposed  building  program  submitted  by  the  legis- 
lature to  aid  the  higher  educational  facilities  of  the  state 
and  certain  state  institutions  coming  under  the  jurisdiction 
of  the  board  of  control.  Among  the  items  so  approved  is 
an  appropriation  for  erection  of  a University  Hospital  on 
the  University  of  Oregon  Medical  School  campus,  Port- 
land. The  proposals  were  submitted  in  part  as  a postwar 
employment  project.  Heaviest  favorable  votes  were  re- 
corded in  Benton  and  Lane  counties,  seats  of  the  State 
College  and  University  respectively. 

-Another  hurdle  for  the  erection  of  the  proposed  Uni- 
versity Hospital  has  thus  been  passed,  and  it  remains  for 
the  future  to  tell  whether  this  will  prove  to  be  the  stim- 
ulus to  medical  education  and  standards  which  its  sup- 
porters claimed,  or  will  prove  to  be  the  controversial  fea- 
ture which  many  opposing  doctors  feared.  The  House  of 
Delegates  of  the  Oregon  State  Medical  Society  is  on  record 
as  approving  operation  of  such  a hospital  at  the  indigent 
level. 


O.  P.  S.  DIRECTORS  MEET 


Directors  of  Oregon  Physicians  Service  met  in  Portland 
June  2 to  transact  accumulated  business,  with  Drs.  Ross, 
Spalding,  Hurley  and  Leitch  in  attendance.  .Also  present 
w'ere  Dr.  E.  H.  McLean,  president  of  Oregon  State  Medical 
Society,  and  administrative  personnel. 

The  supervisory  committee  of  Multnomah  county  re- 
ported that  the  supervisors  had  approved  a program  for 
acquisition  of  new  contracts  in  Multnomah  County,  and 
will  recommend  approval  of  this  at  the  next  county  council 


meeting.  If  approved,  the  O.  P.  S.  management  will  be  in 
a position  to  consider  acquisition  of  many  contracts  which 
formerly  it  was  not  deemed  advisable  to  seek,  due  to 
pressure  of  medical  load  on  the  short-handed  profession. 

Regulations  regarding  the  administration  of  penicillin 
were  considered.  After  discussion  a motion  was  carried 
that  hereafter  all  liability  of  Oregon  Physicians  Service  for 
administration  of  penicillin  shall  be  based  upon  the  rec- 
ommendations of  the  National  Research  Council. 

The  plan  proposed  for  offering  medical  and  hospital 
care  to  certain  foreign  workers  coming  under  the  .Agricul- 
tural Workers  Health  Association  was  outlined.  .After  dis- 
cussion a motion  was  carried  to  submit  the  points  stated 
in  this  plan  to  the  Council  of  the  Oregon  State  Medical 
Society,  and  if  approved  to  offer  this  as  a contract  to  the 
War  Food  .Administration. 


STATE  COUNCIL  CONTEMPLATES 
REACTIVATION  OF  ITS  EXECUTIVE 
COMMITTEE 


Highlight  of  the  June  meeting  of  the  Council  of  the 
Oregon  State  Medical  Society  was  the  discussion  regarding 
possible  reconstitution  of  the  small  executive  committee 
which  operated  so  successfully  a number  of  years  ago,  but 
which  fell  into  disuse  with  the  advent  of  war  and  changed 
medical  conditions. 

Meeting  once  a month  except  during  the  summer  months, 
the  Council  has  for  some  time  held  the  feeling  that  a less 
numerous  body  meeting  more  frequently  could  relieve  it 
of  much  of  the  routine  matters  usually  presented  in  coun- 
cil meetings,  leaving  more  time  for  intelligent  discussion 
of  vital  issues.  Too,  such  a committee  by  advance  study 
and  deliberations  could  screen  much  of  the  subjects  to 
come  to  the  attention  of  the  Council  and  in  many  instances 
present  these  with  recommendations  favorable  or  adverse 
which  could  save  the  time  of  the  Council  as  well. 

Many  councillors  have  expressed  dissatisfaction  with  the 
fact  that  the  affairs  of  the  profession  are  deliberated  on  a 
monthly  basis,  usually  because  of  the  necessity  of  carry- 
ing on  medical  practice  at  all  times,  while  those  interests 
which  have  or  develop  plans  that  may  adversely  affect 
medical  practice  are  in  effect  capable  of  devoting  their  full 
time  to  their  i>et  projects.  This,  it  is  felt  by  many,  places  a 
very  severe  handicap  on  physician  organizations  which  de- 
sire to  keep  abreast  of  changing  economic  and  other  fac- 
tors. Since  it  is  considered  impractical  to  hold  council 
meetings  oftener  than  monthly  except  in  unusual  circum- 
stances, there  is  a strong  probability  that  the  creation  of  a 
small  executive  committee  will  receive  further  attention  at 
either  the  next  council  meeting  or  the  fall  meeting  of  the 
House  of  Delegates  now  scheduled  for  Labor  Day  week- 
end. 


OBITUARIES 


Dr.  Cecil  E.  Brous,  SS  years,  died  early  in  June  follow- 
ing an  illness  of  a few  months.  Born  in  Rainier,  he  attended 
Oregon  educational  institutions  and  graduated  from  the 
University  of  Oregon  Medical  School,  following  which  he 
established  practice  in  the  Linnton  region  of  Portland  and 
was  active  until  his  final  illness.  He  had  interests  in  many 
fields  as  well  as  medicine,  was  prominent  in  civic  affairs. 
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especially  the  Portland  Rose  Festival  and  Masonic  circles. 
He  was  a former  president  of  the  staff  of  Good  Samaritan 
Hospital,  and  a lifelong  member  of  the  Multnomah  and 
Oregon  State  Medical  Societies  and  the  American  Medical 
Association. 

Dr.  Herman  Richard  Biersdorf,  72  years,  died  recently 
in  Portland,  following  a week’s  heart  illness.  Born  in  Min- 
nesota, Dr.  Biersdorf  came  to  Portland  in  his  youth,  grad- 
uated from  the  University  of  Oregon  Medical  School  in 
1895  and  practiced  in  Portland  since  that  time.  He  was  a 
member  of  Multnomah  County  and  Oregon  State  Medical 
Societies  and  the  American  Medical  Association. 

Dr.  R.  Bruce  Miller,  59  years,  who  established  prac- 
tice in  Lebanon  more  than  thirty  years  ago  and  was  prom- 
inent in  civic  and  medical  affairs  of  this  community,  died 


late  in  May  after  a lengthy  illness.  He  was  born  in  Iowa, 
served  in  the  army  in  the  first  world  war,  and  later  came 
to  Oregon  to  live  near  Amity,  finally  moving  to  Lebanon. 
He  was  a member  of  the  Oregon  State  Medical  Society  and 
American  Medical  Association. 

Dr.  a.  B.  Starbuck,  69  years,  prominent  Dallas  physi- 
cian for  the  past  38  years,  died  from  a heart  attack  in  his 
sleep  early  in  June.  A native  of  Polk  county,  son  of  Oregon 
pioneer  parents.  Dr.  Starbuck  attended  Oregon  schools, 
later  graduated  from  the  University  of  Oregon  Medical 
School  and  established  practice  in  Dallas,  where  he  be- 
came an  outstanding  civic  as  well  as  medical  leader.  He 
was  active  in  Polk  county  medical  circles,  also  the  Oregon 
State  Medical  Society. 
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DEPARTMENT  OF  LABOR  AND  INDUS- 
TRIES WILL  PAY  MEDICAL  BILLS 


The  State  Dejiartment  of  Labor  and  Industries  has  noti- 
fied to  the  Washington  State  Medical  Association  the 
adoption  of  a new  rule  relating  to  medical  treatment.  It  is 
as  follows: 

“Rule  24:  In  any  case  where  the  original  report  and  diag- 
nosis of  the  attending  physician  is  used  as  a basis  for  the 
rejection  of  the  claim,  the  physician  shall  be  entitled  to 
payment  for  his  services  on  the  first  call,  including  x-rays 
and  laboratory  work  necessitated  for  diagnostic  purposes, 
in  accordance  with  the  fees  prescribed  in  the  Fee  Schedule.’’ 

The  rule  became  effective  June  7,  1945. 

In  the  past,  where  the  Department  found  it  necessary  to 
reject  a claim  on  the  basis  that  the  condition  present  was 
not  the  result  of  an  injury,  and  that  action  was  based  on 
the  report  of  the  attending  physician,  the  physician’s  bill 
was  also  rejected.  In  other  words,  he  was  penalized  for 
reporting  the  exact  facts.  The  new  rule  will  overcome  that 
situation. 


HOSPITALS  WIN  COURT  DECISIONS 


At  times  hospitals  are  involved  in  legal  actions,  as  is  true 
of  many  institutions.  Two  recent  decisions  by  King  County 
Sup>erior  Court  judges  present  important  implications  for 
hospital  management.  It  has  been  practically  universal  for 
hospitals  to  be  exempt  from  taxation.  A year  ago,  the  King 
County  assessor  placed  on  the  tax  rolls  Swedish  and  Mayn- 
ard hospitals  in  Seattle,  alleging  that  their  charity  service 
was  too  small  an  amount  to  justify  tax  exemption.  Recently 
the  management  of  these  institutions  appealed  to  the  Su- 
perior Court  for  reversal  of  this  action  on  the  part  of  the 
assessor.  Presiding  Judge  Hugh  Todd  gave  a decision  in 
favor  of  the  hospitals.  Full  tax  exemption  was  restored. 

The  100-bed  Renton  hospital  has  been  under  the  man- 
agement of  the  Valley  Hospital  Foundation,  including  busi- 
ness men  of  the  city.  Drs.  John  M.  Howell  and  Roy  H. 


Blender  were  barred  from  practice  in  the  hospital,  due  to 
the  fact  that  they  are  employed  by  the  Security  Chnic 
which  is  owned  and  operated  by  Mr.  Lester  J.  Pendergast 
who  hires  doctors  to  care  for  patients  secured  by  his  solici- 
tors. This  form  of  practice  is  considered  unethical  and  doc- 
tors engaged  in  it  are  not  received  into  membership  in  the 
county  medical  society.  These  doctors  brought  action 
against  officials  of  King  County  Medical  Society  and 
King  County  Medical  Service  Corporation  in  the  Superior 
Court,  specifying  damages  which  they  had  sustained.  A 
grant  was  asked  for  a temporary  restraining  order  against 
the  hospital  to  permit  these  doctors  to  attend  patients  in 
the  institution.  Judge  Robert  M.  Jones  refused  to  grant 
this  restraining  order.  It  is  stated  that  the  plaintiffs  con- 
template further  future  court  action. 


COMMITTEE  ASSIGNMENTS  OF 
WASHINGTON  CONGRESSMEN 


The  average  citizen  possesses  little  information  concern- 
ing the  official  labors  of  his  Congressmen.  In  fact,  it  is 
probable  only  a few  could  name  all  of  them  from  Wash- 
ington. For  the  information  of  physicians  of  the  state,  the 
names  of  Congressmen  are  presented  with  the  committees 
to  which  they  are  assigned. 

It  is  stated  that,  while  appointment  to  a committee  is 
an  honor,  it  nevertheless  may  entail  a great  deal  of  hard 
work.  These  published  assignments  do  not  comprehend  the 
entire  scope  of  work.  .A  large  committee  may  be  broken 
into  subcommittees  for  thorough  investigation  of  specific 
subjects,  and  one  may  have  more  than  one  assignment  on 
such  subcommittees. 

Committees  are  in  session  every  morning  from  ten  to 
twelve,  when  the  two  houses  begin  their  sessions.  If  a com- 
mittee is  studying  a matter  which  involves  public  hearings, 
the  members  may  continue  the  hearings  in  the  afternoon  by 
being  excused  from  attendance  upon  the  sessions  of  their 
respective  houses. 

While  few  of  these  listed  assignments  apply  directly  to 
medical  practice,  some  of  them  have  bearings  upon  the 
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occupation  of  physicians,  and  may  interest  them  aside 
from  their  professional  occupations. 

Assignments  of  Senators  to  Committees 

Warreti  G.  Magnuson:  Commerce,  Interoceanic  Canals, 
Irrigation  and  Reclamation,  Naval  Affairs. 

Hugh  B.  Mitchell:  Interstate  Commerce,  Mines  and  Min- 
ing, Public  Buildings  and  Grounds,  Territories  and  Insular 
Affairs. 

.Assignments  of  Representatives  to  Committees 

Hugh  DeLacy:  Naval  .Affairs. 

Henry  M.  Jackson:  Indian  .Affairs,  Chairman;  Civil 
Service,  Flood  Control,  Merchant  Marine  and  Fisheries, 
Rivers  and  Harbors,  Select:  Investigate  and  Study  Small 
Business,  Select:  Conservation  of  Wild  Life  Resources. 

Charles  R.  Savage:  Census,  Invalid  Pensions,  Irrigation 
and  Reclamation,  Public  Buildings  and  Grounds,  Public 
Lands. 

Hal  Holmes:  Indian  .Affairs,  Irrigation  and  Reclamation, 
Pensions,  Public  Lands. 

Walt  Horan:  .Appropriations. 

John  M.  Coffee:  Appropriations. 


MEDICAL  NOTES 


Extensi\'e  Expansion  Proposed.  Last  month  a meet- 
ing was  held  by  representatives  of  King  County  Com- 
missioners, Seattle  City  Officials,  King  County  Hospital 
Board  of  Trustees,  members  of  the  medical  staff,  and  King 
County  Medical  Society  officials  to  confer  regarding  ex- 
pansion of  King  County  Hospital  system.  The  chief  item 
is  the  proposed  expenditure  of  about  $5,000,000  for  the 
erection  of  a 1,000- bed  hospital  in  the  South  end,  to  re- 
place the  old  King  County  Hospital,  designated  as  Hospital 
No.  2.  This  would  house  chronic  and  incurable  patients,  as 
well  as  indigent  aged.  It  is  said  these  patients  number 
about  1100,  of  whom  275  are  cared  for  at  the  old  county 
hospital  and  150  at  King  County  Hospital  No.  1,  the  re- 
mainder being  housed  in  nursing  homes,  mostly  in  Seattle. 
A great  saving  of  expense  would  result  from  caring  for 
these  patients  in  one  institution.  .Also,  it  is  proposed  to 
complete  a wing  of  King  County  Hospital  No.  1,  provid- 
ing for  more  beds,  expanded  out-patient  department,  sur- 
gical department,  surgical  amphitheatre,  and  other  neces- 
sary facilities.  The  proponents  have  in  mind  the  use  of 
these  accommodations  in  connection  with  the  anticipated 
University  Medical  School.  These  improvements  will  be 
a postwar  enterprise,  but  completion  of  plans  at  the  pres- 
ent time  is  desirable. 

Community  Hospital  Contemplated.  There  has  been 
much  discussion  and  many  efforts  put  forth  to  establish  a 
hospital  at  Ritzville,  for  which  $4,000  has  been  contributed. 
Likewise,  residents  of  Lind  and  Washtucna  have  agitated 
establishment  of  hospitals.  All  of  these  cities  are  located 
in  .Adams  County.  It  has  been  proposed  that  they  combine 
to  form  a community  hospital  under  provisions  of  the  law 
passed  by  the  last  legislature  for  establishment  of  such  in- 
stitutions. Naturally,  a much  discussed  problem  is,  in  which 
of  these  towns  shall  it  be  located. 

Enlargement  of  Firland  Sanatorium.  .According  to  re- 
cent legislative  action,  Firland  Sanatorium  and  King  Coun- 
ty Morningside  Hospital  are  to  be  coordinated.  Firland  will 
be  deeded  to  King  County.  The  institution  will  be  gov- 
erned by  a board,  including  two  appointments  by  the  City 
Council,  one  suggested  by  King  County  Medical  Society 
and  two  public  spirited  citizens  named  by  the  county  com- 
missioners. 

Wenatchee  Hospital  Expansion.  A new  wing  will  be 
built  as  an  addition  to  the  Deaconess  Hospital  in  Wenat- 


chee. It  will  double  the  size  of  the  hospital  by  adding  50 
beds,  with  revised  surgical,  medical  and  obstetric  depart- 
ments, and  more  room  for  nurses  quarters  and  school  for 
nurses. 

Expansion  of  Bremerton  Hospital.  The  hospital  at 
Puget  Sound  Navy  Yard  will  be  enlarged  at  an  expense 
of  $103,471  by  construction  of  a one-story  addition  to  one 
building  and  a two-story  extension  to  another.  It  will  in- 
clude interior  alterations  and  addition  to  operating  de- 
partment. 

Pullman  Hospital  Progressing.  The  Pullman  Hospital 
project  has  advanced  to  the  period  of  working  out  plans 
for  construction.  It  has  been  proposed  to  establish  it  in 
conjunction  with  the  present  college  hospital,  with  addition 
of  sufficient  wings  to  produce  a suitable  hospital  for  that 
community. 

“Red  Tide”  Danger  In  Puget  Sound.  Last  month  State 
Director  of  Health,  Arthur  L.  Ringle,  issued  a warning 
against  consumption  of  clams  and  mussels  because  of  the 
presence  of  “red  tide”  in  certain  localities,  indicative  of  the 
presence  of  a poisonous  organism.  Promptly  Dr.  Trevor 
Kincaid,  Professor  of  Zoology  at  University  of  Washington, 
denied  the  existence  of  a “red  tide”  in  Puget  Sound.  The 
cause  of  this  substance  is  called  the  gonyaulax  and  is  found 
only  in  the  open  sea  and  does  not  exist  in  Puget  Sound. 
The  red  organism  under  consideration  is  noctilucia  which 
is  harmless  and  produces  phosphorescence  at  night  and  has 
no  baneful  effect  on  sea  food.  Dr.  Kincaid  says  Puget 
Sound  Indians  have  lived  on  clams  for  1000  years  and  no 
diseases  have  been  recognized  in  consequence. 

Resignation  of  Acting  Health  Commissioner.  Ragnar 
T.  Westman,  who  has  been  .Acting  Health  Commissioner 
for  the  City  of  Seattle  for  the  past  two  years,  will  return 
to  the  United  States  Public  Health  Service,  in  which  he 
holds  the  rank  of  Lieutenant  Colonel,  which  service  released 
him  to  take  charge  of  Seattle  Health  Department  during 
this  period.  He  has  conducted  this  office  with  success  and 
satisfaction,  instituting  progressive  health  measures.  He 
has  been  particularly  active  in  promoting  better  rodent, 
milk,  food  and  restaurant  control.  He  has  been  active  in 
many  parts  of  the  United  States  as  a “trouble-shooter”  for 
the  Health  Service. 

Acting  Health  Officer.  H.  F.  Cleaves,  who  has  been 
assistant  King  County  Health  Officer,  has  been  named 
acting  county  health  officer  to  succeed  Emil  E.  Palmquist 
who  resigned  from  the  county  office  to  become  health  offi- 
cer of  the  city  of  Seattle. 


OBITUARIES 


Dr.  Caleb  S.  Stone,  88  years  old,  died  in  a Seattle  hos- 
pital June  1,  following  a short  illness.  He  was  born  in 
Missouri  in  1857.  He  obtained  his  medical  degree  from 
Louisville  Medical  School  in  1883.  He  practiced  in  Idaho 
for  51  years,  retiring  in  1934  at  Wallace.  During  the  past 
five  years  he  has  lived  in  Seattle. 

Dr.  David  T.  Dickey,  74  years  of  age,  died  in  Seattle 
May  21.  He  was  born  in  Ohio  and  resided  in  Seattle  for 
40  years.  He  has  been  retired  from  practice  in  recent  years. 

Dr.  Alexius  W.  Thimm,  70  years  of  age,  died  in  Seattle 
May  28.  He  was  born  in  Europe  and  graduated  from  the 
University  of  Heidelberg  and  the  University  of  Riga.  He 
moved  to  Chicago  many  years  ago,  and  settled  in  Seattle 
in  1924.  He  retired  several  years  ago. 
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NURSING  SITUATION  CONTINUES  CRITICAL 

Although  pressure  has  been  relaxed  by  the  War  Depart- 
ment for  nurses  for  military  service,  the  nursing  situation 
in  the  State  of  Washington  still  remains  critical  in  most 
hospitals,  according  to  the  Washington  State  Nurses  Council 
for  War  Services,  reported  by  Anna  R.  Moore,  Chief  of 
the  Division  of  Public  Health  Nursing,  State  Health  De- 
partment. It  will  be  several  months  before  benefits  of  the 
war  department  relaxation  are  felt  in  this  state,  according 
to  Miss  Moore,  who  estimated  it  would  be  six  months 
before  the  critical  stage  would  be  eased  up. 

The  graduation  class  of  last  May,  some  450  nurses  in 
the  state,  placed  approximately  ISO  in  the  military  nursing 
service,  with  300  going  to  hospitals  and  clinics,  filling  some 
of  the  vacancies  left  by  graduate  nurses  who  had  gone  into 
the  war  services.  Despite  the  return  to  this  country  from 
Europe  of  scores  of  nurses,  the  situation  will  be  little  re- 
lieved because  most  of  these  will  be  transferred  to  military 
hospitals  in  the  United  States,  it  was  pointed  out.  The 
need  remains  great  in  Federal  hospitals,  veterans  and 
others. 

Civilian  hospitals  are  still  in  great  need  of  additional 


nurses,  with  no  immediate  relief  in  sight.  A graduating 
class  estimated  at  possibly  600  in  May  of  1946  is  expected 
materially  to  reduce  the  critical  stage,  however.  Miss 
Moore  reported  many  retired  graduate  nurses  returning  to 
active  duty  in  the  civilian  hospitals,  many  of  them  in  their 
60s.  Conditions  are  still  critical  in  the  public  health  nursing. 
Miss  Moore  said,  the  division  having  hesitated  to  take 
graduate  nurses  from  other  sources  for  public  health  work. 

The  War  Department  has  stated  its  future  need  for 
nurses  will  depend  upon  the  progress  of  the  war.  For  the 
present  it  will  be  limited  to  the  replacement  of  200  to  300 
nurses  a month  who  have  to  leave  the  service  for  such 
causes  as  illness  or  disability  and  retirement  for  age,  and  a 
substantial  number  who  may  be  released  under  general  re- 
deployment plans  of  the  Army  which  includes  provision 
for  the  honorable  discharge  of  married  nurses,  whose  hus- 
bands are  released  from  service. 

According  to  figures  released  by  the  Nursing  Informa- 
tion Bureau  of  the  American  Nurses  Association,  since 
Pearl  Harbor  approximately  100,000  nurses  of  more  than 
105,000  who  applied  for  military  service  have  been  certi- 
fied to  the  Army  and  Navy  by  the  American  Red  Cross 
Nursing  Service. 

As  of  May  18,  the  information  bureau  reported  52,700 
nurses  serving  with  the  .Army  and  11,500  with  the  Navy. 
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Report  of  Investigating  Committee  Held  In  Suspen- 


SOCIETY  MEETINGS 


SOUTHWESTERN  IDAHO  DISTRICT  SOCIETY 


SION.  Following  complaints  against  the  management  of  the 
state  mental  hospital  at  Blackfoot,  Gov.  Gossett  appointed 
a commission  of  physicians  and  laymen  to  make  an  investi- 
gation concerning  alleged  abuses  in  the  treatment  of  pa- 
tients. The  report  of  the  commission  has  been  submitted 
to  the  Governor,  but  has  not  yet  been  disclosed  to  the 
public  nor  action  to  be  taken  as  a result  of  the  investiga- 
tion, according  to  recent  announcement. 

Finances  for  Weiser  Hospital.  Washington  County’s 
board  of  commissioners  has  been  requested  to  call  a spe- 
cial election  to  determine  whether  the  county  shall  issue 
bonds  of  $100,000  for  financing  construction  of  a hospital 
in  Weiser.  This  action  was  taken  by  representatives  of  serv- 
ice groups  and  other  organizations  in  that  county. 

Indian  Sanatorium  Closed.  The  tuberculosis  sanatorium 
on  the  Nez  Perce  Indian  reservation  at  Lapwai  has  been 
closed  and  patients  transferred  to  larger  and  better 
equipped  hospitals.  The  sanatorium  has  accommodated  In- 
dians from  Washington,  Oregon,  Idaho,  Montana  and  the 
Dakotas. 


Southwestern  Idaho  District  Medical  Society  had  a meet- 
ing the  afternoon  and  evening  of  May  31.  They  were  fortu- 
nate in  securing  the  group  of  speakers  from  Salt  Lake, 
whom  Dr.  Marshall  had  engaged  for  the  State  Society 
meeting. 

The  meeting  was  held  at  the  Owyee  Hotel. 

Program 

1:00-2:00  p.m. — “New  Advances  in  Laboratory  Medicine” 
John  H.  Carlquist,  Associate  Professor  of  Pathology, 
University  of  Utah  Medical  School. 

2:30-3:30 — “Pitfalls  of  Postoperative  Surgery.” 

N.  F.  Hicken,  Associate  Professor  of  Clinical  Surgery, 
University  of  Utah  Medical  School. 

4:00-5:00 — “Clinical  Use  of  Newer  Drugs’*^ 

Louis  Goodman,  formerly  Professor  at  Yale  University. 
Professor  of  Pharmacology,  University  of  LTtah  Medical 
School. 

Maj.  Lowell  Privett,  Lt.  Robert  McKean  and  Lt. 
Comdr.  Manley  B.  Shaw  have  recently  been  home  on 
leaves  from  their  various  stations. 


Physician’s  Wife  Burned  to  Death.  The  wife  of  Hai- 
ley Nelson,  well  known  Rexburg  physician,  was  fatally 
burned  in  a fire  at  her  home.  Dr.  Nelson  was  away  from 
the  city  at  the  time  of  the  occurrence. 
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DR.  GEORGE  HAYS  LEAVES  THE 
DEPARTMENT  OF  HEALTH 

Dr.  Hayes,  who  has  been  executive  director  of  the  Terri- 
torial Department  of  Health  since  his  loan  to  .“Maska  from 
the  U.  S.  Public  Health  Service  in  the  Fall  of  1942,  is 
leaving  Alaska  this  week  with  a mission  accomplished. 
We  know  that  a good  many  Alaskans  share  our  regret 
that  Dr.  Hays  is  leaving.  He  has  accomplished  a great  deal 
in  the  way  of  solving  Alaskan  health  problems. 

His  primary  objective  when  he  left  a high  position  in 
Michigan  to  accept  his  $4,600  a year  .Alaska  job  was  to  set 
up  in  the  Territory  a Department  of  Health,  directed  by 
Alaskans,  headed  by  a full-time  Commissioner  of  Health. 
This  became  an  accomplished  fact  after  the  last  session  of 
ihe  Legislature.  It  was  also  through  his  efforts  that  Alaska 
secured  its  first  tuberculosis  sanatorium  and  a comprehen- 
sive study  is  being  undertaken  to  determine  the  extent  of 
■Alaska’s  health  needs  in  order  that  the  facts  may  be  placed 
before  Congress. 

Dr.  Hays  started  work  toward  securing  a tuberculosis 
sanatorium  about  a year  ago,  when  it  was  discovered  that 
the  Northwest  Service  Command  had  at  Skagway  a 150- 
bed  hospital,  valued  at  about  a million  dollars,  which  they 
no  longer  needed.  He  traveled  through  miles  of  red  tape, 
to  Whitehorse,  Edmonton  and  Washington,  D.  C.  The 
outcome  was  that  the  hospital  was  turned  over  to  the  Ter- 
ritory without  cost. 

Application  for  the  transfer  was  made  through  the  .Ad- 
visory Committee  on  Health,  Welfare  and  Education,  a 
purely  unofficial  group  made  up  of  representative  Alaskans, 
set  up  as  a result  of  the  preliminary  study  on  health  needs 
in  .Alaska  conducted  by  Drs.  Hays  and  Carl  Buck.  When 
money  was  requested  from  Congress  to  pay  part  of  oper- 
ating costs  of  the  hospital,  the  Committee  of  the  Budget 
balked,  since  Alaska  had  only  a part-time  health  com- 
missioner and  the  committee  requesting  the  funds  was  un- 
official. However,  it  was  agreeable  to  appropriate  $200,000 
to  the  Alaska  Office  of  Indian  Affairs  with  the  agreement 
that  the  hospital  would  be  used  for  whites  as  well  as  for 
natives.  This  hospital  has  begun  to  operate  already. 

Evidently,  this  makes  it  mainly  an  Indian  hospital,  since 
they  go  there  on  this  appropriated  money,  while  the  whites 
have  to  be  paid  for  either  from  their  own  pockets  or  from 
the  funds  of  the  Welfare  Office  or  from  a small  fund 
administered  by  the  Health  Department.  These  two  agen- 
cies can  furnish  funds  for  only  a scant  handful  of  whites, 
unable  to  pay,  their  own  way.  This  hospital  is  only  a step 
toward  furnishing  the  doctor  with  refusal,  when  he  finds 
a new  patient  who  is  unable  to  pay  his  own  way,  but  it 
is  at  least  a step. 

Also  recommended  in  the  Hays-Buck  study  was  the  set- 
ting up  of  a program  that  would  bring  health  and  labora- 
tory services  to  outlying  communities  of  Southeast  Alaska. 
A marine  unit  was  recommended,  something  unique  in 
health  service.  Dr.  Hays  was  able  to  secure  an  allocation  of 
$125,000  for  this  from  the  Children’s  Bureau  for  a five- 


year  demonstration  project  and  the  Public  Health  Service 
added  the  rest  of  the  money  needed.  The  vessel  Hy  Gene 
was  purchased  from  the  War  Shipping  .Administration  and 
outfitted.  This  boat  is  now  operating  and  has  already  made 
several  health  cruises. 

It  may  be  that  the  result  of  the  survey  will  be  that 
health  officials  will  find  that  as  much  as  $25,000,000  will 
be  needed  to  control  tuberculosis  in  Alaska.  Certainly  there 
will  be  needed  nearer  3000  beds  than  the  150  furnished 
by  the  Hospital  in  Skagway  to  isolate  all  the  open  cases 
of  pulmonary  tuberculosis  in  the  Territory. 

The  same  thought  was  carried  through  in  the  bill  which 
created  the  new  Department  of  Health,  a measure  which 
Dr.  Hayes  lobbied  through  the  last  Legislature,  exposing 
another  bill  drafted  by  “Federal  experts”  which  would 
have  placed  control  of  the  Department  in  the  hands  of 
Federal  officials. 


COMMISSIONER  OF  HEALTH 
APPOINTED 


C.  E.  .Albrecht  of  Palmer  has  been  appointed  to  fill  the 
office  of  Commissioner  in  the  recently  created  Department 
of  Health.  Dr.  Albrecht  has  been  in  the  Army  for  the  last 
several  years  serving  as  a Colonel  in  the  Medical  Corps  in 
the  Alaska  area,  and  has  been  released  from  the  Army  in 
order  to  accept  this  appointment.  We  wish  him  a very  suc- 
cessful administration  and  feel  sure  that  he  will  very  ably 
fill  this  position. 


MEDICAL  NOTES 


Health  Conditions  on  Seward  Peninsula.  It  is  an- 
nounced that  a survey  of  health  conditions  on  Seward 
Peninsula,  as  well  as  northern  'parts  of  .Alaska,  is  to  be 
carried  out  by  G.  V.  Scorebrand,  District  Health  Com- 
missioner of  the  Territorial  Department  of  Health  for 
Westward  and  Interior  Alaska.  The  disease  control  program 
will  consist  of  case  finding,  diagnosis  and  rapid  treatment, 
with  administration  of  immunization,  chest  roentgenograms, 
education  in  nutrition  and  venereal  disease  program.  It  is 
said  the  health  of  the  Eskimos  demands  particular  atten- 
tion. They  will  be  included  in  this  health  survey. 

T.  W.  Benson,  of  Petersburg,  is  a new  member  of  .Alaska 
Territorial  Medical  .Association. 

Cause  of  Intestinal  Disease  To  Be  Investigated.  .An 
investigation  was  recently  instituted  in  Alaska  by  leading 
Ketchikan  physicians,  together  with  the  Territorial  Health 
Department  and  local  health  workers,  to  find  the  cause  of 
outbreaks  of  intestinal  illness  existing  for  several  years  in 
Ketchikan  and  that  vicinity.  Information  will  be  sought 
from  persons  who  are  known  to  have  suffered  intestinal 
illness  of  unknown  origin  during  past  months.  .An  intensive 
survey  was  contemplated  to  secure  this  information. 

A.  F.  Johnson  of  Bremerton,  Wa.sh.,  has  been  issued  a 
temporary  permit  to  practice  medicine  in  Alaska  and  con- 
templates locating  in  .Anchorage  or  Fairbanks. 
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PEDIATRIC  PROBLEM  FOR  JULY 
E.  E.  S.  entered  the  Children’s  Hospital  at  the  age  of 
sixteen  days.  The  complaint  was  that  he  had  refused  food 
for  the  last  two  days.  His  birth  weight  was  4 lbs.  12  ozs. 
On  entrance  to  the  hospital  his  weight  was  4 lbs.  4J4  ozs. 

His  temperature  was  98°  and  pulse  160.  Head  and  face 
were  grayish  in  color,  dusky,  almost  cyanotic.  Ears,  mouth 
and  eyes  were  normal.  Neck  presented  no  pathology.  Chest 
was  thin.  On  observation  his  breathing  was  markedly  ap- 
neic  in  character.  He  would  breathe  about  seven  or  eight 
times  quite  rapidly,  then  suddenly  stop  with  no  attempts 
at  inspiration,  turning  darker  and  darker  in  color.  His  heart 
actions  slowed  until  with  stethoscope  his  pulse  would  be 
twenty  to  thirty  times  per  minute.  Breathing  would  then 
resume  as  rapidly  as  before  and  continue  the  same  apneic 
repetition  and  breathing  periods. 

Areas  of  fine  rales  were  obvious  over  the  back,  more 
particularly  at  the  bass  of  left  lung,  .\bdomen  was  full, 
almost  distended.  G.  U.  reflexes,  etc.,  were  normal. 

What  would  be  your  diagnosis  and  what  treatment 
would  you  follow? 


COMMENTS  ON  OBSTETRIC  PROBLEM 
IN  MAY  ISSUE 

First  commentator  observes  as  follows:  In  my  opinion 
the  obstetric  problem  presented  is  an  instance  of  missed 
abortion.  Early  in  pregnancy  a doctor  discovered  that  the 
uterus  was  enlarged  and  concluded,  with  his  findings  and 
history  as  given,  that  a normal  pregnancy  was  present. 
The  fact  that  now,  some  six  months  later,  the  uterus  is  no 
larger  than  a two  and  a half  to  three  months  pregnancy 
is  excellent  evidence  that  the  fetus  died.  The  death  must 
have  occurred  at  about  three  and  a half  to  four  months 
gestation.  After  death  of  the  fetus  the  uterus  would  be 
expected  to  shrink  to  the  size  discovered  in  April. 

I would  advise  that  a dilatation  and  currettement  be 
done ; prognosis  would  be  a normal  and  rapid  recovery. 

Second  commentator  believes:  There  are  three  evident 
facts  in  the  obstetric  problem  as  related;  (1)  that  con- 
ception occurred  and  pregnancy  actually  progressed  to  a 
certain  undetermined  stage;  (2)  that  some  serious  event 
caused  the  death  of  the  fetus,  evidenced  by  the  fact  that 
the  uterus  has  not  developed  to  the  size  one  would  expect 
in  six  months  time;  (3)  the  products  of  conception  have 
been  retained. 

It  is  hard  to  believe  that  an  abortion  occurred  very 
early  in  the  process  of  gestation ; also,  if  later,  the  patient 


surely  would  have  mentioned  the  fact  of  having  had 
cramps,  passing  clots  and  continued  bleeding.  If  this  be  a 
case  of  incomplete  abortion,  one  would  expect  more  bleed- 
ing than  is  recorded  and  with  occasional  cramps.  Conse- 
quently my  diagnosis  would  be  missed  abortion  and  feel 
that  the  uterus  should  be  emptied. 

Third  commentator  says:  1.  Missed  abortion  is  the  most 
likely  correct  diagnosis  of  the  obstetric  problem  mentioned 
in  last  month’s  forum.  In  the  first  place,  there  is  no  his- 
tory of  losing  the  fetus  nor  of  cramps,  passing  clots  nor  of 
continued  bleeding. 

2.  There  is  a marked  absence  of  enlargement  of  the 
uterus.  At  this  stage  of  pregnancy  the  fundus  should  rise 
to  or  above  the  umbilicus.  Instead,  the  problem  states  it  is 
only  the  size  of  a two  months  gestation.  One  must  con- 
sider the  positive  Friedman  test.  This  at  least  suggests 
the  presence  of  recent  living  placental  cells  or  active  ones 
present  in  the  uterine  wall  in  order  to  stimulate  the  pro- 
duction of  APL  bodies. 

3.  There  is  a possibility  of  this  woman’s  aborting  fairly 
early  in  her  pregnancy  without  taking  especial  note  of  its 
occurrence ; then  two  or  three  months  ago  another  con- 
ception occurred,  progressing  normally  at  present. 

4.  One  must  consider  the  possibility  of  an  abortion  oc- 
curring fairly  early,  then  the  development  of  chorionic 
degenerative  cells  with  the  presence  now  of  a chorioepithe- 
lioma. 

My  advice  would  he  to  empty  the  uterus  with  examina- 
tion of  the  findings  and  do  a Friedman  test  every  month 
for  five  to  six  months  to  be  sure  of  the  elimination  of  the 
possibility  of  a malignancy. 

Conclusion  of  obstetric  problem:  Another  Friedman  test 
was  made  with  repetition  of  the  positive  result.  The  nat- 
ural conclusion  was,  in  consideration  of  the  findings,  pelvic 
examination  and  two  positive  Friedmans,  that  somewhere 
in  this  girl’s  history  she  had  lost  her  unquestioned  preg- 
nancy, recognized  in  October  and  November,  and  had  con- 
ceived again.  Emphatically  and  repeatedly  she  insisted 
there  had  not  been  a single  instance  of  exposure  to  con- 
ception since  her  first  realization  of  a pregnancy  in  Sep- 
tember, six  months  before. 

After  deliberation  and  a number  of  consultations  the 
diagnosis  was  missed  abortion.  Exploration  of  the  uterine 
cavity  revealed  several  sizable  pieces  of  old,  disintegrating 
placental  tissue.  Evidently  a spontaneous,  incomplete  abor- 
tion had  occurred  some  three  to  four  months  previously. 
It  had  been  followed  by  no  bleeding  to  speak  of.  Follow- 
ing the  curettement  her  recovery  was  rapid. 
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The  Fundamentals  of  Electrocardiographic  Inter- 
pretation. By  J.  Bailey  Carter,  M.D.,  F.A.C.P.  Assistant 
(Rush)  Professor,  Department  of  Medicine,  University  of 
Illinois  College  of  Medicine,  etc.  Second  Edition.  406  pp. 
$6.  Charles  C.  Thomas,  Springfield,  111.,  194S. 

This  book  presents  the  subject  of  electrocardiographic  in- 
terpretation in  an  easily  understood  manner.  It  is  of  par- 
ticular interest  to  note  that  considerable  space  is  devoted 
to  the  clinical  value  of  the  electrocardiogram  and  its  place 
in  the  diagnostic  armamentarium.  The  author  also  sounds 
a much  needed  note  of  warning  that  the  electrocardiogram 
is  not  infallible,  that  severe  heart  disease  may  be  present 
with  a normal  tracing.  It  is  also  gratifying  to  note  his  in- 
sistence on  the  use  of  serial  tracings  in  many  of  the  more 
obscure  cardiac  problems.  The  illustrations  are  well  done 


and  the  explanations  extensive.  Each  chapter  has  a con- 
siderable bibliography. 

Two  or  three  of  the  chapters  devoted  to  coronary  occlu- 
sion seem  to  have  been  published  originally  by  the  author 
in  periodicals.  In  including  them  here  considerable  repeti- 
tion has  resulted.  This  space  might  better  have  been  used 
for  more  complete  discussion  of  the  graphic  changes  in 
angina  pectoris  and  other  cardiac  diseases.  It  is  also  unfor- 
tunate that  no  concise  explanation  is  given  of  the  various 
types  of  chest  leads  instead  of  the  symbols  used  so  much 
in  the  literature.  On  the  whole,  however,  this  book  con- 
tains much  worthwhile  information  and  is  well  worth 
reading.  R.  K.  Eggers 
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METAMyOIL 

provides  Smoothage  in  the  treatment  of 
constipation,  protects  the  intestinal  mucosa, 
induces  a gentle,  physiologic  action. 


Metamucil  is  the  highly  refined,  non-irritating  extract  of  a seed  of  the 
psyllium  group,  Plantago  ovata  (50%),  combined  with  dextrose  (50%).  Metamucil 
is  the  registered  trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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Hayfever  Plants.  Their  Appearance,  Distribution,  Time 
of  Flowering,  and  their  Role  in  Hayfever,  with  special 
Reference  to  North  America.  By  Roger  P.  Wodehouse, 
Ph.D.  Associate  Director  of  Research  in  Allergy,  Lederle 
Laboratories,  Pearl  River,  N.  Y.  245  pp.  $4.75.  Chronica 
Botanica  Company,  Waltham,  Mass.,  1945. 

It  is  announced  this  volume  was  written  largely  in  re- 
sponse to  inquiries  from  the  medical  profession,  plant  scien- 
tists, and  sufferers  from  hayfever,  as  well  as  questioners 
among  allergists  who  were  reproached  for  their  lack  of 
knowledge  of  botanical  facts  underlying  their  science.  This 
book  offers  information  along  these  lines  with  which  medi- 
cal practitioners  are  unfamiliar. 

During  the  past  twenty-five  years,  when  pollens  have 
been  recognized  as  the  cause  of  hayfever,  many  facts 
have  been  ascertained  with  which  one  not  trained  as  a 
botanist  must  be  necessarily  unfamiliar.  In  this  volume 
botanical  facts  have  been  brought  together  with  elimina- 
tion of  material  not  bearing  directly  on  the  study  of  hay- 
fever and  asthma.  The  book  describes  plants  which  cause 
hayfever  and  explains  why  certain  plants  cause  this  dis- 
ease while  others,  perhaps  similar  and  closely  related,  do 
not.  It  tells  why  hayfever  plants  grow  in  certain  places 
and  are  excluded  from  others.  It  specifies  which  are  pri- 
mary and  which  secondary  causes  of  hayfever  and  their 
seasons  of  activity  in  various  floristic  areas  throughout 
North  America. 

After  describing  a long  list  of  plants  and  outlining  their 
characteristics  with  illustrations  of  their  physical  appear- 
ance, there  is  a chapter  on  regional  surveys,  specifying  the 
hayfever  plants  existing  in  various  sections.  One  division 
covers  the  North  Pacific  states,  including  Oregon  and  Wash- 
ington. .Another  covers  the  Rocky  Mountain  states,  in- 
cluding Idaho  and  Montana.  In  each  of  these  are  listed 
existing  hayfever  plants  with  appropriate  descriptions 
and  references  pertaining  to  each.  .Anyone  interested  in  this 
class  of  diseases  will  find  this  book  informative  and  useful. 


Technical  Methods  For  the  Technician.  Third  Edi- 
tion. By  Anson  Lee  Brown,  A.B.,  M.D.  706  pp.  $10.  B.  B. 
Printing  Co.,  Columbus,  Ohio,  1944. 

Many  books  have  been  published  dealing  with  laboratory 
technic,  some  based  on  the  work  carried  on  in  laboratories 
of  teaching  institutions,  others  depicting  procedures  of  an 
indivdiual  pathologist.  This  book  belongs  to  the  latter 
group.  The  author  states  that  this  third  edition  is  the  out- 
growth of  an  abundance  of  new  material  and  experiences 
accumulated  since  the  appearance  of  the  second  edition.  He 
states:  “Without  correct  technic  evaluation  is  meaningless, 
and  interpretation  without  value.  Interpretations  are  given 
for  most  procedures  and  detailed  lists  of  diseases  in  which 
various  tests  have  pathologic  significance.” 

Under  laboratory  preparations  are  listed  and  illustrated 
necessary  apparatus.  A major  portion  of  the  volume  is  de- 
voted to  descriptions  of  technics  in  blood  examinations, 
chemistry,  serology,  agglutination  tests  and  miscellaneous 
tests.  These  are  accompanied  by  numerous  illustrations, 
those  pertaining  to  bacteria  being  in  vivid  colors.  Under 
Serology  are  detailed  eight  methods  of  applying  the  Was- 
sermann  test,  one  being  original  with  the  author.  Under 
miscellaneous  examinations  are  tests  for  a greater  variety 
of  additional  examinations  applying  to  pregnancy,  gonor- 
rhea, spinal  fluid,  spirochetes,  feces,  and  others. 


Fundamentals  of  Pharmacology.  By  Clinton  H.  Thienes, 
M.D.,  Ph.D.  Professor  and  Head  of  the  Department  of 
Pharmacology,  School  of  Medicine,  University  of  Southern 
California,  etc.  497  pp.  $5.75.  Paul  B.  Hoeber,  Inc.  Medi- 
cal Book  Department  of  Harper  & Brothers,  New  York, 
1945. 

The  ordinary  physician  has  little  knowledge  of  pharma- 
cology. The  encyclopedic  textbooks  covering  this  branch  of 
science  are  too  voluminous  for  absorption  by  the  medical 
student.  He  has  not  sufficient  time  to  digest  their  contents. 
This  volume  is  offered  as  a full-bodied  “student”  textbook, 
presenting  what  the  student  has  time  to  read.  While  de- 
signed specifically  for  the  undergraduate  medical  student, 
it  will  also  be  useful  to  the  graduate  who  wishes  to  refresh 
his  knowledge  on  this  basic  science.  Emphasis  is  placed  on 
material  which  will  prepare  the  reader  for  subsequent 
clinical  experience  with  drugs.  Material  has  been  selected 
for  discussion  because  of  its  importance  to  the  practitioner 
or  on  account  of  its  value  determined  by  the  author’s 
experience. 

Sections  deal  with  stimulants  and  depressants  of  the  cen- 
tral nervous  system,  drugs  acting  on  the  peripheral  nervous 
system,  drugs  acting  on  muscles.  Other  sections  deal  with 
diuretics,  antiparasitic  drugs,  hormones,  vitamins,  drugs 
with  local  actions  on  body  surfaces.  Illustrations  and  dia- 
grams help  to  clarify  the  text.  The  objective  is  to  pre- 
sent in  concise  form  essential  facts  of  pharmacology. 


The  Art  of  Resuscitation.  By  Paluel  J.  Flagg,  M.D., 
Chairman,  Committee  on  Asphyxia,  American  Medical  As- 
sociation, etc.  453  pp.  $5.  Reinhold  Publishing  Corporation, 
New  York,  1944. 

It  is  well  known  that  preventable  asphyxial  deaths  are 
appallingly  frequent.  This  book  is  intended  to  tell  the  reader 
what  to  do  when  faced  by  an  acutely  asphyxiated  patient 
about  to  die.  After  discussi^  of  general  problems  of  as- 
phyxia, indications  for  treatment  deal  with  obstruction  by 
foreign  matter,  masseteric  and  glottic  spasm,  loss  of  muscle 
tone,  paralysis  of  respiratory  muscles,  pulmonary  pressure 
and  other  causes,  all  of  which  are  explained  in  detail. 

Dealing  wtih  methods  of  resuscitation,  correct  methods 
for  artificial  respiration  are  described  and  illustrated.  There 
are  descriptions  of  oral  and  nasal  inhalers  with  many  suit- 
able illustrations.  Likewise,  transpharyngeal  insufflation  is 
described  as  an  important  method  of  procedure.  Specific 
problems  of  asphyxia  are  considered  as  seen  in  the  newborn, 
high  altitudes,  carbon  monoxide  poisoning,  anesthesia,  sub- 
mersion, poliomyelitis,  electrocution,  gasses  in  fire  fighting, 
as  well  as  other  conditions. 

It  is  emphasized  that  these  are  problems  which  pertain 
particularly  to  organized  medicine,  public  health  service, 
and  federal  departments  as  in  the  .<\rmy  and  Navy.  The 
many  conditions  in  which  asphyxia  may  be  a commanding 
problem  indicates  the  value  of  instruction  such  as  is  con- 
tained in  this  volume. 


The  History  of  Surgical  Anesthesia.  By  Thomas  E. 
Keys.  191  pp.  $6.  Schuman’s,  New  York,  1945. 

There  is  a fascination  in  the  story  of  the  origin  and  de- 
velopment of  any  particular  line  of  medical  or  surgical 
practice.  This  is  particularly  notable  in  the  history  of  sur- 
gical anesthesia.  The  story  in  this  book  is  preceded  by  an 
introductory  essay  by  Chauncey  D.  Leake  which  discusses 
the  origin  and  physiology  of  pain  with  the  effect  upon  it 
of  anesthetics.  His  personal  pharmacologic  studies  afford 
instructive  information  concerning  anesthetics. 
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EDITORIALS 


STATUS  OF  THE  WAGNER  BILL 

It  has  been  announced  that  congressional  con- 
sideration of  the  Wagner-Murray-Dingell  bill  has 
been  deferred  until  fall,  preference  having  been 
scheduled  for  other  more  pressing  measures.  In  the 
meantime  this  affords  opportunities  for  further 
digestion  of  this  bill  and  publication  of  opinions 
as  to  its  usefulness,  and  whether  or  not  it  should 
be  enacted  into  law. 

Already  the  daily  press,  lay  magazines  and 
medical  journals  have  published  abundant  views 
on  these  matters  for  the  enlightenment  of  their 
respective  readers.  Criticisms  of  the  bill  emphasize 
two  outstanding  features.  The  first  protests  the 
un-American  purpose  of  regimenting  the  public 
and  requiring  a large  portion  of  the  population  to 
accept  the  principles  involved,  whether  they  like 
it  or  not.  This  trend  toward  totalitarianism  has 
been  brought  out  in  many  discussions  of  this  bill. 
In  spite  of  Senator  Wagner’s  insistence  that  this 
is  not  intended  as  state  medicine,  it  is  generally 
accepted  to  be  such  in  fact.  The  asserted  free 
choice  of  doctors  is  clearly  recognized  as  a delu- 
sion to  anyone  making  a study  of  the  bill’s  provi- 
sions. 

The  second  freely  publicized  criticism  centers 
on  the  uncertain  and  apparently  huge  speculative 
cost  which  will  ensue.  This  deals  in  the  familiar 
terms  of  billions  of  dollars,  together  with  the  limit- 
less bureaucracy  which  will  be  entailed  in  its  ex- 
ecution. 

Attention  has  been  directed  to  the  fact  that  the 
proponents  of  this  bill  failed  to  make  an  adequate 
investigation  of  the  need  for  compulsory  health 
insurance,  apparently  overlooking  the  different  de- 
mands of  rural  and  urban  requirements.  Evidently 
there  has  not  been  full  appreciation  of  the  de- 
velopments in  our  states  of  voluntary  prepayment 
medical  service  plans,  providing  both  hospital  and 
medical  services  on  a voluntary  basis.  The  de- 
mands for  more  elaborate  provisions  for  medical 
care  have  been  studied  by  officials  of  American 
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Medical  Association,  who  have  expressed  their 
conclusions  in  the  “Constructive  Program  for 
Medical  Care,”  prepared  by  the  Council  on  Medi- 
cal Service  and  Public  Relations  and  the  Board 
of  Trustees,  which  appears  on  another  page  of 
this  issue.  This  summarizes  the  objectives  of  the 
largest  body  of  medical  practitioners  in  our  na- 
tion, and  is  worthy  of  the  careful  attention  of  all 
people  interested  in  this  question  of  health  insur- 
ance. 


EDUCATIONAL  FACILITIES  FOR 
RETURNING  VETERANS 

Much  has  been  published  relative  to  refresher 
courses  for  returning  medical  veterans.  Question- 
naires were  sent  to  21,029  service  men,  of  whom 
approximately  20  per  cent  expressed  the  desire  for 
short  term  refresher  and  review  courses  of  six 
months  or  less  duration.  Although  twenty  divisions 
were  listed,  the  majority  expressed  a desire  for  in- 
ternal medicine,  surgery,  general  training  and  ob- 
stetrics-gynecology. The  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical 
Association  publishes  about  January  1 and  July  1 
lists  of  graduate  continuation  courses  for  prac- 
ticing physicians.  These  include  much  information 
concerning  schedules  of  courses,  tuition,  registra- 
tion fees  and  other  data. 

At  present  there  are  718  civilian  hospitals  ap- 
proved for  internships  in  the  United  States  which 
can  accommodate  over  8,000  internes.  During  the 
postwar  period  it  is  anticipated  that  most  of  the 
internships  will  be  one  year  assignments  with  op- 
portunity for  subsequent  residencies  if  so  desired. 
Lists  of  approved  internships  can  be  obtained 
from  the  A.M.A.  Bureau  of  Information  which 
will  explain  details  concerning  all  matters  pertain- 
ing to  hospital  internships.  It  is  stated  that  the 
interest  and  cooperation  of  hospitals  throughout 
the  country  indicates  that  educational  opportuni- 
ties will  be  available  to  all  medical  officers  who 
desire  further  training  after  the  war. 

It  is  considered  probable  that  many  returning 
medical  veterans  may  desire  relocations  for  pri- 
vate practice.  The  Bureau  of  Information  has  ac- 
cumulated data  about  medical  and  economic  fea- 
tures of  counties  in  the  United  States  which  can 
aid  such  medical  officers  who  desire  information 
about  the  needs  of  communities  for  doctors.  Names 
of  officials  of  county  societies  are  available  with 
all  desired  information  concerning  population,  hos- 
pitals, public  health  facilities,  and  many  other 
features  desired  for  new  location.  Any  physician 
in  war  service  who  desires  information  on  any  of 


these  matters  is  requested  to  write  to  the  Bureau 
of  Information  of  the  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago  10,  111. 

INSPECT  YOUR  MALPRACTICE 
INSURANCE  POLICY 

Every  practicing  physician  should  be  properly 
protected  by  insurance  against  malpractice  suits. 
No  practitioner  can  tell  when  action  may  be 
brought  against  him,  oftentimes  on  trivial  or  as- 
sumed grounds  for  malpractice.  One  should  be 
assured  that  his  policy  protects  him  in  case  of  any 
form  of  malpractice  threat. 

A communication  recently  received  states  that 
the  writer  and  another  physician  were  called  in 
consultation  in  the  case  of  a fulminating  type  of 
eclampsia.  Their  advice  was  against  cesarean  sec- 
tion which  the  attending  physician  favored.  Some 
time  after  fatal  termination  suit  was  instituted 
against  these  doctors  for  malpractice  by  prevent- 
ing cesarean  section. 

Although  the  doctors  carried  malpractice  insur- 
ance policies  issued  by  responsible  insurance  com- 
panies, they  refused  to  defend  the  case  on  the 
ground  that  only  claims  for  monetary  damage  are 
defended  by  the  insurance  companies.  Although 
the  defendants  were  acquitted  in  this  suit,  they 
were  obliged  to  bear  all  the  expenses  since  aid  by 
the  insurance  companies  was  refused.  They  re- 
ported that  it  was  the  universal  opinion  of  their 
medical  friends  that  this  insurance  situation  is  un- 
just and  should  be  remedied.  It  seems  timely  to 
suggest  that  a physician  insured  against  malprac- 
tice should  inspect  his  policy  and  note  what  are 
its  exceptions  in  the  way  of  protection. 

DETERMINATION  OF  DATE  OF 
OVULATION 

There  are  two  classes  of  women  who  are  espe- 
cially concerned  with  the  date  of  ovulation.  The 
first  includes  sterile  wives  who  desire  pregnancy 
the  others  being  those  women  who  oppose  preg- 
nancy and  struggle  to  avoid  it.  It  has  been  estab- 
lished that  the  most  favorable  time  for  conception 
is  at  commencement  of  ovulation  and  during  its 
continuance.  If  coitus  is  performed  at  its  beginning, 
pregnancy  can  commonly  be  anticipated,  and  its 
avoidance  is  likely  to  escape  pregnancy.  The  prob- 
lem, therefore,  is  to  ascertain,  if  possible,  the  period 
of  beginning  ovulation. 

It  has  been  determined  by  numerous  experi- 
menters that  a woman’s  normal  temperature  is 
elevated  during  the  ovulation  period.  The  method 
for  ascertaining  this  time  in  the  menstrual  cycle 
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has  been  explained  by  Tompkins^'  who  reviewed  the 
literature  and  described  the  correct  methods  for 
determining  the  ovulation  period  by  use  of  basal 
temperature  graphs.  Careful  observers  have  proved 
that  there  is  a slight  lowering  of  temperature  at  the 
beginning  of  ovulation  with  a subsequgnt  rise  of 
two  or  three-fifths  of  a degree  which  continues  dur- 
ing ovulation.  At  commencement  of  the  rise  is  the 
fruitful  period  for  conception.  Ordinarily  this  occurs 
about  fourteen  days  before  beginning  of  menstru- 
ation. 

In  order  to  ascertain  the  beginning  of  ovulation 
the  temperature  must  be  taken  daily  with  record- 
ings on  a suitable  graph,  which  process  should  be 
continued  persistently  for  several  months.  The 
rectal  temperature  is  taken  at  the  same  hour  every 
morning  after  wakening,  before  rising,  eating, 
drinking  or  smoking.  The  daily  recording  of  tem- 
perature begins  at  the  end  of  each  menstruation, 

1.  Tompkins,  P. : The  Use  of  Basal  Temperature  Graphs 
in  Determining  the  Date  of  Ovulation.  J.A.M.A.,  124: 
698-700,  March  11,  1944. 


thus  initiating  the  recording  of  a new  menstrual 
cycle.  Records  of  a series  of  monthly  graphs  will 
determine  for  the  individual  the  probable  time  of 
beginning  ovulation.  This  has  been  confirmed  by 
some  experimenters  by  means  of  abdominal  inci- 
sion, verifying  the  temperature  record. 

In  order  to  facilitate  recording  the  basal  tem- 
perature and  establishing  records  of  monthly 
graphs,  the  Planned  Parenthood  Federation  of 
America^  has  issued  a six  months  basal  tempera- 
ture record  with  detailed  instructions  to  be  fol- 
lowed, summarizing  the  principles  explained  by 
Tompkins,  with  detailed  specifications  of  necessary 
items  for  record.  If  fertility  has  not  hitherto  been 
obtained  and  a disappointed  wife  is  willing  to  put 
forth  the  time  and  effort  for  probably  establishing 
pregnancy,  this  Tompkins  method  of  attaining  this 
result  is  worthy  of  her  study  and  faithful  perform- 
ance. 

2.  Planned  Parenthood  Federation  of  America,  Inc., 
501  Madison  Ave.,  New  York  22,  N.  Y. 


ORTHOPEDIC  FOOTWEAR  CLINIC 

•An  orthopedic  clinic  has  been  opened  at  the  Boston  Quar- 
termaster Depot  to  supply  scientifically  designed  lasts  for 
shoes  that  will  be  specially  built  for  soldiers  who  have  suf- 
fered foot  injuries  in  line  of  duty.  Details  of  the  Clinic 
were  worked  out  jointly  by  the  Office  of  The  Quarter- 
master General  and  the  Office  of  The  burgeon  General 
which  has  assigned  an  orthopedic  surgeon,  Major  Saul 
S.  Steinbergh,  MC,  to  the  Clinic. 

A recent  “spot  check”  of  general  and  regional  hospitals 
showed  that  about  a thousand  patients  are  in  need  of 
special  footwear  and  many  of  these  will  require  orthopedic 
shoes  as  long  as  they  live,  according  to  Colonel  Leonard  T. 
Peterson,  Chief  of  the  Orthopedic  Branch,  Office  of  The 
Surgeon  General. 

Requirements  from  which  the  special  shoe  lasts  must  be 
made  are  very  exacting.  A newly  invented  cast  making  ma- 
chine, which  assures  a scientifically  accurate  mold,  has  been 
installed  at  the  Clinic  and  courses  are  now  being  given  in 
its  operation.  .Attending  these  courses  are  enlisted  orthopedic 
mechanics  from  ten  hospitals  where  similar  machines  will 
be  installed.  These  hospitals  are  Lawson  General  at  .Atlanta, 
Ga.,  Vaughan  General  at  Hines,  111.,  McCloskey  General 
at  Temple,  Tex.,  Walter  Reed  General  at  Washington, 
D.  C.,  Billings  General  at  Ft.  Benjamin  Harrison,  Ind., 
Bushnell  General  at  Brigham  City,  Utah,  Dibble  General  at 
Menlo  Park,  Calif.,  Madigan  General  at  Tacoma,  Wash., 
and  the  U.  S.  Army  Hospital  Centers  at  Camp  Edwards, 
Mass.,  and  Camp  Carson,  Colo. 

Lasts  for  orthopedic  shoes  will  not  be  made  until  foot 
injuries  have  healed  sufficiently  so  measurements  will  not 
change.  The  patient  will  then  be  sent  to  have  a cast  made 
at  the  nearest  hospital  which  has  a casting  machine.  Meas- 
urements can  be  completed  within  an  hour.  After  the  pa- 
tient is  discharged  from  the  Army  his  special  shoe  last 
will  be  available  for  future  use. 


HEALTH  OF  TROOPS  HERE  IS  EXCELLENT 
During  this  past  winter  and  spring  the  health  of  troops 
stationed  in  the  United  States  has  been  excellent,  surpassing 
that  of  any  previous  war  year.  The  low  hospital  admission 
rate  for  all  diseases  reflects  fewer  communicable  conditions, 
as  it  is  during  this  period  of  the  year  that  infectious  dis- 
eases usually  predominate. 

There  were  less  respiratory  diseases  than  in  any  previous 
war  year,  although  during  May  there  was  a slight  rise  in 
these  cases.  Pneumonia,  measles,  scarlet  fever,  meningitis 


and  rheumatic  fever  were  all  less  prevalent  than  during  the 
winter  and  spring  of  1944.  The  only  important  infectious 
diseases  of  which  this  was  not  true  were  venereal  diseases 
and  infectious  hepatitis. 

Relapses  in  the  United  States  of  malaria  infections  ac- 
quired in  tropical  areas  overseas  increased  each  month  until 
March,  1945,  but  have  since  declined  slightly.  With  malaria 
control  in  all  overseas  areas  now  greatly  improved,  the 
number  of  relapse  cases  should  continue  to  decrease. 


AMPUTEE  DRIVING  DEMONSTRATION 

.A  unique  driving  demonstration  was  given  by  amputation 
patients  at  the  Forest  Glen  Section  of  Walter  Reed  General 
Hospital,  Washington,  D.  C.  Included  in  the  audience  were 
Army  and  Navy  officers.  Government  officials,  state  motor 
vehicle  administrators  and  representatives  from  engineering 
and  traffic  control  groups. 

First,  these  soldiers  who  had  lost  arms  or  legs  showed 
how  skillfully  they  could  handle  an  auto  as  a result  of  the 
training  now  being  given  handicapped  soldiers  in  driving 
courses  as  part  of  the  Army  Reconditioning  Program.  In 
this  demonstration  they  drove  the  regulation  dual  control 
cars  in  which  they  had  received  their  instruction.  They  next 
demonstrated  their  driving  ability  in  autos  equipped  with 
special  devices. 

These  mechanical  aids  have  been  designed  by  the  War 
Engineering  Board  of  the  Society  of  Automobile  Engineers 
to  assist  the  handicapped  to  drive  and  are  an  additional 
safety  element.  Selection  of  equipment  depends  on  the  spe- 
cific disability  of  the  driver.  Its  installation  will  not  inter- 
fere with  a car’s  normal  operation  by  other  drivers. 


PRESIDENT  TRUM.AN  BOOSTS  COMBAT 
MEDIC  PAY 

Enlisted  medical  corpsmen,  better  known  as  medics, 
assigned  or  attached  to  regimental  or  smaller  combat  units 
who  are  authorized  to  wear  the  Medical  Badge,  will  now 
receive  an  additional  ten  dollars  a month  under  provisions 
of  HR  2477  which  the  President  signed  on  July  6.  The  bill 
is  largely  an  outgrowth  of  strong  sentiment  that  medical 
men  who  are  exposed  to  the  same  danger  as  infantrymen 
receive  compensation  similar  to  that  which  is  awarded  to 
wearers  of  the  combat  infantry  badge. 
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CONSTRUCTIVE  PROGRAM  FOR  MEDICAL  CARE 

AMERICAN  MEDICAL  ASSOCIATION 

This  platform  was  adopted  by  the  Council  on  Medical  Service  and  Public  Relations  and  the  Board  of 
Trustees  of  the  American  Medical  Association  on  June  22,  1945. 

Preamble 

The  physicians  of  the  United  States  are  interested  in  extending  to  all  people  in  all  communi- 
ties the  best  possible  medical  care.  The  Constitution  of  the  United  States,  the  Bill  of  Rights  and 
the  “American  Way  of  Life”  are  diametrically  opposed  to  regimentation  or  any  form  of  totali- 
tarianism. According  to  available  evidence  in  surveys,  most  of  the  American  people  are  not  inter- 
ested in  testing  in  the  United  States  experiments  in  medical  care  which  have  already  failed  in 
regimented  countries. 

The  physicians  of  the  United  States,  through  the  American  Medical  Association,  have  stressed 
repeatedly  the  necessity  for  extending  to  all  corners  of  this  great  country  the  availability  of  aids 
for  diagnosis  and  treatment,  so  that  dependency  will  be  minimized  and  independence  will  be  stimu- 
lated. American  private  enterprise  has  won  and  is  winning  the  greatest  war  in  the  world’s  history. 
Private  enterprise  and  initiative  manifested  through  research  may  conquer  cancer,  arthritis  and 
other  as  yet  unconquered  scourges  of  humankind.  Science,  as  history  well  demonstrates,  pros- 
pers best  when  free  and  unshackled. 

Program 

The  physicians  represented  by  the  American  Medical  Association  propose  the  following  con- 
structive program  for  the  extension  of  improved  health  and  medical  care  to  all  the  people : 

1.  Sustained  production  leading  to  better  living  conditions  with  improved  housing,  nutri- 
tion and  sanitation  which  are  fundamental  to  good  health;  we  support  progressive  action  toward 
achieving  these  objectives: 

2.  An  extended  program  of  disease  prevention  with  the  development  or  extension  of  or- 
ganizations for  public  health  service  so  that  every  part  of  our  country  will  have  such  service, 
as  rapidly  as  adequate  personnel  can  be  trained. 

3.  Increased  hospitalization  insurance  on  a voluntary  basis. 

4.  The  development  in  or  extension  to  all  localities  of  voluntary  sickness  insurance  plans 
and  provision  for  the  extension  of  these  plans  to  the  needy  under  the  principles  already  estab- 
lished by  the  American  Medical  Association. 

5.  The  provision  of  hospitalization  and  medical  care  to  the  indigent  by  local  authorities 
under  voluntary  hospital  and  sickness  insurance  plans. 

6.  A survey  of  each  state  by  qualified  individuals  and  agencies  to  establish  the  need  for 
additional  medical  care. 

7.  Federal  aid  to  states  where  definite  need  is  demonstrated,  to  be  administered  by  the 
proper  local  agencies  of  the  states  involved  with  the  help  and  advice  of  the  medical  profession. 

8.  Extension  of  information  on  these  plans  to  all  the  people  with  recognition  that  such 
voluntary  programs  need  not  involve  increased  taxation. 

9.  A continuous  survey  of  all  voluntary  plans  for  hospitalization  and  illness  to  determine 
their  adequacy  in  meeting  needs  and  maintaining  continuous  improvement  in  quality  of  medi- 
cal service. 

10.  Discharge  of  physicians  from  the  armed  services  as  rapidly  as  is  consistent  with  the 
war  effort  in  order  to  facilitate  redistribution  and  relocation  of  physicians  in  areas  needing 
physicians. 

11.  Increased  availability  of  medical  education  to  young  men  and  women  to  provide  a 
greater  number  of  physicians  for  rural  areas. 

12.  Postponement  of  consideration  of  revolutionary  changes  while  60,000  medical  men  are 
in  the  service  voluntarily  and  while  12,000,000  men  and  women  are  in  uniform  to  preserve  the 
American  democratic  system  of  government. 

13.  Adoption  of  federal  legislation  to  provide  for  adjustments  in  draft  regulation  which 
will  permit  students  to  prepare  for  and  continue  the  study  of  medicine. 

14.  Study  of  postwar  medical  personnel  requirements  with  special  reference  to  the  needs 
of  the  veterans’  hospitals,  the  regular  army,  navy  and  United  States  Public  Health  Service. 
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ORIGINAL 

ETIOLOGIC  FACTORS  RESPONSIBLE 
FOR  T WAVE  CHANGES  IN  THE 
ELECTROCARDIOGRAM* 

Major  Frank  R.  Maddison 

MEDICAL  CORPS,  ARMY  OF  THE  UNITED  STATES 
CHIEF,  CARDIOVASCULAR  SERVICE, 

HAMMOND  GENERAL  HOSPITAL 

MODESTO,  CALIF. 

There  is  little  doubt  that  the  increasing  use  of 
the  electrocardiogram  in  the  past  decade  has  greatly 
facilitated  a more  accurate  diagnosis  of  heart  dis- 
ease. However,  there  is  also  little  question  that 
there  has  been  a tendency  among  many  physicians 
to  overestimate  the  importance  of  the  electrocardio- 
gram in  determining  the  presence  or  absence  of 
heart  disease.  Most  clinicians  can  recall  instances 
in  their  experience,  in  which  diagnosis  of  cardiac 
disorders  have  been  made  by  attaching  undue  sig- 
nificance to  minor  changes  in  the  electrocardio- 
graphic tracing.  It  is  also  a too  common  experience 
for  the  surgeon,  pre-  or  postoperatively,  to  request 
an  ECG  to  “check  up  on  the  patient’s  heart”  and  to 
\dew  its  interpretation  as  the  final  word  as  to 
whether  or  not  the  patient  is  suffering  from  some 
cardiac  complication. 

The  limitations  of  the  electrocardiogram,  the  in- 
herent danger  in  overzealous  interpretation  and  the 
necessity  of  regarding  the  ECG  as  simply  another 
laboratory  procedure,  which  must  be  used  in  corre- 
lation with  a careful  clinical  history  and  physical 
examination,  have  been  emphasized  in  the  recent 
literature^.  There  is  some  doubt,  however,  that 
these  facts  are  appreciated  by  physicians  generally. 
Considerable  work  has  also  been  done  to  indicate 
that  a surprising  number  of  minor  abnormalities  in 
the  ECG  may  occur  in  normal  individuals-.  A good 
deal  more  of  this  type  of  work  in  a large  series  of 
patients  is  necessary  in  order  to  gauge  accurately 
the  relative  significance  of  slight  deviations  from 
“normal”  in  the  electrocardiogram. 

In  my  opinion  the  above  statements  are  particu- 
larly applicable  to  interpretation  of  the  T and  ST 
segments  in  the  electrocardiographic  tracing.  Too 
often  alterations  in  these  segments  have  been  as- 
cribed to  coronary  arteriosclerosis,  when  later 
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events  have  indicated  that  no  such  condition  was 
present.  Recent  publications^^^  emphasizing  the  in- 
creasing importance  of  coronary  disease  in  the 
young  age  group,  will  doubtless  tend  to  produce  a 
marked  impression  on  physicians  and  may  thereby 
create  the  opinion  that  coronary  disease  is  common 
in  early  life.  There  is  little  doubt  that  well  mean- 
ing physicians  have  made  cardiac  neurotics  of  some 
middle  aged  patients  who  have  very  questionable  or 
borderline  coronary  arteriosclerosis.  The  spread  of 
this  idea  to  the  younger  age  group  would  indeed  be 
inadvisable. 

At  Hammond  General  Hospital  a number  of  pa- 
tients with  abnormalities  in  the  T and  ST  segments 
have  been  observed.  In  many  of  these  patients  a 
diagnosis  of  serious  heart  disease,  based  on  changes 
in  the  electrocardiogram,  has  been  made  before  the 
patient’s  entry  to  this  hospital.  Careful  clinical  ob- 
servation of  these  patients  indicated  that  no  heart 
disease  existed  and  that  the  electrocardiographic 
changes  could  be  ascribed  to  other  etiologic  factors. 
A comparison  of  the  electrocardiograms  of  these  pa- 
tients with  those  of  patients  manifesting  actual 
heart  disease  illustrate  the  marked  similarity  in  the 
tracings.  Table  I shows  the  wide  variety  of  etio- 
logic factors  which  may  produce  abnormal  T wave 
patterns  and  is  divided  into  three  groups,  classified 
according  to  the  degree  of  reversible  change  in  the 
electrocardiogram. 

Five  cases  are  briefly  presented  which  illustrate 
some  of  the  etiologic  factors  in  Group  1. 

TABLE  1 — ETIOLOGIC  FACTORS  RESPONSIBLE  FOR  T WAVE 
CHANGES  IN  THE  ELECTROCARDIOGRAM 

Group  1 

Factors  which  lead  to  myocardial  anoxia  or  to  some 
toxic  myocardial  change 

Generally,  these  factors  cause  ECG  changes  which  are 
reversible  in  character  and  leave  no  residual  myocardial 
damage.  They  are: 

1.  Acidosis  or  alkalosis  (factors  which  effect  the  alkaline 
reserve) — diabetes  mellitus,  renal  disease  and  neuro- 
circulatory  asthenia. 

2.  Emetine  or  other  drugs  with  toxic  effect  on  the  myo- 
cardium. 

3.  Malarial  fever,  dengue  fever  and  other  tropical  fevers. 

4.  Paroxysmal  tachycardia. 

5.  .Avitaminosis,  espiecially  those  of  the  “B”  Complex 
group. 

6.  Hypothyroidism. 

CASE  REPORTS 

Case  1.  A 35  year  old  female  with  diabetes  mellitus  of 
two  years  duration  was  admitted  to  the  hospital  in  a state 
of  diabetic  acidosis.  She  complained  of  weakness,  anorexia 
and  dyspnea,  and  she  had  a marked  odor  of  acetone  on  her 
breath.  Examination  of  the  urine  revealed  a 4 plus  reaction 
to  sugar,  acetone  and  diacetic  acid,  h'asting  blood  sugar 
was  394  mg.;  blood  cholesterol  was  362  mg.  .\n  electro- 
cardiogram (fig.  1-.4),  made  a few  hours  after  admission, 
revealed  a flattened  and  inverted  T2  and  a coved  inverted 
Ts.  Five  days  later,  after  therapy  with  insulin,  sodium  lac- 
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Fig.  1 Fig. 

Fig.  1.  Clinical  diagnosis:  Diabetic  acidosis.  (A),  taken 
a few  hours  after  admission  to  hospital,  revealed  a flat- 
tened inverted  T2  and  a coved  inverted  T3.  (B)  five  days 
later  after  correction  of  acidosis,  showing  reversion  to 
normal  pattern. 

Pig.  2.  Clinical  diagnosis:  Amebic  abscess  of  liver.  (A), 
taken  during  second  course  of  emetine  therapy,  revealed 
depressed  amplitude  of  the  QRS  complexes  with  an  in- 

tate  and  diet,  a second  electrocardiogram  (fig.  1-B)  was 
essentially  normal.  The  inversion  of  the  QRSs  complex  is  in- 
terpreted as  due  to  body  configuration  and  not  the  result 
of  a left  ventricular  preponderance. 

Discussion:  Diabetes  mellitus  is  known  to  be  a 
predisposing  factor  in  the  development  of  coronary 
disease.  This  is  especially  true  when  it  is  associated 
with  a hypercholesterolemia.  However,  in  this  case, 
the  rapid  reversion  to  a normal  pattern  on  the  elec- 
trocardiogram, coincident  with  the  disappearance  of 
the  acidosis  and  the  lack  of  other  clinical  findings 
to  support  a diagnosis  of  coronary  disease,  led  to 
the  conclusion  that  the  ECG  changes  could  be  at- 
tributed to  myocardial  anoxia. 

This  patient  has  now  been  observed  for  a period 
of  four  months,  during  which  time  she  has  remained 
well  balanced  on  her  diabetic  regime  and  entirely 
free  of  any  subjective  symptoms.  A follow-up  elec- 
trocardiogram four  months  after  her  hospital  entry 
was  again  normal.  Although  the  primary  changes 
seen  in  the  ECG  during  her  episode  of  diabetic 
acidosis  would  have  been  extremely  easy  to  ascribe 
to  coronary  sclerosis,  the  favorable  progress  of  the 
patient  justifies  a more  conservative  interpretation 
in  her  case. 

Case  2.  A 26  year  old  male  patient  developed  dysentery 
while  stationed  in  Texas  in  October,  1942.  There  was  no 
history  of  heart  disease.  For  about  a week  he  had  inter- 
mittent diarrhea  associated  with  abdominal  cramps.  This 
subsided  and  he  felt  well  until  three  months  later,  when  he 
again  became  ill  with  right  upper  quadrant  pain  and  fever. 
Liver  abscess  was  discovered,  at  which  time  the  etiology 
was  unrecognized. 

After  four  months  of  sulfonamide  therapy  and  repeated 
aspirations  of  the  abscess  he  remained  unimproved.  .After 
transfer  to  Hammond  General  Hospital  the  administration 


2 Fig.  3 

version  of  T2.  (B),  showing  normal  findings,  was  made 
eight  weeks  after  emetine  was  discontinued. 

Fig.  3.  Clinical  diagnosis:  Malarial  fever,  tertian,  re- 
current, severe.  (A),  taken  at  height  of  fever  paroxysm, 
revealing  inversion  of  T waves  in  leads  1,  2 and  4 with 
slurring  in  the  QRS2  complex.  (B),  made  two  days  later 
when  patient  was  afebriie,  showing  reversion  to  normal 
pattern. 

of  emetine  hydrochloride  0.06S  Gm.  intramuscularly  daily 
for  eight  days  resulted  in  dramatic  improvement.  Electro- 
cardiograms made  before  and  after  the  administration  of 
the  first  course  of  treatment  with  this  drug  were  normal. 
.After  a ten  day  rest  period  a second  course  of  emetine  was 
started  and  serial  electrocardiograms  were  secured.  A grad- 
ual depression  in  the  QRS  voltage  was  noted  and  finally 
an  associated  inversion  of  Ta  developed  (fig.  2-A).  In  view 
of  the  changes,  emetine  was  discontinued  and  the  electro- 
cardiogram returned  to  normal,  only  after  a prolonged 
period  of  eight  weeks  time  (fig.  2-B). 

Discussion:  The  toxic  effect  of  emetine  on  the 
myocardium  is  well  known®,  but  electrocardia- 
graphic  changes  resultant  thereto  have  not  been 
adequately  described.  Depression  in  the  QRS  volt- 
age and  associated  T wave  inversion,  as  noted  in 
this  patient,  can  best  be  ascribed  to  the  toxic  myo- 
cardial effect  of  the  drug. 

Case  3.  A 26  year  old  male  patient,  who  was  evacuated 
from  the  Southwest  Pacific  area  because  of  malarial  fever 
of  a recurrent  severe  type,  continued  to  manifest  recur- 
rences for  months  after  his  return  to  the  mainland.  Plas- 
modium vivax  was  demonstrated  in  the  blood  on  repeated 
occasions.  There  was  no  history  of  chest  pain,  shortness 
of  breath  nor  tachycardia.  .An  electrocardiogram  (fig.  3-.A), 
taken  at  the  height  of  a paroxysm  of  fever,  showed  inver- 
sion of  T waves  in  leads  1,  2 and  4 in  association  with 
slurring  in  the  QRS2  complex.  Two  days  after  the  fever 
had  subsided,  a second  electrocardiogram  (fig.  3-B)  showed 
a reversion  to  normal.  The  left  axis  deviation  indicated  by 
the  inversion  of  QRS3  is  interpreted  as  the  result  of  body 
configuration  and  not  due  to  left  ventricular  preponderance. 

Discussion:  These  abnormal  ECG  findings  which 
appeared  at  the  height  of  the  paroxysm  of  fever 
were  accredited  to  a state  of  myocardial  anoxia. 
Electrocardiographic  study  of  a series  of  sixty-one 
untreated  malarial  patients  at  the  Hammond  Gen- 

5.  Goodman,  L.  and  Gilman,  A. : Pharmacologic  Basis 
of  Therapeutics,  pp.  932-3.  MacMillan  Company,  New  York. 
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^ral  Hospital  revealed  this  type  of  abnormality  in 
approximately  18  per  cent  of  the  patients  during 
the  febrile  period.  There  is  reason  to  believe  that 
Other  tropical  fevers,  such  as  dengue  and  typhus, 
may  cause  this  same  abnormal  pattern. 

Case  4.  After  strenuous  physical  exertion,  a 36  year  old 
soldier  developed  pain  in  the  back  and  right  shoulder,  as- 
sociated with  momentary  stabbing  pains  over  the  precor- 
dium.  His  past  history  revealed  episodes  of  fluttering  heart 
action  and  tachycardia  which  he  noted  especially  on  lying 
down  at  night. 

At  the  age  of  14  he  was  told  that  he  had  an  enlarged 
heart.  .\n  electrocardiogram  (fig.  4-.\),  taken  overseas  at 
the  time  of  the  attack  of  chest  pain  revealed  inverted  Ti 
and  diphasic  T<.  A diagnosis  of  myocardial  insufficiency 
was  made  and  he  was  transferred  to  this  hospital.  On  ad- 
mission he  still  complained  of  residual  pain  in  the  right 
shoulder,  back  and  left  intercostal  muscles. 

There  were  no  unusual  physical  or  laboratory  findings 
elicited,  .^n  electrocardiogram  (fig.  4-B),  taken  December 
9,  1943,  approximately  two  months  after  the  initial  ECG, 


Case  5.  While  in  the  Southwest  Pacific  area,  a 25  year 
old  male  patient,  with  a history  of  neurocirculatory  asthenia 
with  spells  of  tachycardia,  suffered  a febrile  episode  .'\ugust 
21,  1943,  associated  with  severe  backache  and  bone  pains. 
On  September  9,  he  developed  severe,  sharp,  stabbing  pain 
over  the  precordium,  aggravated  by  deep  breathing.  Fever, 
leukocytosis,  or  increased  sedimentation  rate  were  not  ob- 
served at  this  time  or  subsequently. 

An  electrocardiogram  (fig.  S-.^),  taken  at  the  time  of 
his  episode,  showed  a diphasic  T-  with  an  inverted  and 
coved  Ts  and  a markedly  exaggerated  upright  T<.  Although 
the  pain  had  subsided  within  a week,  a repeat  ECG  taken 
September  19  showed  identical  findings.  He  was  evacuated 
to  the  mainland  with  a diagnosis  of  myocardial  infarction. 
On  admission  to  Hammond  General  Hospital  physical  ex- 
amination and  laboratory  findings  were  negative.  An  elec- 
trocardiogram (fig.  5-B),  taken  October  27,  five  weeks 
after  his  last  abnormal  ECG,  was  normal. 

Discussion:  This  patient  was  stationed  in  an  en- 
demic area  of  dengue  fever  and  it  is  possible  that 
the  febrile  illness  was  due  to  this  cause.  The  fact 
that  he  had  previously  suffered  spells  of  tachycar- 


Fig.  4 Fig. 

Fig.  4.  Clinical  diagnosis:  Neurocirculatory  asthenia 

with  recurrent  attacks  of  paroxysmal  tachycardia.  (A), 
taken  several  days  after  a spell  of  tachycardia,  revealing 
inversion  of  Tl  and  diphasic  T4.  (B),  made  two  months 
later,  showing  reversion  to  normal. 

Fig.  5.  Clinical  diagnosis:  Neurocirculatory  asthenia. 

(A),  obtained  several  days  after  an  attack  of  dengue 


5 Fig.  6 

fever,  revealing  a diphasic  T2,  inverted  and  coved  T3 
and  a markedly  exaggerated  upright  T4.  (B),  made  two 
months  later,  showing  reversion  to  normal. 

Fig.  6.  Clinical  diagnosis:  Rheumatic  fever.  (A),  taken 
during  a recrudescence  of  symptoms,  revealing  a diphasic 
T2  and  a coved  and  inverted  T4.  (B),  obtained  two  weeks 
later,  showing  reversion  to  normal  pattern. 


was  entirely  normal.  The  patient  improved  and  was  dis- 
charged to  duty  free  from  symptoms. 

Discusion : This  patient  was  under  the  impression 
that  he  had  an  enlarged  heart  since  the  age  of  four- 
teen which,  after  careful  clinical,  roentgen  and  lab- 
oratory studies  at  this  hospital,  could  not  be  cor- 
roborated. In  this  case,  certain  electrocardiographic 
changes  were  apparently  erroneously  attributed  to 
organic  heart  disease  in  a patient  suffering  from 
attacks  of  tachycardia.  Identical  changes  occur- 
ring in  patients  susceptible  to  paroxysmal  tachy- 
cardia, in  whom  the  abnormal  pattern  may  persist 
for  months  before  reversion  to  normal,  have  re- 
cently  been  described.® 

6. Geiger,  A.  J. : Electrocardiogiams  Simulating  Those 
of  Coronary  Thrombosis  After  Cessation  of  Paroxy.smal 
Tachycardia.  Am.  Heart  J.,  26:555-560,  Oct.,  1943. 


dia  and  had  exhibited  signs  and  symptoms  of  neu- 
rocirculatory asthenia  might  also  be  of  etiologic 
significance.  The  clinical  impression  that  he  had 
suffered  a myocardial  infarction  was  based  pri- 
marily on  the  electrocardiographic  interpretation.  If 
myocardial  infarction  had  been  the  cause,  it  would 
have  been  most  unusual  for  the  abnormal  pattern 
to  have  remained  stationary  for  ten  days,  and  then 
to  have  reverted  to  a normal  pattern  five  weeks 
later.  As  already  pointed  out,  such  findings  are  not 
rare  in  patients  with  a history  of  tachycardia  and 
neurocirculatory  asthenia,  though  in  this  instance 
the  possible  presence  of  dengue  fever  may  have 
been  a contributing  factor.  The  patient  was  returned 
to  duty. 
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To  illustrate  Group  2,  two  cases  of  rheumatic 
fever  are  presented  as  typical  of  changes  which  may 
occur  in  this  group  of  patients. 

Group  2 

Factors  which  lead  to  a bacteremia  or  toxemia  with 
deleterious  effect  on  the  myocardium 

As  a rule,  these  cause  ECG  changes  which  may  or  may 
not  be  reversible  in  character,  depending  upon  the  severity 
of  the  myocardial  involvement. 

1.  Rheumatic  fever;  pericardial,  myocardial,  and  endo- 
cardial involvement  (pancarditis). 

2.  Pneumonia ; bacterial  or  primary  atypical  types. 

3.  Exanthemata ; scarlet  fever  and  measles. 

4.  Typhoid  fever. 

5.  Typhus  fever  (scrub  variety). 

6.  Diphtheria. 

Case  6.  A 21  year  old  male  patient,  while  overseas  in  the 
Southwest  Pacific  area,  developed  rheumatic  fever  Feb- 
ruary, 1943,  and  was  evacuated  to  the  United  States.  Two 
years  prior  to  induction  into  military  service,  he  had  suf- 
fered a rheumatic  episode  which  lasted  three  months.  Dur- 
ing this  time  he  was  confined  to  bed  for  two  weeks,  mainly 
because  of  “swollen  knees.” 

•At  the  time  of  his  transfer  to  Hammond  General  Hos- 


longation  in  conduction  time  through  the  A-V  node 
with  an  increased  PR  interval.  Changes  in  the  ST 
and  T components  of  the  ECG,  as  in  this  patient, 
are  not  uncommonly  found.  A patient  with  rheu- 
matic fever  may  complain  of  precordial  pain  and, 
when  this  is  accompanied  by  a low  grade  fever  and 
an  increased  sedimentation  rate,  the  clinical  picture 
may  simulate  coronary  disease.  The  changes  in  this 
patient  were  attributed  to  rheumatic  fever.  The  in- 
teresting feature  of  this  case  was  the  development 
of  myocardial  involvement  late  in  the  course  of  the 
disease  during  a clinically  mild  recrudescence  of  the 
infection  rather  than  at  the  height  of  the  primary 
exudative  phase. 

Case  7.  Four  days  after  the  onset  of  a sore  throat,  a 
22  year  old  male  patient  developed  migratory  joint  swell- 
ings, fever,  leukocytosis  and  a .sedimentation  rate  of  52  mm. 
Salicylate  of  sodium  was  administered  in  6 Gm.  doses  daily. 
On  the  sixteenth  day  of  the  illness  the  notes  on  the  clini- 
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Fig.  7.  Clinical  diagnosis:  Rheumatic  fever.  (A),  ob- 
tained during  first  week  of  exudative  rheumatic  phase, 
revealing  exaggerated  T1  and  T2  in  otherwise  normal 
tracing.  (B),  made  a few  weeks  later  when  pericardial 
effusion  occurred,  showing  inversion  of  T in  limb  leads 
and  flattened  T4  associated  with  depression  in  ampli- 
tude of  QRS  complexes. 

Fig.  8.  Clinical  diagnosis:  Coronary  sclerosis.  (A),  ob- 
tained with  patient  at  rest,  showing  normal  findings  ex- 


cept for  a slight  depression  in  the  ST  takeoffs  in  leads  2 
and  3.  (B),  made  after  exercising  the  patient,  revealing 
marked  depression  in  the  ST  takeoffs  in  leads  2 and  3 
with  inversion  in  Tl,  flattening  and  slight  inversion  of 
T2  and  inversion  with  a coved  pattern  in  T4. 

Fig.  9.  Clinical  diagnosis:  Malignant  hypertension. 

Tracing  showed  inverted  QRS3  ; the  summation  ampli- 
tude of  R1  and  S3  was  2.3  mv.,  STl  depressed,  coved  and 
inverted  ; T2  and  T4  were  also  inverted. 


pital  in  April,  1943,  there  was  no  evidence  of  infection  ex- 
cept a slight  elevation  in  the  sedimentation  rate,  18  mm. 
in  one  hour  (Cutler).  Electrocardiogram  was  normal.  Five 
weeks  later  the  sedimentation  rate  had  returned  to  nor- 
mal and  he  was  granted  a furlough.  While  at  home  he 
developed  a recurrence  of  the  arthralgia  with  a low  grade 
fever. 

On  his  return  to  the  hospital,  the  sedimentation  rate 
was  elevated  to  35  mm.  in  one  hour.  The  heart  was  negative 
to  physical  examination  but  the  electrocardiogram  (fig. 
6-A)  at  this  time  revealed  a flat  diphasic  T.;  and  a coved 
inverted  Ti.  On  bed  rest  and  salicylate  therapy  the  fever 
subsided,  the  sedimentation  rate  returned  to  normal  and 
the  electrocardiogram  (fig.  6-B)  reverted  to  a normal  pat- 
tern. 

Discussion:  Electrocardiographic  changes  due  to 
rheumatic  fever  are  not  invariably  related  to  pro- 


cal  record  described  a persistent  nonproductive  cough,  as- 
sociated with  shortness  of  breath  and  tachycardia.  At  this 
time  the  heart  tones  were  reported  as  “muffled  and  dis- 
tant and  associated  with  heart  murmurs.”  No  friction  rub 
was  reported  at  any  time.  The  dyspnea  became  acute  and 
oxygen  was  administered  intermittently  for  a period  of 
three  days. 

He  then  gradually  began  to  improve  and  was  transferred 
to  Hammond  General  Hospital  March  24,  1944,  forty-three 
days  after  the  onset  of  his  illness.  .At  this  time  the  heart 
w'as  still  moderately  enlarged  to  the  left,  but  no  murmurs 
were  elicited.  The  electrocardiograms  showed  some  inter- 
esting evolutionary  changes:  beginning  with  large  T waves 
in  leads  1 and  2 and  good  amplitude  in  the  QRS  comple.xes 
(fig.  7-A),  there  was  later  exhibited  gradual  flattening  and 
finally  inversion  in  the  T waves  associated  with  a depres- 
sion in  the  QRS  voltage  (fig.  7-B).  Because  of  a persistent 
slight  elevation  in  the  sedimentation  rate,  20  mm.  in  one 
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hour,  associated  with  residual  joint  and  cardiac  involve- 
ment, a prolonged  period  of  hospitalization  was  anticipated 
so  that  the  patient  was  transferred  to  another  General 
Hospital  nearer  his  home. 

Discussion:  The  association  of  marked  migratory 
joint  symptoms,  elevated  sedimentation  rate,  leu- 
kocytosis, fever,  acute  dyspnea,  muffled  heart  tones 
and  enlarged  heart  were  highly  suggestive  of  acute 
rheumatic  fever  with  serofibrinous  pericarditis.  The 
evolution  of  the  changes  in  the  electrocardiograms 
were  considered  characteristic  of  pericarditis  with 
effusion.  The  basis  for  T wave  changes  in  the  ECG 
in  association  with  rheumatic  fever  is  thought  by 
many  to  be  pericarditis.  There  are,  however,  pa- 
tients in  whom  these  T wave  changes  occur,  as  in 
Case  6,  where  there  is  no  demonstrable  evidence  to 
support  the  impression  that  the  pericardium  is  in- 
volved. 

The  following  two  case  reports  are  presented  as 
typical  of  Group  3 : 

Group  3 

Factors  which  lead  to  myocardial  degeneration  secondary  to 

a restricted  blood  supply  or  to  interstitial  infiltration 
of  the  myocardium  with  fat  or  fibrous  tissue 

.4s  a rule,  these  factors  cause  ECG  changes  which  are  not 
reversible  in  character  and  permanent  myocardial  damage 
results. 

1.  Coronary  sclerosis  with  or  w'ithout  coronary  throm- 
bosis and/or  myocardial  infarction. 

2.  Hypertensive  heart  disease. 

3.  Myocardial  fibrosis  as  a result  of  certain  metabolic 
disorders;  (a)  diabetes  mellitus,  (b)  glycogen  storage 
disease  of  von  Gierke,  (c)  lipoidoses;  xanthomatoses, 
Gaucher’s  disease,  etc. 

Case  8.  .4  49  year  old  male  patient,  while  carrying  a 
heavy  suitcase,  developed  substernal  pressure  pain  radiat- 
ing to  the  right  nipple,  right  shoulder  and  right  thumb.  This 
was  relieved  by  rest  and  aggravated  by  exertion. 

Thirteen  years  previously  he  had  symptoms  of  hyper- 
thyroidism with  tachycardia,  nervousness,  excessive  sweat- 
ing, tremor,  exophthalmos,  loss  of  weight  and  B.M.R.  of 
plus  40  per  cent.  He  received  Lugol’s  solution  and  roent- 
gen treatment  to  the  thyroid  gland,  and  a few  months  later 
all  symptoms  subsided.  Because  of  the  development  of  a 
B.M.R.  of  minus  40,  he  has  taken  thyroid  extract  inter- 
mittently since. 

Physical  examination  at  the  time  of  admission  to  Ham- 
mond General  Hospital  was  negative  except  for  ashen  color 
and  slight  puffiness  of  the  face.  The  blood  pressure  was 
134/98.  The  blood  cholesterol  W'as  elevated  on  several  tests; 
348-347-463  mg.;  the  B.M.R.  was  minus  6 and  7 per  cent. 
The  eyegrounds  revealed  grade  1 narrowing  and  sclerosis 
of  the  retinal  vessels. 

.4n  electrocardiogram  (fig.  8-.4),  made  on  admission, 
showed  a slight  depression  in  the  ST  takeoffs  in  leads  2 and 
3,  associated  with  an  inverted  QRS.i  denoting  left  axis 
deviation.  The  electrocardiogram  was  otherwise  normal.  The 
patient  was  then  given  a five  minute  exercise  test  and  sub- 
sternal  pain  was  experienced.  .4  second  electrocardiogram 
(fig.  8-B)  was  immediately  procured  and  showed  a more 
marked  depression  in  the  ST  takeoffs  of  leads  2 and  3, 
with  depression  in  the  ST  takeoff  in  lead  1 as  well;  Ti 
became  inverted  while  T2  flattened  out  and  was  difficult  of 
definition,  but  was  considered  inverted;  Ti  showed  marked 
inversion  with  a coved  pattern. 

Discussion:  The  history  and  the  associated  high 


blood  cholesterol  readings  suggested  the  possibility 
of  hypothyroidism.  The  patient  had  the  puffy  ap- 
pearance to  his  face.  In  spite  of  the  normal  B.M.R., 
he  was  tried  on  small  doses  of  thyroid  extract,  but 
the  symptoms  and  objective  findings  remained  un- 
altered. The  blood  cholesterol  level  rose  rather  than 
decreased  while  the  patient  was  taking  thyroid  ex- 
tract. 

Further  electrocardiographic  study  revealed  no 
change  from  the  pattern  of  (B)  and  at  rest  there 
was  no  reversion  to  the  (A.)  pattern  first  obtained. 
These  changes  were  interpreted  as  being  the  result 
of  myocardial  anoxia  on  a basis  of  coronary  sclero- 
sis. The  hypercholesterolemia  was  considered  of 
etiologic  significance  and  indicative  of  a poor  prog- 
nosis. The  first  electrocardiogram  was  not  consid- 
ered to  be  abnormal,  but  because  of  the  patient’s 
history  and  associated  objective  evidence,  the  sub- 
sequent ECG  studies  were  interpreted  as  being  on 
the  basis  of  coronary  sclerosis. 

Case  9.  .4  35  year  old  male  patient  entered  Hammond 
General  Hospital  for  treatment  of  a Neisserian  infection. 
Sulfonamide  therapy  cleared  up  the  urethral  discharge,  but 
he  began  to  complain  of  headache,  blurring  vision,  pre- 
cordial pain  on  exertion  and  shortness  of  breath.  Further 
questioning  revealed  the  fact  that  he  had  experienced  these 
episodes  in  the  past,  and  that  he  had  noticed  frequency  of 
urination  and  nocturia  for  years  but  which  he  ascribed  to 
“only  the  result  of  a weak  bladder  following  measles  in 
childhood.” 

Physical  examination  revealed  blood  pressure  reading  of 
235/125.  The  pulse  was  100,  hard  and  regular.  The  heart 
was  enlarged  in  all  diameters  with  enlargement  of  the  left 
ventricle  predominating.  The  fundi  showed  many  small 
hemorrhagic  areas  associated  with  cotton-wool  patches  of 
exudate  and  choked  discs.  Laboratory  examinations  re- 
vealed a blood  urea  of  80  mg.,  creatinin  3.5  mg.,  urea 
clearance  test  15  per  cent  and  concentration-dilution  factor 
1008-1000.  The  electrocardiogram  (fig.  9)  revealed  an  in- 
verted QRS?;  the  summation  amplitude  of  Ri  and  S-i  to- 
taled 2.3  mv.,  STi  depressed  0.05  mv.  with  an  inverted 
coved  Ti;  T2  and  Ti  were  also  inverted. 

Discussion:  These  changes  were  interpreted  as 
indicating  left  ventricular  strain.  The  history  and 
findings  indicate  that  the  patient  is  suffering  from 
malignant  hypertension  (nephrosclerosis)  with  re- 
sultant hypertensive  heart  disease.  The  increased 
amplitude  of  the  QRS  complexes  may  most  reason- 
ably be  attributed  to  an  increased  mass  of  left  ven- 
tricular musculature.  The  changes  in  the  ST  and  T 
components  are  due  to  a relative  ischemia  as  a re- 
sult of  increased  work  on  the  heart  without  com- 
mensurate increase  in  coronary  flow. 

SUMMARY 

1.  The  clinical  records  of  nine  patients  are  pre- 
sented, in  whom  the  electrocardiogram  demonstrat- 
ed abnormal  T wave  patterns. 

2.  These  cases,  covering  a wide  variety  of  etio- 
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logic  factors,  were  separated  into  three  distinct 
groups  on  the  degree  of  reversible  change  demon- 
strated electrocardiographically. 

3.  The  first  group  includes  those  patients,  in 
whom  the  presence  of  heart  disease  is  considered 
doubtful.  The  transient  electrocardiographic  ab- 
normalities disappeared  after  varying  periods  of 
observation  and  is  explained  on  the  basis  of  myo- 
cardial anoxia. 

4.  The  second  group  includes  those  patients  con- 
sidered to  have  clinical  heart  disease,  but  in  whom 
serial  electrocardiographic  studies  were  similar  to 
those  in  the  first  group.  The  T wave  changes  in  this 
group  are  considered  reversible,  depending  upon  the 
time  and  severity  of  the  underlying  inflammatory 
process. 

5.  The  third  group  includes  those  patients,  in 
whom  the  electrocardiographic  changes,  though 
similar  to  those  in  groups  1 and  2,  are  irreversible 
and  indicative  of  permanent  cardiac  damage. 

CONCLUSIONS 

Study  of  a group  of  patients  with  T wave  changes 
in  the  electrocardiogram  disclose  a striking  simi- 
larity in  the  tracings,  despite  marked  variability  in 
the  underlying  etiology.  These  observations  indi- 
cate that  the  diagnosis  of  heart  disease,  ventured  on 
the  basis  of  electrocardiographic  evidence  alone,  is 
hazardous.  These  findings  also  imply  that  a con- 
siderable number  of  patients  with  so-called  “ab- 
normal” electrocardiographic  patterns  are  not  suf- 
fering from  organic  heart  disease  but  show  these 
ECG  changes  as  a result  of  transient  myocardial 
anoxia. 

To  avoid  errors  in  interpretation  of  electrocar- 
diograms in  cases  of  doubtful  etiology,  a definite 
diagnosis  should  be  withheld  until  such  time  as 
serial  electrocardiograms  can  be  made.  The  “time- 
evolution”  pattern  of  electrocardiograms  so  ob- 
tained will  often  clear  up  the  misinterpretation  of 
a single  reading  and  thereby  clarify  the  complete 
diagnosis.  Usually  the  repeat  ECG  will  show  a re- 
version to  a normal  pattern  when  no  cardiac  dis- 
ease exists,  while,  on  the  other  hand,  those  changes 
due  to  organic  myocardial  damage  will  almost  in- 
variably show  a persistence  or  an  exaggeration  of 
the  abnormal  pattern. 
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CYTOLOGIC  EXAMINATION  OF  NASAL 
SMEARS 

AN  AID  IN  DIAGNOSIS  OF  CHRONIC  NASAL 
SINUS  DISEASE 

Alvin  R.  Miller,  M.D. 

SEATTLE,  WASH 

One  is  faced  with  a definite  problem  in  determin- 
ing whether  or  not  many  patients  have  sinus  dis- 
ease. A chronic  infection  of  the  ethmoid  sinuses  is 
especially  difficult  to  diagnose  in  many  cases,  since 
these  cavities  cannot  be  washed  out  (except  by 
Proetz  displacement),  cannot  be  transilluminated, 
and  cannot  always  be  roentgenized  with  sufficient 
clarity  to  insure  a dependable  reading  and  judg- 
ment. The  ethmoid  sinuses  are  placed  in  such  a 
position  as  to  allow  a large  amount  of  interference 
of  rays  by  surrounding  structures.  So  that  the  best 
roentgenogram  of  these  sinuses  is  little  help  in  some 
cases.  It  has  been  stated  that  the  laminagraph  gives 
more  accurately  a better  conception  of  the  ethmoid 
labyrinth^.  Yet,  even  this  is  incomplete  without  the 
aid  of  cytologic  examination  of  the  nasal  smear.  If, 
however,  this  is  performed,  as  I shall  describe  be- 
low, a more  reliable  diagnosis  can  be  arrived  at, 
even  without  pathologic  examination  of  the  tissue. 
According  to  Dean^,  examination  of  the  nose  is  not 
really  complete  without  cytologic  study. 

One  is  influenced  in  forming  judgment  by  (1) 
the  history,  (2)  the  physical  examination,  (3)  the 
roentgenogram,  (4)  the  cytologic  examination  and 
(5)  the  general  examination.  Lavage  and  determin- 
ation of  the  presence  and  character  of  the  dis- 
charge, grossly  and  microscopically,  is  important 
in  the  physical  examination. 

HanseP  is  of  the  opinion  that  an  appreciation  *of 
the  significance  of  the  cytology  of  secretion  can  be 
accomplished  only  by  individual  experience,  and 
then  only  after  examination  of  hundreds  of  speci- 
mens. He  says,  “if  one  has  this  work  done  by  a lab- 
oratory technician,  the  clinician  sacrifices  the  real 
value  of  the  cytologic  findings,  for  the  individual 
interpretation  must  be  correlated  with  all  clinical 
facts.” 

Hume^  thinks  that  the  nasal  smear  should  be  in- 
stituted as  a routine  measure.  It  is  fallacious  to  call 
all  secretions  pus  that  are  seen  in  the  nose,  since 
some  which  look  very  much  like  pus,  when  exam- 

1 Cone,  A.  J.,  Moore,  S.  and  Dean,  L.  W. : Relationship 
of  Paranasal  Sinus  Disease  to  Ocular  Disorders,  New 
Critical  Method  of  Investigation  by  Laminagraphs.  Lary- 
goscope,  49:374-394,  May,  1939.  . 

2.  Dean,  L.  W. : Personal  Communication,  Teaching 

Statements.  „ . , „ „ 

3.  Hansel,  F.  K. : Observations  on  Cytology  of  Secre- 

tions in  Allergy  of  Nose  and  Paranasal  Sinuses.  J.  Allergy, 
5:357-366,  May,  1934.  ^ ^ , 

4.  Hume,  J.  R. : Clinical  Deductions  from  Cytological 
Findings  of  Nasal  Secretions.  South  M.  J.,  29:726-729, 
July,  1936. 
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ined  cytologically,  will  show  epithelial  cells  only, 
or  almost  all  cells  will  be  eosinophiles. 

The  smear  should  be  taken  from  the  inferior, 
middle  or  superior  meatuses.  We  know  that  three 
sinuses  drain  into  the  former  space,  the  frontal, 
maxillary  and  anterior  ethmoidal  sinuses.  The  se- 
cretions from  the  posterior  ethmoidal  and  sphen- 
oidal sinuses  may  be  examined,  if  the  applicator  is 
bent  so  as  to  reach  up  behind  the  middle  turbinate 
in  much  the  same  fashion  as  it  is  used  in  anes- 
thetizing Meckel’s  ganglion.  Hilding’  has  shown 
that  the  greatest  ciliary  activity  is  in  the  middle 
and  superior  meatuses.  Proetz'’  found  that  in 
twenty-two  specimens  removed  at  operation  some 
from  sinuses  with  marked  chronic  infection,  the 
cilia  were  beating  vigorously  and  normally.  So  that, 
even  in  badly  infected  sinuses,  the  meatus  will  still 
be  a channel  for  secretions.  It  is  true,  however,  that 
eosinophiles  and  pus  cells  can  be  found  in  sinuses 
but  not  in  the  meatus  in  some  cases. 

Sewell  and  Hunnicutt’  did  not  need  manifest 
gross  pus  to  make  a diagnosis  of  sinusitis.  Their 
cytologic  examination  before  and  pathologic  exam- 
ination after  operation  showed  chronic  infection. 
These  investigators  are  satisfied  that  neutrophiles 
found  in  a sinus  are  evidence  of  infection.  If  such 
a condition  persisted  in  spite  of  treatment,  the  con- 
dition was  considered  chronic  infection.  These  men 
found  out  that  leukocytes  do  not  occur  in  consid- 
erable numbers  in  the  mouth,  pharynx  nor  naso- 
pharynx, nor  in  sinuses  except  in  the  presence  of 
disease.  They  emphasize  that  there  are  practically 
no  conditions  in  the  sinuses  except  infection  to 
cause  chemostatic  migration  of  leukocytes.  Climatic 
and  age  factors  must  be  considered,  however,  as  I 
shall  show  later. 

Normal  antra  show  no  cellular  content  whatever 
except  the  epithelial  cell.'^  Lindsay  and  Walsh^ 
say  normal  nasal  secretions  contain  few  cel’s.  “The 
exudative  white  cells,  that  appear  in  the  nasal  se- 
cretion as  a result  of  pathologic  change,  are  the 
neutrophile,  small  and  large  monocyte  and  eosino- 
phile.  The  plasma  cell  is  seldom  noted  in  the  nasal 
secretions.  The  neutrophile  is  always  present  in  ac- 
tive infection,  acute  or  chronic.”  Hansel  considers 
the  finding  of  small  numbers  of  polymorphonuclear 
cells  of  little  significance,  since  they  are  found  in 

5.  Hi’ding,  A.:  Quoted  from  Hume,  vide  supra. 

6.  Proetz.  A.  W. : Physics  and  Phvsiology  of  Sinuses. 
Ann.  Otol.  Rhin.  & Laryng.,  38:963-976.  Deo!,  1 929. 

7.  Sewall,  E.  D.  and  Hunnicutt,  L. : Cytological  Exam- 
ination of  Anti'um  ; Review  of  Cases  to  Determine  Rela- 
tionship Between  Cytologic  and  X-ray  and  Pathologic 
Observations.  Arch.  Otolaryng..  10  : 1-15,' July,  1929, 

8.  Sewall,  E.  C : Cytological  Examination.  New  Meth- 
od of  Diagnosis  of  Infection  in  Nasal  Accessory  Sinuses. 
Tr.  Am.  Laryng.  Rhin.  & Otol..  Sec.  33 : 536-541.'  1 927. 

9.  Lindsay.  .1.  R.  and  W'alsh.  T.  E. : Nasal  Secret'ons  ; 
‘''’alue  of  Cytologic  E.xamina^ion  to  Rhinologist.  Arch. 
Otolaryng.,  17:785-786,  June,  1 933. 


persons  with  a slight  cold  or  mild  nasal  congestion. 
He  points  out  that  pus  cells  may  be  found  in  the 
nose  for  three  to  six  weeks  after  an  acute  common 
cold.  However,  I believe  that  a so-called  slight  cold 
or  mild  nasal  congestion  may  be  a symptom  of 
chronic  sinusitis.  The  clinical  picture  as  a whole 
will  differentiate  this  for  us,  not  the  slide  itself 

(fig-  1)- 

A few  scattered  pus  cells  may,  on  the  other  hand, 
be  seen  in  a smear  from  any  nose,  although  there 
is  no  infection.  The  tissues  lining  the  sinuses,  ac- 
cording to  Mallory’”,  “normally  consist  of  fibro- 
blasts with  their  fibroglia,  collagen  and  elastic 


Fig.  1.  Smear  taken  from  scant  secretion  in  a case  of 
chronic  mastoiditis. 


fibrils,  endothelial  cells,  nerves,  lymph  vessels  and 
spaces,  blood  vessels  and  blood,  and  cement  sub- 
stance. Lymph  spaces  surround  the  fibroblast  and 
then  eventually  communicate  with  lymph  channels. 
These  vessels  are  lined  like  blood  vesse’s  with  en- 
dothelium and  are  the  source  of  free  endothelial 
leukocytes  that  may  occur  in  the  tissue  even  under 
normal  conditions.  Eosinophiles,  mast  cells  and 
even  polymorphonuclear  leukocytes  are  sometimes 
normally  present.” 

Sewell  has  shown  that  the  usual  type  of  roent- 
genogram of  the  sinuses  may  not  show  existing  in- 
fection in  some  cases.  For  that  matter,  whether  or 
not  the  laminagraph  will  show  existing  infection  of 
the  sinuses  in  all  cases  is  still  to  be  es‘ablished. 

10.  Mallory.  F.  B, : Pathologic  Histology.  \V.  B.  Saun- 
ders Co..  Philadelphia,  1914. 
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Three  of  Sewell’s  cases  showed  negative  roentgen 
findings  but  neutrophiles  were  found  in  the  cyto- 
logic examination  and  chronic  sinusitis  was  the 
pathologic  report.  In  a patient  where  symptoms 
would  lead  one  to  suspect  a sinus  infection  but  the 
roentgenogram  proves  negative,  a nasal  smear 
showing  pus  cells  in  sufficient  numbers  will  be  ade- 
quate to  make  the  tentative  diagnosis  of  chronic 
sinusitis,  despite  the  negative  roentgen  findings,  and 
even  despite  negative  laminagraph  findings. 

Sewall  and  Hunnicutt  conclude  that  neutrophiles 
found  in  sinus  secretion  are  evidence  of  infection. 
“If  neutrophiles  persist  in  spite  of  treatment,  one 
is  dealing  with  chronic  sinusitis,  and  the  presence 
of  mononuclear  leukocytes  means  a low  grade  in- 


Fig.  2.  Smear  from  same  case  as  in  figure  1 after  treat- 
ment. 


flammation  undergoing  resolution.”  Monocytes  and 
lymphocytes  are  significant  of  a reparation  process, 
and  are  to  be  considered  a good  rather  than  a bad 
sign,  depending  upon  the  rest  of  the  clinical  picture. 
“The  large  mononuclears  are  endothelial  cells  bear- 
ing great  phagocytic  power.  They  carry  away,  in 
the  lymph  stream,  the  dead  bodies  of  leukocytes, 
bacteria  and  tissue  cells.  Present  in  small  numbers 
during  the  early  stages  of  an  inflammation,  they 
obviously  become  much  more  numerous  in  later 
stages.  All  in  all,  they  may  be  considered  as  re- 
paratory  scavengers  and  include  the  large  group  of 
reticuloendothelial  histiocytes  and  macrophages.” 
(fiS-  2). 


The  roentgenogram  may  show  cloudiness  of  the 
sinus,  while  the  nasal  smear  shows  mononuclear 
cells  only.  Sewall  found  thirteen  cases  showing 
pathology  in  the  roentgen  plates  and  mononuclear 
leukocytes  in  the  cytologic  examination.  This  sort 
of  finding  may  be  present  between  attacks  of  in- 
fection. If  the  sinuses  become  healthy,  the  mono- 
nuclear cells  disappear.  In  order  to  determine  the 
type  of  cells  present  in  a suspected  case  of  sinusi- 
tis, it  is  necessary  to  make  a nasal  smear  both  be- 
fore and  after  shrinkage  and  suction. 

The  condition  of  nasal  allergy  does  not  bar  acute 
or  chronic  respiratory  infections  or  sinusitis.  Dur- 
ing intercurrent  infections  in  allergic  cases  the  nasal 
smear  cytology  changes.  Kahn  and  Stout^^  report 


Fig.  3.  Smear  from  nasal  secretion  which  looked  like  pus 
in  the  gross. 

that  in  ten  hay  fever  cases  with  colds  the  previous 
high  number  of  eosinophiles  would  be  reduced  to 
almost  complete  disappearance  for  a while.  In  sev- 
enteen others  from  5 to  10  per  cent  eosinophiles 
accompanied  the  neutrophilic  cytosis.  Hansel  points 
out  that  eosinophiles  may  be  present  in  large  num- 
bers in  the  resolution  stage  of  infection.  ,\11  of 
which  indicates  that  we  must  be  on  our  guard  to 
recognize  infection,  chronic  and  acute,  even  though 
we  have  a proven  case  of  allergy  and  even  though 
eosinophiles  are  present  in  the  nasal  smear.  In 
fig.  3,  arrows  point  to  eosinophiles. 

11.  Kahn,  I.  S.  and  Stout,  B.  F. : Cytologic  Examination 
of  Nasal  Smear  in  Differential  Diagnosis  of  Allergy  and 
Infection.  South.  M.  J.,  25:582-585,  June,  1932. 
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Normal  cytology  is  dependent  to  some  extent  up- 
on atmospheric  and  climatic  influence.  Hilding^^ 
has  shown  that  the  mucous  membrane  undergoes 
marked  changes  when  exposed  to  various  degrees  of 
ventilation.  These  were  characterized  by  an  in- 
crease in  thickness  of  the  membrane,  an  increase  in 
the  number  of  glands  and  definite  changes  in  the 
epithelium.  In  the  more  exposed  region  the  epith- 
elium becomes  stratified  and  nonciliated.  It  fol- 
lows from  these  findings  that  most  older  people 
would  have  a changed  normal  cytology,  since  their 
nasal  membranes  have  been  exposed  to  various  de- 
grees of  ventilation  over  a long  period  of  time. 

Neutrophiles  would  appear  in  lesser  or  greater 
numbers,  depending  upon  the  amount  of  epithelial 
change.  Hansel''^  says:  “Neutrophiles  are  found 
more  frequently  in  older  patients.”  In  addition,  Lin- 
ton^^  has  shown  that  neutrophiles  occur  in  few  or 
large  numbers  within  three  days  after  inocculation 
with  streptococci.  He  says,  “the  amount  of  fre- 
quency of  contamination  would  depend  on  the  con- 
dition of  the  air  which  is  breathed. Hansel  sub- 
stantiates this  finding  in  his  statement  that  a few 
neutrophiles  are  considered  normal  during  the  win- 
ter months,  when  infections  are  more  prevalent  and 
the  nose  is  subjected  to  environmental  influence. 

There  are  some  conditions  where  pus  cells  are 
present  because  of  obstruction,  large  spurs,  large 
turbinates  and  other  conditions  conducive  to  stasis. 
Linton  states  that  “stagnation  when  already  present 
is  a distinct  aid  to  infection  and  may  be  brought 
about  by  an  anatomic  defect,  alteration  of  the 
mucous  secretion,  paralysis  of  ciliary  activity  by 
bacterial  toxic  products,  edema,  etc.”  But  even  in 
these  cases  the  pus  cells  in  the  smear  should  not  be 
ignored;  they  are  significant  of  infection.  Pus  cells 
found  in  the  urine  because  of  stasis,  due  to  a large 
prostate,  are  not  ignored  simply  because  there  is 
stasis.  These  conditions  are  recognized  to  be  of 
serious  import,  to  be  infection  and  rightly  so.  The 
same  importance  holds  for  stasis  and  infection  in 
the  nose,  perhaps  not  so  serious,  yet  just  as  signifi- 
cant of  infection  and  the  patient  should  be  treated 
until  pus  cells  disappear  largely  from  the  nasal 
smear. 

I have  made  slides  on  more  than  500  private 
patients,  225  of  which  I have  saved  as  typical,  rep- 
resenting special  conditions  for  references.  Sixteen 

12.  Hilding,  A.:  Changes  in  Morphology  of  Epithelium 
Following  Variations  in  Ventilation.  Arch.  Otolaryng., 
16:9-18,  July,  1932. 

13.  Hansel,  F.  K. : Allergy  of  the  Nose  and  Paranasal 
Sinuses.  C.  V.  Mosby  Co.,  St.  Louis,  1936. 

14.  Linton,  C.  S. : Resistance  of  Upper  Respiratory  Mu- 
cosa to  Infection,  Ann.  Otol  Rhin.  & Laryng.,  42:64-81, 
March,  1933. 

15.  Linton,  C.  S. : Comparative  Study  of  Bacterial  Flora 
of  Clinically  Normal  Nasal  Sinuses.  Ann.  Otol..  Rhin.  & 
Laryng.,  39:779-791,  Sept.,  1930. 


of  these  cases  are  used  to  represent  the  point  at 
issue  in  this  paper.  Smears  were  made  from  both 
sides  of  the  nose  in  each  case. 

Wright’s  stain  was  used.  After  the  smear  had 
dried,  the  stain  was  placed  on  the  slide  for  ten  sec- 
onds and  then  it  was  filled  with  buffered  distilled 
water  for  three  minutes.  The  smear  was  never  fixed 
over  a flame,  the  Wright’s  stain  acting  as  a fixer. 
After  three  minutes  the  diluted  stain  was  poured  off 
and  the  slide  was  washed  with  tap  water.  Care  had 
to  be  exercised  not  to  overstain,  as  lymphocytes  and 
epithelial  cells  can  be  differentiated  only  when  a 
good  stain  has  been  accomplished.  Hansel’s'**  meth- 
od for  staining  was  also  used  which  employs  the 


Fig.  4.  Smear  taken  from  a case  complaining  of  sinus 
trouble.  Although  several  nasal  smears  were  taken,  epithe- 
lial only  were  found  before,  and  after  nasal  shrinkage  and 
suction. 

use  of  eosin  and  methylene  blue  in  two  separate 
solutions.  The  latter  method  takes  longer  but  is 
more  satisfactory. 

In  examination  of  the  smear  the  entire  area  was 
examined  under  low  power  and  typical  fields  were 
picked  for  oil  immersion  examination.  It  is  im- 
portant to  examine  the  entire  smear  with  low  power 
first  as  the  picture  thus  obtained  will  enable  the 
physician  to  evaluate  the  slide  with  better  judg- 
ment. The  clinical  picture  as  a whole  must  be  kept 
in  mind  while  the  slide  is  examined.  Determination 
of  the  percentage  of  the  various  types  of  cells  is 

16.  Hansel,  F.  K.  : Allergy  of  Upper  and  Lower  Re- 
spiiatory  Tracts  in  (’hildren.  Ann.  Otol  & Laryng.,  49: 
579-627,  Sept.,  19  1(1. 
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Table  1.  Nasal  Smears  of  the  Following  Patients  Revealed  Epithelial  Cells  Only  on  Both  Sides  of  Nose 


EXAMINATION 

DIAGNOSIS 

PRESENT  HISTORY 

PAST  HISTORY 

EAR 

THROAT 

• NOSE 

CASE 

1 

Otitis  media 
chronic, 
purulent, 
bilateral. 

N.  Discharge; 
Profuse. 

Bad  sinus  trouble ; 
Headaches  over 
right  eye ; 
colds  often. 

Drum  land 
marks  gone; 
foul  smelling 
pus. 

Clear 

Septum  deviated  to  left. 
.Airways  narrow ; Rt.  an- 
trum dark,  clear  to  wash- 
ing, no  cells. 

2 

Pain  in  back  of 
neck. 

Colds  twice  a year ; 
A.  N.  discharge, 
profuse ; some  P.  N. 
discharge ; frequent 
sore  throat. 

Drums  intact. 

Tonsil  pillars 
reddened. 

Good  airways ; sinu.»jes 
transmit  light  equally 
and  well. 

3 

Tonsillitis 

acute; 

Bronchitis. 

Coughing  for  3 
days,  throat  raw: 
Nasal  blockage 
9/10  of  time; 
expectoration  this 
morning. 

Occipital  and  fron- 
tal headaches; 
colds  in  winter. 

Drums  intact. 

Tonsils  large 
and  red ; 
larynx  red. 

Good  airways.  Much 
material,  few  epithelial 
cells. 

4 

Tic  Doulou- 
reux. 

Pain  over  right  side 
of  face. 

Pains  present  for  3 
years  in  face;  start- 
ed on  getting  lower 
denture. 

Drums  intact. 

.All  teeth  out ; 
tonsils  small. 

•Airways  fair;  sinuses 
transmit  light. 

S 

Otitis  media 

purulent, 

sub-acute, 

right  ear. 

Deviation 

Nasal 

septum. 

Right  ear  blocked. 

Injection  of 
right  drum 
above  hammer. 

Sinuses  equally  dark,  no 
light;  septum  deviated  to 
left,  leaving  small  airway. 

6 

Pressure  in  ears ; 
head  feels  full ; 
postnasal  discharge. 

Ear  drum 
slightly  retract- 
ed and  whitened. 

Tonsils  small 
and  pink. 

7 

Otitis  media, 
chronic  ca- 
tarrhal, bi- 
lateral. De- 
viation nasal 
septum. 

Spitting  up  slime 
for  past  year ; cold 
for  past  3 weeks. 

Drums  thick. 

Tonsils  moder- 
ate size,  red. 

Septum  midline,  good 
airways;  adenoids  large 
and  red. 

8 

1 Septal 
ridges. 

Nasal  obstruction ; 
P.  N.  discharge  in 
mornings. 

Nasal  obstruction 
for  10  years. 

Drums  intact. 

Narrow  nose,  septal 
ridges. 

Table  2.  Nasal  Smears  of  the  Following  Patients  Revealed  Pus  Cells 


DIAGNOSIS 

PRESENT  HISTORY 

PAST  HISTORY 

EXAMINATION 

EAR 

NOSE 

THROAT 

CASE 

9 

Maxillary 

.sinusitis, 

right. 

Right  eye  pulling 
for  few  days  and  rt. 
eye  ball  was  red. 

No  ant.  or  post, 
nasal  discharge. 

M.T.  intact. 

Good  airways;  rt.  antrum 
slightly  darker  than  left. 
Smear:  Rt.  many  pus 
cells ; Lt.  epithelial  cells 
only. 

Tonsils  mod. 
size ; pillars  red ; 
no  tenderness  or 
enlargement  of 
anele  glands. 

10 

Sinusitis 
ethmoid ; 
subacute, 
bilateral. 

Developed  bad  cold 
8 days  ago ; head- 
ache today  between 
both  eyes  and  over ; 
Dostnasal  discharge. 

Colds  infrequent. 

M.T.  retracted. 

Narrow  airways ; septum 
midline ; sinuses  transmit 
light  well.  Nasal  smear: 
Rt.  several  pus  cells ; Lt. 
many  pus  cells. 

Tonsils  and  ade- 
noids small  and 
pink. 

11 

Deviation 
Nasal  sep- 
tum ; maxil- 
lary sinus- 
itis; Chronic 
left. 

Ears  block  up  2 
days. 

Same  symptoms 
with  cold  for  one 
year. 

Diminished 
hearing  lower 
tones ; A.S., 
M.T.  retracted 
and  thickened 
A.S. 

Large  spur  to  rt.;  It.  an- 
trum darker;  5 cc.  pus  by 
washing.  Smear:  Rt.  epi- 
thelial cells;  Lt.  pus  cells 
in  groups. 

Tonsils  and  ade- 
noids small, 
pink ; teeth  O.K.* 

12 

Bronchitis 
chronic ; 
Ethmoiditis 
chr.,  bilat. 

Coughs  on  going  to 
bed. 

Has  been  coughing 
for  10  years. 

M.T.  intact. 

Nose  clear;  sinuses  trans- 
mit light;  Nasal  smear: 
Rt.  many  pus  cells;  It. 
many  pus  cells. 

Tonsils  and  ade- 
noids small  and 
pink. 

13 

Ethmoiditis 

chronic, 

bilateral. 

Sniffling  for  past 
year  ; no  ant.  or 
post,  nasal  dis- 
charge. 

Colds  infrequent, 
no  headaches. 

M.T.  intact. 

Sinuses  transmit  light. 
Nasal  smear:  Rt.  several 
pus  cells.  Lt.  many  pus 
cells. 

Tonsils  and  ade- 
noids moderate 
size  and  pink. 
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Table  3.  Patients  from  Whom  Nasal  Smears  were  Made  Before  and  After  Nasal  Shrinkage  and  Suction 


DIAGNOSIS 

PRESENT  AND  PAST  HISTORY 

EXAMINATION 

EAR 

NOSE 

THROAT 

CASE 

14 

Migraine, 

allergic. 

Headache  since  age  of  5,  more  pro- 
nounced for  past  month.  Headaches 
located  at  vertex,  back  of  ears  and 
neck.  Thinks  she  had  sinus  trouble  for 
last  month.  Head  pains  nauseate  her, 
brought  on  by  moisture  and  coldness; 
not  relat  d to  eyes. 

M.T.  slight- 
ly retracted. 

Nose  narrow,  septum  midline. 
Nasal  smear:  before  shringake 
■and  suction,  rt;,  epithelial  cells 
only;  It.,  epithelial  cells  only; 
After:  rt.,  epithelial  cells  only. 
It.,  epithelial  cells  only. 

Tonsils  out. 

15 

Sinusitis, 

chronic, 

bilateral 

(allergic 

background) 

Resolving. 

Headache  located  und.r  both  eyes,  ra- 
diating around  eye  and  into  eye.  Head- 
aches followed  in  an  hour  by  vomiting 
at  15-minute  intervals  several  times. 
Come  on  twice  a week.  Slight  and 

P.  nasal  discharge.  Colds  infrequent. 
Sensitive  to  house  dust  and  starchy 
food.  Has  been  treated  by  elimination 
and  shots  for  desensitization. 

M.T.  intact. 

Nose  na.row,  septum  slightly  to 
right.  No  secretion  seen ; sinuses 
transmit  light  clear  and  equal. 
Nasal  smear,  before  shrinkage 
and  suction:  rt.,  epithelial  cells 
only.  It.,  epithelial  cells  only; 
.After:  rt.,  several  lymphocytes, 
no  pus  cells.  It.,  fewer  lympho- 
cytes, no  pus  cells. 

Tonsils  out 
cleanly ; 
teeth  good ; 
adenoids 
small. 

16 

Sinusitis 
(allergic). 
■Asthma 
(allergic) . 

Pertussis  at  age  10.  Following  fall  had 
asthma  and  hay  fever;  asthma  every 
fall  since,  starts  in  .Aug.  and  last  until 
Sept,  with  some  attacks  rest  of  fall. 
“Colds”  bring  on  attacks.  Nose  choked 
all  the  time,  especially  with  as*hma; 
coughs  and  expectorates  mucus  all  day. 
Skin  tests  showed  sensitization  to  tim- 
othy, ragweed,  oak  leaves  and  horse 
dander. 

M.T.  thick- 
ened and  re- 
tracted. 

Septum:  spur  to  left  anterior. 
Deviation  to  right;  middle  tur- 
binate polypoid;  right  antrum 
dark.  .Antrums  washed,  mucopus 
(no  cytology  study),  small  amt. 
Nasal  smears  before  shrinkage 
and  suction:  rt.,  many  pus  cells. 
It.,  epithelial  cells  only.  .After: 
rt.,  several  pus  cells  and  eosino- 
philes.  It.,  several  pus  cells  and 
eo'^ino’^hiles. 

Tonsils  are 
large,  red 
and  slightly 
tender. 

impractical,  so  that  an  apprcximate  determination 
was  all  that  I attempted  to  make.  I use  the  words 
few,  several,  many  and  myriads  to  denote  the  com- 
parative number  of  cells. 

In  the  accompanying  tables  I have  divided  six- 
teen cases  into  three;  Table  1,  whose  smears  show 
epithelial  cells  only  (fig.  4),  table  2,  those  showing 
pus  cells,  and  table  3,  these  cases  where  slides  were 
made  before  and  after  nasal  shrinkage  and  suction. 
Those  slides  designated  as  having  shown  epithelial 
cells  only  may  have  had  a few  scattered  pus  cells 
but  these  were  considered  insignificant.  Eight  of 
these  cases  are  presented  in  table  1.  Epithelial  cells 
only  were  found  on  both  sides  of  the  nose  in  all 
eight  cases.  Table  2 shows  the  findings  on  both  the 
right  and  left  side.  In  these  cases  one  side  may 
have  had  epithelial  cells  only,  whereas,  the  other 
may  have  had  myriads  of  pus  cells.  Table  3 shows 
the  findings  from  both  sides  of  the  nose  before  and 
after  nasal  shrinkage  and  suction. 

Nasal  shrinkage  was  accomplished  in  one  of 
three  ways:  (1)  by  use  of  a solution  containing 
adrenalin  and  glycerin,  two  and  three  parts  respec- 
tively. ( 2 ) by  use  of  a solution  containing  adrenalin 
and  ichtyol,  50  per  cent,  one  and  three  parts  re- 
spectively, (3)  by  use  of  the  Proetz  displacement 
with  .5  per  cent  ephedrine. 

In  the  first  two  ways  cotton  was  soaked  in  the 
solution,  wrung  out,  packed  into  the  nose  and  al- 
lowed to  remain  for  twenty  minutes.  The  packing 
was  then  removed  and  suction  was  applied  to  the 


sinuses  on  one  or  both  sides  and  examined.  When 
the  third  way,  ephedrine  .5  per  cent  displacement, 
was  used,  the  patient  was  allowed  to  remain  quiet 
for  twenty  minutes,  following  which  suction  was 
applied  to  the  sinuses. 

The  reason  for  use  of  the  various  drugs  is  obvi- 
ous. Adrenalin  was  used  because  of  its  action  in 
shrinking  the  nasal  mucous  membrane.  Icthoyl 
was  used  for  this  reason  as  well  as  its  action  as  a 
mucilagenous  demulcent  and  detergent  to  dislodge 
pus.  Its  distinctly  irritant  and  stimulant  action  also 
helps  in  removing  other  secretions  from  the  sinuses. 
Glycerine  was  used  because  of  its  absorptive  and 
soothing  qualities.  The  .5  per  cent  epehedrine  was 
used  in  displacement  because  of  its  action  in  shrink- 
ing the  mucous  membrane  within  the  sinuses. 

The  method  found  to  be  most  satisfactory  for 
removing  secretions  from  ethmoid  sinuses  was  the 
second.  Icthyol  exerts  a marked  irritant  and  ab- 
sorbing power,  so  that  pus  was  dislodged  by  using 
it  where  it  could  not  be  dislodged  by  the  other 
methods.  Argyrol  was  not  used  because  of  the  dan- 
ger of  producing  argyrosis^". 

.A^fter  .shrinkage  of  the  mucous  membrane  and 
removal  of  the  sinus  contents  by  suction  was  ac- 
complished, a smear  was  again  taken  from  the  in- 
ferior, middle  or  superior  meatuses.  If  secretions 
were  obtained  by  suction,  they  were  collected  in 
normal  saline  solution  so  that  the  cellular  structure 

17.  Hi  yiint,  B.  I>. : .ArR.vria  Uesultiiiff  from  Intranasal 
Medication.  Arch.  OtolaryiiK  , .3 1 : 1 27-l!i!),  .Ian.,  litlO. 
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would  hold  its  form  and  staining  qualities.*  Mate- 
rial obtained  by  suction  was  placed  on  a slide, 
stained  and  examined  in  some  cases.  Comparison  of 
the  cytology  was  made  before  and  after  shrinkage 
and  suction.  In  this  way  we  can  get  a good  estima- 
tion of  the  type  of  cell  present  in  the  sinuses  and 
we  have  more  clinical  data  upon  which  to  base  con- 
clusions. This  type  of  investigation  is  valuable  for 
determination  of  the  status  of  the  ethmoid,  sphe- 
noid and  frontal  sinuses  especially.  The  maxillary 
sinus  cytology  is  best  determined  by  direct  washing 
and  microscopic  examination  of  the  centrifuged 
washings. 

In  all  eight  cases,  where  epithelial  cells  only  were 
found,  the  question  of  whether  or  not  the  patient 
had  a sinusities  was  at  issue. 

Case  1 had  a chronic  purulent  otitis  media.  He  gave  a 
history  of  profuse  anterior  nasal  discharge  and  “had  sinus 
trouble”  with  frequent  colds  for  months.  Examination  re- 
vealed both  membranae  tympani  with  perforations,  and 
landmarks  gone.  Foul  smelling  pus  was  in  both  canals.  The 
nasal  septum  was  deviated  to  the  left.  Nasal  space  was  poor. 
The  right  antrum  was  dark  but  washings  were  clear.  Cen- 
trifugal washings  revealed  epithelial  cells  only. 

In  a case  of  this  kind,  if  sinusitis  were  the  cause  of  the 
present  otitis  media,  we  would  expect  to  find  plenty  of  pus 
but  the  nasal  smear  revealed  epithelial  cells  only.  Even 
though  sinus  infection  may  have  been  the  original  cause  of 
the  otitis  media,  we  can  feel  fairly  certain  that  sinus  infec- 
tion is  not  present  now,  sufficiently  at  least  to  aggravate 
the  condition.  If  nasal  shrinkage  and  suction  had  been  per- 
formed and  nasal  smears  made,  pus  cells  may  have  been 
found  and  sinus  infection  would  have  been  established. 

Here  was  a nose  that  could  have  shown  pus  cells  because 
of  its  structure;  the  airways  were  narrow  and  the  septum 
was  deviated.  This  was  sufficient  to  cause  some  stasis  and 
some  infection  but  there  was  no  sign  of  such  in  the  nasal 
smear.  In  all  eight  cases  shown  in  table  1,  I would  have  had 
good  reason  to  search  for  sinus  infection,  but  I did  not  use 
shrinkage  and  suction. 

In  those  cases  where  pus  cells  were  found  as 
shown  in  table  2,  therefore,  the  necessary  import 
can  be  placed  on  such  finding  by  comparison. 

Case  9,  for  example,  had  a right  maxillary  sinusitis  which 
was  causing  a right  nonpurulent  conjunctivitis.  The  patient 
gave  no  history  of  anterior  or  posterior  nasal  discharge.  Her 
right  eye  had  been  pulling  for  a few  days  and  the  inner 
portion  of  the  eye  ball  was  reddened. 

Examination  revealed  an  edematous  and  injected  con- 
junctiva on  the  nasal  portion  of  the  right  eye.  The  mem- 
branae tympani  were  intact.  The  tonsils  were  of  moderate 
size  with  reddened  pillars,  but  no  tenderness  was  present 
over  tbe  angle  glands.  The  nose  showed  good  airways  but 
the  right  antrum  was  slightly  darker  than  the  left.  The 
roentgenogram  of  the  sinuses  revealed  some  cloudiness  of 
the  right  antrum  and  anterior  ethmoids  as  compared  to  the 
left  side. 

Nasal  smears  revealed  many  pus  cells  on  the  right  side 
and  epithelial  cells  only  on  the  left.  The  right  antrum  was 
washed  and  centrifuged  washings  showed  many  pus  cells, 
although  the  washings  were  clear,  grossly.  The  eye  cleared 
up  as  the  sinus  was  treated.  There  was  never  any  purulent 
secretion  from  the  eye  and  in  all  probability  culture  would 
have  been  negative. 

This  case  shows  concretely  the  value  of  the  nasal 
smear  as  an  aid  toward  diagnosis  of  sinusitis. 

♦ I have  found  that  the  cellular  structure  will  hold  its 
form  and  staining  qualities  even  after  two  days,  when  the 
secretion  is  in  normal  saline  at  room  temperature. 


Table  2 represents  five  cases  where  pus  cells  were 
found  on  one  or  both  sides.  Evidence  of  disease  was 
present  from  a clinical  point  of  view.  Improvement 
in  the  symptoms  with  sinus  treatment  resulted,  and 
a diminution  in  the  number  of  pus  cells  in  the  nasal 
smear  occurred,  if  the  treatment  was  effective. 
Diagnosis  was  based  on  finding  pus  cells,  consid- 
ered with  the  rest  of  the  clinical  picture. 

The  nasal  smear,  made  at  the  time  the  patient  is 
first  seen,  is  the  most  important  one  as  it  can  be 
correlated  with  the  rest  of  the  clinical  findings  at 
that  particular  time  and  a whole  concept  can  be 
better  arrived  at.  If  the  patient’s  sinuses  are  treat- 
ed, the  smear  after  this  must  be  interpreted  in  the 
light  of  the  treatments  given.  Further  nasal  smears 
should  be  made.  It  is  my  custom  to  make  nasal 
smears  at  almost  every  visit  in  a case  diagnosed  as 
having  sinusitis,  and  I have  found  with  excep- 
tions that  improvement  in  the  symptoms  means  a 
decrease  in  the  number  of  pus  cells  found  in  the 
smears. 

If  pus  cells  were  found  in  a nose  which  showed 
good  airways  and  good  configuration,  where  the 
frontal  and  maxillary  sinuses  transmitted  light 
equally  and  well,  and  maxillary  sinus  washings  were 
microscopically  clear,  I made  a tentative  diagnosis 
of  ethmoiditis,  if  the  rest  of  the  clinical  picture 
would  allow  it.  Roentgenograms  of  cases  presenting 
such  findings  as  a rule  showed  cloudiness  of  the 
anterior,  if  not  the  posterior  ethmoids.  When  a ten- 
tative diagnosis  of  ethmoiditis  was  made  on  this 
basis  and  treatment  of  the  ethmoid  sinuses  insti- 
tuted, the  symptoms  would  clear  up  in  most  every 
case. 

Case  10,  is  typical  of  these  findings.  The  patient  had 
developed  a bad  cold  eight  days  before  her  appearance  with 
headache  between  and  over  both  eyes.  Postnasal  discharge 
had  been  profuse  on  the  day  I saw  her.  Examination  showed 
narrow  airways  with  the  septum  in  the  middle.  The  maxil- 
lary and  frontal  sinuses  transmitted  light  equally  and  well. 
The  ethmoid  sinuses  were  treated  by  nasal  shrinkage  and 
suction  and  the  headaches  disappeared  after  two  such  treat- 
ments. Nasal  smears  at  the  first  visit  showed:  right,  several 
pus  cells;  left,  many  pus  cells.  .After  several  treatments 
epithelial  cells  only  were  found  on  the  right  and  left  side. 

Furthermore,  it  is  my  purpose  to  show  that,  if 
pus  cells  are  found  in  the  nasal  smears  of  patients 
with  symptoms  and  signs  of  infection  in  the  ear, 
nose  or  throat,  it  is  up  to  the  examiner  to  investi- 
gate further  the  possibility  of  sinus  infection.  In 
my  series  of  cases  showing  pus  cells  in  the  nasal 
smear,  I placed  the  burden  of  proof  on  myself 
that  the  patient  did  or  did  not  have  sinusitis. 

Case  number  11  had  symptoms  of  ears  blocking  up.  The 
rest  of  the  history  and  examination  is  as  given  in  the  table. 
Did  the  patient  have  a sinusitis  causing  his  catarrhal  otitis 
media?  The  nasal  smear  showed  pus  cells  on  the  left  side 
and  the  left  antrum  was  darker  than  the  right  by  trans- 
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illumination.  Roentgenogram  revealed  cloudiness  of  the  left 
maxillary  and  ethmoid  sinuses.  The  left  antrum  was  washed 
and  pus  was  found. 

Here  the  nasal  smear  was  an  important  factor  calling  for 
further  investigation,  whereupon  a left  maxillary  sinusitis 
was  found  to  be  definitely  present,  and  the  real  cause  for 
the  patient’s  symptoms. 

It  is  conceivable  that  the  membranes  were  so 
swollen,  for  example  in  the  ethmoidal  sinus,  that 
no  secretion  could  escape  into  the  meatuses,  or  the 
secretion  so  inspissated  as  not  to  be  moved  by  the 
cilia.  The  ostia  may  be  blocked  for  one  reason  or 
another.  Therefore,  if  no  pus  cells  are  found,  or  if 
epithelial  cells  or  lymphocytes  or  both  are  found, 
it  behooves  the  clinician  to  cause  shrinkage  of  the 
nasal  mucous  membrane  and  to  use  suction  on  the 
sinuses,  so  that  secretions,  which  may  have  been 
dammed  up,  are  released. 

As  shown  in  table  3,  nasal  smears  after  may  be 
different  from  those  before  shrinkage  and  suction. 
Where  epithelial  cells  only  may  be  found  before, 
pus  cells  may  be  found  afterward.  If  pus  cells  are 
found,  the  sinus  involved  can  be  determined  by  the 
meatus  used  for  the  nasal  smear,  the  symptoms, 
signs,  roentgenogram  and  the  rest  of  the  clinical 
picture.  In  table  3,  I have  shown  three  cases,  where 
nasal  smears  were  taken  before  and  after  nasal 
shrinkage  and  suction. 

Case  14,  diagnosis  allergic  migraine,  revealed  epithelial 
cells  only  before  and  after  suction.  She  had  complained  of 
■“bad  sinus  trouble”  for  years,  but  its  presence  at  the  time 
of  examination  could  not  be  verified  by  nasal  smears.  No 
pus  cells  were  found. 

Case  IS,  diagnosed  as  chronic  ethmoiditis,  bilateral,  re- 
solving, revealed  epithelial  cells  only  before  and  several 
lymphocytes  after  shrinkage  and  suction,  both  right  and 
left  sides.  Roentgenogram  had  shown  cloudiness  of  the 
ethmoidal  sinuses  and  the  left  maxillary.  Washings  of  this 
maxillary  sinus,  centrifuged  and  stained,  revealed  lympho- 
cytes and  epithelial  cells  only. 

Case  16,  diagnosed  as  having  allergic  sinusitis  and  asthma, 
revealed  many  pus  cells  but  no  eosinophiles  on  right  before 
nasal  shrinkage  and  suction,  whereas  after  this  procedure 
several  pus  cells  and  eosinophiles  were  found  on  the  same 
side.  The  left  side  revealed  epithelial  cells  only  before,  but 
several  pus  cells  and  eosinophiles  were  found  after  nasal 
shrinkage  and  suction.  This  case  shows  concretely  the  neces- 
sity for  taking  nasal  smears  after  nasal  shrinkage  and 
suction. 

CONCLUSIONS 

I have  attempted  to  bring  out  two  principles: 
first,  that  normal  nasal  cytology  consists  of  epithe- 
lial cells  only,  or  at  the  most  only  a few  lympho- 
cytes, eosinophiles  or  neutrophiles;  and,  second, 
in  a case  of  suspected  chronic  sinusitis,  where  only 
a few  or  no  pathologic  cells  are  found  in  the  nasal 
smear,  nasal  shrinkage  and  suction  should  be  re- 
sorted to  for  releasing  any  cells  blocked  in  the  sin- 
uses. I have  shown  that  nasal  cytology  is  different 
after  nasal  shrinkage  and  suction  from  what  it  was 
before. 

It  is  especially  advisable  to  look  for  infection  in 


cases  of  poor  nasal  space,  natural  or  because  of 
deviation  of  the  septum.  In  these  cases  of  poor 
nasal  space,  it  has  been  my  experience  to  find  pus 
cells  in  the  nasal  smears  almost  universally.  To  me 
this  signifies  stasis  or,  in  other  words,  infection  of 
the  ethmoidal  sinuses  because  their  small  and  many 
ostia  are  most  likely  to  become  involved  in  such 
stasis. 

If  pus  cells  are  found  in  the  nasal  smear,  infec- 
tion is  present.  The  seriousness  of  the  infection  is 
another  consideration,  to  be  weighed  in  each  case 
by  the  rhinologist.  The  relative  number  of  epi- 
thelial cells,  neutrophiles,  eosinophiles,  monocytes 
and  lymphocytes  should  be  recorded  before  and 
after  evacuation  of  secretion  from  the  sinuses. 

Finally,  it  is  necessary  to  keep  the  smears  of  each 
side  of  the  nose  separate,  as  only  in  this  way  can 
the  cellular  content  of  each  side  be  known  and  eval- 
uated. If  one  is  interested  in  allergy  only,  it  is  un- 
necessary to  distinguish  one  side  from  the  other  as 
allergy  is  constitutional.  Infection,  on  the  other 
hand,  may  be  localized  to  one  sinus  on  one  side. 


FRONT  LINE  PSYCHIATRY  EFFECTIVE 

Approximately  90  per  cent  of  combat  exhaustion  cases 
are  returned  to  duty  largely  as  a result  of  prompt  detection 
of  symptoms  and  skilled  handling  of  the  patient,  it  was 
announced  by  the  commission  of  outstanding  civilian  psy- 
chiatrists which  recently  completed  an  11 -week  survey  of 
psychiatric  conditions  in  the  European  Theater  of  Opera- 
tions. 

Members  of  the  commission  expressed  their  “greatest  ad- 
miration for  the  courage,  ingenuity  and  accomplishments” 
of  their  colleagues  overseas  working  sometimes  under  fire 
and  in  the  face  of  other  serious  handicaps  and  hazards. 

Combat  exhaustion  cases,  known  as  shell  shock  in  the 
last  war,  and  sometimes  referred  to  as  combat  fatigue  or 
operational  fatigue,  are  being  treated  more  successfully  in 
this  war  because  of  the  high  quality  of  personnel  in  the 
field  and  better  methods  and  techniques.  Of  the  greatest 
importance  is  the  fact  that  our  psychiatrists  are  doing  some 
of  their  most  effective  work  right  up  near  the  front  at  the 
clearing  stations. 

Dr.  Karl  Menninger,  a member  of  the  commission  and 
Director,  Menninger  Clinic,  Topeka,  Kansas,  pointed  out 
that  alert  and  understanding  sergeants  and  lieutenants  in 
the  front  lines  are  anticipating  cases  of  combat  exhaustion. 
Symptoms  are  increasing  irritability,  lack  of  interest  in  let- 
ters from  home  and  in  comrades,  and  general  lassitude  and 
moroseness.  .A  man  who  has  reached  this  stage  but  who 
has  not  yet  come  to  the  breaking  point  can  usually  be 
brought  back  to  normal  by  prompt  evacuation  to  rest 
camps  for  relief  from  stress  of  battle. 

Other  findings  were:  There  is  a direct  ratio  between  the 
number  of  exhaustion  cases  and  the  intensity  of  combat; 
combat  exhaustion  emphatically  does  not  mean  a soldier  is 
“yellow”;  every  man  has  his  breaking  point;  a martyr 
situation  more  quickly  induces  combat  exhaustion. 

Other  members  of  the  commission  are:  Dr.  John  C. 
Whitehorn,  Chief  Psychiatrist,  Johns  Hopkins  Hospital, 
and  Professor  of  Psychiatry,  Johns  Hopkins  University; 
Dr.  John  Romano,  Professor  of  Psychiatry,  University  of 
Cincinnati,  College  of  Medicine;  Dr.  Lawrence  S.  Kubie, 
Associate  in  Neurology,  College  of  Physicians  and  Surgeons, 
New  York;  and  Dr.  Leo  H.  Bartemeier,  Professor  of  Psy- 
chiatry, Wayne  University,  Detroit,  Michigan. 
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MANDIBULAR  FRACTURES  AT  KING 
COUNTY  HOSPITAL 

TREATED  BY  ROGER  ANDERSON  SKELETAL  FIXATION 

J.  Wayne  Graham,  D.IM.D. 

SEATTLE,  WASH. 

During  1944  twenty-six  cases  of  fracture  of  the 
mandible  were  admitted  to  King  County  Hospital. 
Of  these,  nine  were  treated  by  Roger  Anderson 
skeletal  pin  fixation.  Two  cases  were  treated  by 
open  reduction,  and  the  remaining  fifteen  by  the 
more  simple  interdental  wiring.  Three  female  and 
twenty-three  male  patients  were  admitted,  the  av- 
rage  age  being  36  years.  The  fractures  were  in  all 
cases  caused  by  trauma. 

The  desirable  time  period  between  fracture,  re- 
duction and  fixation  was  three  days;  the  longest  in- 
terval was  sixteen  days  and  the  shortest  twelve 
hours.  The  long  delay  was  due  to  other  more  seri- 
ous injuries  of  the  patient.  Our  hospital  surgeons 
found  that  three  days  is  the  optimum  time  to  re- 
duce and  immobilize  the  fractures,  allowing  an 
interval  for  primary  swelling  to  subside,  as  the 
patients  are  usually  in  such  severe  shock  from  the 
initial  injury  that  it  cannot  be  done  during  the  first 
few  hours. 

.Approximately  half  of  the  fractures  were  com- 
pound, either  intra-  or  extraorally.  The  relationship 
of  compound  injury  to  osteomyelitis  was  not  true 
in  our  series.  Osteomyelitis  occurred  in  three  cases, 
two  of  which  were  simple  fractures  treated  by  open 
reduction,  the  third  be'ng  compound  fracture  treat- 
ed by  interdental  wiring,  with  a tooth  in  the  line 
fracture  which  was  not  removed. 

The  fracture  lines  were  not  limited  to  any  par- 
ticular region  and  most  mandibular  fractures  were 
bilateral.  A high  percentage  were  subcondylar  in 
addition  to  the  body  of  the  mandible.  The  site  of 
fracture  did  not  determine  the  method  of  fixation, 
but  rather  the  number  and  alignment  of  the  teeth 
present. 

Fifteen  patients  had  sufficient  teeth  for  inter- 
dental wiring  and  were  treated  by  such.  The  re- 
mainder were  edentulous  or  practically  so,  two  of 
whom  were  treated  by  open  reduction  and  the  re- 
maining nine  by  Roger  Anderson  skeletal  pin  fix- 
ation. The  average  duration  of  fixation  for  all  meth- 
ods used  was  four  to  five  weeks. 

In  general,  where  the  patients  have  adequate 
sound  teeth,  it  is  advisable  to  use  the  more  simple 
method  of  interdental  wiring.  We  have  found,  as 
have  others,  that  the  open  reduction  method  is  con- 
traindicated in  mandibular  fractures,  due  to  the 
high  percentage-  of  osteomyelitis.  Extraoral  pin  fix- 


ation is  the  only  other  simple  method  by  which 
adequate  stabilization  of  the  fracture  can  be  main- 
tained. 

TECHNIC 

Before  attempting  the  use  of  skeletal  fixation, 
one  must  have  a thorough  understanding  of  the 
anatomy  involved.  There  are  certain  structures 
which  are  to  be  avoided,  if  pins  are  to  be  used. 

1.  External  maxillary  artery,  which  crosses  in 
the  notch  on  the  inferior  border  of  the  body  of  the 
mandible  just  anterior  to  the  angle,  can  easily  be 
palpated. 

2.  Mental  foramen  lies  inferior  to  and  between 
the  two  lower  bicuspid  roots. 

3.  Lingual  nerve  and  artery  lie  just  medially  to 
the  inner  cortex  of  the  mandible. 

4.  Inferior  alveolar  canal  lies  approximately  in 
the  center  of  the  mandible  and  can  be  avoided  by 
placing  the  pins  in  the  lower  half  of  the  mandible. 

For  a more  detailed  description  of  the  anatemy, 
reference  is  made  to  Winter’s  very  excellent  papeiL 

We  determined  that  the  most  adequate  anesthetic 
for  relaxation  and  ease  of  manipulation  is  vapor- 
ized ether,  given  by  using  the  nasal  attachment. 
Other  anesthetic  agents  present  too  many  ccmpli- 
cating  factors. 

The  mandibular  region  is  surgical'y  prepared  in 
the  male  by  shaving,  and  in  both  the  male  and 
female  by  cleansing  with  soap  and  water  and  then 
applying  some  antiseptic  solution.  If  the  fracture 
line  is  not  easily  palpable,  it  may  be  marked  on  the 
skin  by  using  methylene  blue  or  gentian  violet.  The 
field  is  then  draped. 

The  pins  are  p’aced  through  the  skin  to  contact 
the  mandible  about  half  way  between  the  inferior 
border  and  the  alveolar  canal,  with  the  assistant 
supporting  the  fragment  by  placing  his  finger  in 
the  patient’s  mouth  along  the  body  of  the  mandible. 
The  pins  are  carefully  drilled  through  the  outer 
cortex  and  into  but  not  through  the  inner  cortex. 
They  are  placed  with  the  points  converging  and  ap- 
proximately at  right  angles  to  the  body  of  the  man- 
dible. Two  pins  are  inserted  in  this  manner  in  each 
proximate  and  distal  fragment  (figs.  2 and  3). 
Where  there  is  a bilateral  fracture  (fig.  1),  it  may 
be  necessary  to  use  six  or  eight  pins,  depending  on 
the  individual  case. 

One  inch  square  gauze  dressings  with  5 per  cent 
sulfathiazole  ointment  are  placed  around  the  pins 
against  the  skin  and  sealed  with  collodion.  Single 
clamps  are  applied  to  each  pin  and  a rod  is  at- 
tached with  a double  clamp  in  the  center  between 

1.  Winter.  L.  : Fnetures  of  Mandible.  Am.  J.  Surg., 
61  :267-379,  .Sept..  1<)43. 
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Fig.  1.  This  patient,  age  72,  was  slugged,  robbed  and  fracture.  Given  ether.  Had  a Roger  Anderson  splint  on 

badly  beaten.  It  was  three  days  before  the  fracture  could  for  six  weeks.  No  complications, 

be  reduced.  He  was  edentulous,  had  a bilateral  compound 


Fig.  2.  Male,  age  52,  had  traumatic  fracture  which  was  fracture.  Very  poor  teeth.  Had  a Roger  Anderson  splint 

reduced  after  three  days.  Given  ether.  Simple  bilateral  on  fo.-  six  weeks.  No  complications. 


Fig.  3.  Male,  age  27,  received  a biow.  Compound  frac- 
ture of  the  left  mandible  which  was  reduced  after  four 

the  two  pins  in  each  fragment.  Another  rod  is  then 
placed  through  the  double  clamp  units,  the  fracture 
reduced  and  held  secure  while  the  clamps  are 
tightened. 

In  edentulous  patients  the  reduction  can  be 
easily  determined  by  palpating  the  continuity  of 
the  alveolar  ridge  and  the  inferior  border  of  man- 
dible. In  dentulous  patients,  by  checking  occlusion 


days.  Given  ether.  Had  a Roger  Anderson  spiint  on  for 
five  weeks.  No  complications. 

of  the  teeth,  the  reduction  can  be  verified.  Roent- 
genograms are  then  taken  for  further  confirmation. 

INDICATIONS 

For  extraoral  skeletal  fixation. 

1.  Our  experience  has  shown  that  this  method 
wi'l  properly  immobilize  a short  posterior  fragment. 

2.  This  is  a simple,  adequate  method  for  eden- 
tulous patients  and  cases  with  insufficient  teeth  for 
interdental  wiring. 
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ADVANTAGES 

1.  Simplicity. 

2.  Complete  freedom  of  mastication  with  main- 
tenance of  nutrition  and  reduction  of  nursing  care. 

3.  Removes  dangers  from  vomiting. 

4.  Affords  a method  of  fixation  and  also  read- 
justment, if  the  segments  are  not  in  alignment. 

5.  Allows  the  patient  to  continue  oral  hygiene 
which,  in  turn,  reduces  incidence  of  postoperative 
complications,  especially  where  fracture  is  of  the 
intraoral  compound  type. 

CONCLUSIONS 

1.  I have  reviewed  the  fractures  of  the  man- 
dible occurring  during  the  past  year  at  King 
County  Hospital. 

2.  I have  described  a simple  technic  and  enu- 
merated the  indications  and  advantages  of  the 
Roger  Anderson  method  of  extraoral  pin  fixation, 
as  I feel  that  this  method  has  a definite  place  in 
the  treatment  of  mandibular  fractures. 

EMOTION.\L  INSECURITY  IN  CHILDHOOD 
M.\Y  AFFECT  ADULT  LIFE 
\ child  who  feels  unwanted  by  one  or  both  parents 
will  have  difficulty  all  his  life  feeling  at  home  in  any 
household,  Henry  C.  Schumacher,  M.D.,  writes  in  the  July 
issue  of  Hygeia,  The  Health  Magazine  of  the  .\merican 
Medical  .Association. 

Dr.  Schumacher,  who  is  director  of  the  Cleveland  Guid- 
ance Center  and  consulting  psychiatrist  at  St.  .Ann’s  Hos- 
pital in  Cleveland,  believes  that  the  way  a child  thinks  and 
feels  about  his  parents  will  influence  his  attitudes  in  later 
years. 

“His  ideas  of  marriage,  the  duties  of  parents  tow'ard  their 
children,  how  to  bring  up  children,  his  relationships  with 
his  fellow  men  at  work  and  play — all  these  relationships 
will  be  colored  by  his  own  childhood  feelings,”  Dr.  Schu- 
macher says.  Continuing,  he  wrote: 

“Of  course,  emotional  insecurity  in  a child  may  come 
from  other  things  than  only  from  feeling  that  he  is  un- 
wanted. There  are  parents  who  go  too  far  the  other  way 
and  are  overprotective  and  oversolicitous.  Some  even  go  so 
far  as  to  dodge  disciplinary  measures  because  they’re  afraid 
of  antagonizing  their  own  children ! They  anticipate  every 
want,  so  that  the  child  has  no  chance  to  show  initiative. 
Naturally,  the  child  never  learns  to  cooperate  and  knows 
nothing  about  group  rights.  So  he  becomes  self-centered. 
He  expects  to  receive  everything,  and  he  doesn’t  think  of 
giving  anything.  What  a poor  preparation  for  life  this  is! 
That  child,  when  he  grows  up,  will  avoid  responsibility,  will 
have  little  or  no  self-control,  and,  because  of  his  selfishness, 
will  have  the  utmost  difficulty  in  making  a reasonable  ad- 
justment to  others.  He  will  be  unable  to  make  sound  friend- 
ships, or  to  keep  them,  because  friendship  calls  for  mutual 
consideration.  .And  this  is  exactly  what  he  has  failed  to 
learn,  because  of  his  parents’  oversolicitude.  . . . 

“A  child  who  depends  too  much  on  parental  guidance 
has  had  inadequate  preparation  for  adult  life.  There  must 
be  a gradual  drift  from  parental  discipline  to  self  discipline. 
There  must  be  a development  from  the  impulsiveness  of  the 
baby  to  the  self  control  of  the  emotionally  mature  adult.” 


INGROWING  TOENAIL* 

Theodore  Lincoln  Hyde,  M.D. 

THE  DALLES,  ORE. 

Ingrowing  toenail  is  a very  common  and  painful 
affliction,  concerning  which  there  seems  to  be  con- 
siderable confusion.  Perhaps  one  reason  for  this  is 
that  no  two  of  them  are  quite  alike.  Clinically,  in- 
growing toenail  is  the  result  of  variable  degrees  of 
severity  of  three  factors:  (1),  infection  of  various 
types  is  present;  (2),  there  is  a mechanical  insult 
of  pressure  by  the  shoe;  (3),  there  is  a deformity 
of  the  nail.  Usually  all  three  factors  are  present  to- 
gether, but  sometimes  one  or  another  factor  is  pre- 
dominant and  each  requires  individual  considera- 
tion. 

ETIOLOGIC  FACTORS 

Role  of  Injection-.  Infection  may  occur  quite  in- 
dependently of  the  other  two.  This  condition  would 
be  readily  recognized  on  the  finger  as  an  ordinary 
paronychia.  Why  are  paronychias  of  the  toenails 
so  rare?  Because  they  are  called  ingrowing  toenails. 
Many  a toenail  has  been  surgically  excised  for  a 
condition  which,  had  it  occurred  on  a finger,  would 
have  recovered  with  a minimum  of  interference. 
Patients  tend  to  neglect  their  toes.  They  are  farther 
away  from  the  eyes  and  not  subject  to  the  close 
scrutiny  of  the  fingers.  Accordingly,  paronychia  of 
the  toenails  is  not  often  brought  to  the  doctor’s  at- 
tention in  the  early  stages.  The  constant  “hot  wet 
dressing”  of  the  shoe  and  sweaty  stocking  promote 
early  natural  drainage.  Healing  is  often  delayed, 
however,  by  the  patient’s  refusal  to  provide  rest. 
The  paronychia  does  not  seem  serious  enough  to 
the  patient  to  justify  staying  off  the  foot.  The  sur- 
geon’s function  oftentimes  is  merely  to  insist  on  im- 
mobilization and  cleanliness. 

Role  of  Shoe  Pressure-.  The  mechanical  insult  of 
shoe  pressure  explains  the  predominance  of  the 
great  toe  as  a site  for  ingrowing  toenails.  Surgeons 
universally  decry  the  unphysiologic  pointed  shoe 
but  few  insist  on  doing  anything  about  it.  Many  a 
toenail  has  been  partially  excised  because  an  ill- 
fitting  shoe  prevented  natural  healing.  The  current 
army  experience  of  the  comfort  of  round-toed  Mun- 
son last  shoes  may  teach  many  men  to  spurn  point- 
ed shoes  as  no  surgeon’s  advice  could  do.  The  shoe 
serves  as  a rigid  wall  against  which  the  deformed 
toenail  squeezes  and  irritates  the  flesh.  It  is  a com- 
mentary on  the  difficulties  of  the  practice  of  sur- 
gery that  it  is  sometimes  easier  to  operate  on  a toe 
than  it  is  to  insist  on  a change  in  the  style  of  the 
paient’s  shoes.  Surgery  is  sometimes  more  apt  to 
produce  a permanent  cure  than  temporarily  per- 
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suading  a patient  to  purchase  a sensible  pair  of 
shoes. 

Deformity  of  the  Nail:  Deformity  of  the  nail  is 
usually  relative  within  the  confines  of  the  offending 
shoe.  The  popular  concept  of  ingrowing  toenail  em- 
braces deformity  of  the  nail  almost  exclusively, 
however.  Even  the  typical  curved  “growing  in”  nail 
is  in  large  part  due  to  prolonged  deforming  shoe 
pressure.  Nail  deformities  are  of  two  types.  In  the 
more  common  type  the  edge  of  the  nail  is  bent 
down  at  a right  angle  with  the  top  surface  so  that 
the  nail  presents  an  inverted  U shape  in  cross  sec- 
tion. This  shape  of  nail  is  not  necessarily  trouble- 
some except  with  the  additional  factor  of  shoe  pres- 
sure, and  even  not  then  unless  the  nail  has  been 
carelessly  trimmed.  The  arrangement  of  the  fibers 
of  the  nail  is  such  that,  when  the  distal  edge  is  cut 
or  broken  and  then  torn  laterally,  the  tear  pulls 
around  to  the  edge  of  the  nail  back  toward  the  root 
and  usually  into  “the  quick,”  leaving  a raw  area. 
Such  a tear  also  slants  across  the  thickness  of  the 
nail  in  such  a way  as  to  form  a sharp  lateral  bev- 
elled edge.  This  sharp  edge  more  easily  and  severely 
traumatizes  the  soft  flesh  of  the  nail  wall,  when  the 
toe  is  pressed  against  the  shoe. 

The  other  deformity  is  the  classic  spur  projection 
forward  at  the  lateral  anterior  corner  of  the  nail. 
This  is  caused  by  an  inconstant  anatomic  peculiar- 
ity of  the  fibers  of  the  nail,  in  which  the  edge  has 
grown  forward  faster  than  the  center  and  so  the 
fibers  turn  sharply  anteriorly  at  the  edge  of  the 
nail.  When  the  anterior  edge  is  broken  and  torn 
laterally,  the  line  of  the  tear  leaves  a sharp  corner 
or  projecting  spur.  This  spur  can  also  be  produced 
by  unskilled  attempts  to  cut  out  the  sharp  lateral 
painful  edge  with  scissors  by  the  patient.  Once  in- 
fection has  supervened,  the  edge  of  the  nail  acts  as 
an  irritating  foreign  body  to  prevent  healing. 

TREATMENT 

Treatment  of  Infection:  Treatment  of  ingrowing 
toenail  varies  with  the  factors  involved  and  usually 
all  three  have  to  be  taken  into  consideration.  The 
infection  is  usually  the  precipitating  factor  which 
brings  the  patient  to  the  doctor.  Immobilization 
and  rest  of  the  foot,  by  the  patient  not  walking  on 
it,  may  be  necessary.  Elevation  of  the  foot  is  often 
comforting.  Drainage  is  facilitated  and  heat  is  ap- 
plied by  repeatedly  soaking  the  foot  for  thirty  min- 
utes in  a basin  of  hot  magnesium  sulfate  solution. 
Between  soakings  a dressing  of  sulfathiazole  oint- 
ment can  be  applied  by  the  patient. 

Complications  such  as  felon,  osteomyelitis,  exten- 
sion to  a complete  paronychia,  cellulitis,  lymphan- 


gitis and  even  septicemia  are  ever  present  possi- 
bilities. Thicker  pus  and  sharper  localization  of 
staphylococcic  infection  can  usually  be  distin- 
guished from  the  thinner  pus,  greater  redness  and 
swelling  of  the  more  dangerous  streptococcic  infec- 
tion. A direct  smear  of  the  pus,  stained  with  Gram 
stain  and  examined  microscopically,  is  a simple 
procedure  which  may  reveal  significant  information 
about  the  predominating  organism. 

Rarely  the  patient  comes  to  the  doctor’s  office 
with  the  toe  having  an  undrained  white  edge  of 
pus,  showing  through  the  skin  at  the  side  of  the 
nail,  as  so  commonly  is  seen  with  paronychia  of  the 
finger.  The  trick  in  these  cases  is  to  slide  the  point 
of  the  scalped  laterally  along  the  nail,  lifting  the 
adherent  eponychium  and  entering  the  pus  pocket 
with  out  actually  cutting  anything.  No  anesthetic 
is  necessary.  The  tendency  is  to  incise  directly  down 
through  the  skin  into  the  visible  pocket  of  pus,  but 
this  is  unnecessarily  painful  and  hazardous. 

Treatment  of  Shoe  Pressure:  The  mechanical  in- 
sult of  shoe  pressure  may  have  already  been  taken 
care  of  by  the  patient  by  discarding  the  painful 
shoe.  The  toe  of  the  shoe  can  be  cut  out  with  a 
sharp  knife.  The  cut-out  shoe  provides  a foot  cov- 
ering which  allows  the  patient  to  be  ambulatory  in 
the  later  stages  of  healing,  and  he  is  not  so  apt  to 
become  impatient  if  healing  is  slow.  It  is  often  an 
object  lesson  for  the  patient  to  observe  how  the  toe 
extends  over  the  edge  of  the  sole.  With  the  offending 
shoe  mutilated  it  is  easier  to  persuade  the  patient 
to  purchase  a new  pair  of  properly  fitting  shoes. 

Conservative  Treatment  of  Deformity  of  Nail: 
The  deformity  of  the  nail  can  not  be  greatly  in- 
fluenced until  the  acute  infection  subsides.  The  nail 
of  whatever  shape  is  of  importance  only  because  of 
its  penetration  into  the  soft  tissues  around  the  nail. 
These  soft  tissues  can  be  held  away  from  the  nail 
by  relieving  the  shoe  pressure  and  by  packing  ab- 
sorbent cotton  around  the  edge  of  the  nail.  A small 
bundle  of  absorbent  cotton,  a little  larger  than  a 
matchstick,  is  packed  under  the  nail  with  a pointed 
match-stick,  starting  at  the  middle  of  the  distal 
edge.  No  matter  how  short  the  free  edge  may  be, 
the  pack  can  almost  always  be  inserted  a little 
under  the  end.  The  first  day  the  toe  may  be  too 
sensitive  to  extend  the  pack  very  far  laterally.  Each 
day  it  can  be  renewed  and  enlarged  until  it  extends 
all  the  way  laterally  under  the  spur  of  the  sharp 
edge  between  the  nail  and  nail  wall.  It  is  simpler, 
safer  and  more  immediately  effective  in  the  acute 
stage  to  alter  the  soft  tissues  than  the  rigid  wall. 
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although  the  nail  may  have  to  be  changed  eventu- 
ally to  obtain  a permanent  growth. 

The  natural  growth  of  the  nail  will  eventually 
produce  the  desired  improvement  in  its  shape,  if 
the  shoe  pressure  is  relieved  and  the  patient  will 
continue  to  insert  the  cotton  packing.  The  object  is 
to  allow  the  nail  to  grow  out  so  it  can  be  cut  square 
across  the  end  with  both  lateral  corners  out  in  plain 
sight.  This  requires  time  and  the  cooperation  of  the 
patient,  but  any  intelligent  person  will  prefer  and 
appreciate  it  as  the  better  way. 

Indications  for  Surgery:  Unfortunately  not  all 
patients  are  intelligent,  cooperative  or  even  appre- 
ciative. Surgery  is  sometimes  indicated  by  the 
pathology  and  other  circumstances  beyond  the  con- 
trol of  the  doctor.  Usually  surgery  is  reserved  for 
those  patients  who  have  demonstrated  their  inabil- 
ity to  take  care  of  their  feet  by  actually  having  a 
second  attack.  Repeated  paronychia  may  have  no 
relation  to  deformity  of  the  nail  or  patient  neglect. 


Fig.  1.  Diagtamatic  drawing  of  right  great  toe,  showing 
lines  of  incision. 

Complete  paronychia  (runaround)  is  notoriously 
chronic.  Occasionally  a patient  will  not  even  make 
the  necessary  effort  to  enable  the  toe  to  heal,  but 
insists  on  wearing  the  offending  shoe  and  neglects 
the  cotton  pack.  Some  nails  are  so  severely  de- 
formed when  first  seen  that  surgery  will  obviously 
be  necessary  to  obtain  a cure.  Chronicity,  recur- 
rence and  extreme  deformity  of  the  nail,  therefore, 
are  the  indications  for  surgery.  If  both  feet  are  in- 
volved, only  one  should  be  operated  upon  at  a time 
as  the  patient  is  unduly  incapacitated  by  a bilateral 
operation. 

The  Operation:  Simple  removal  of  the  nail  under 
local  infiltration  anesthesia  may  suffice  for  com- 
plete paronychia  and  m'nor  deformities.  Usually,  if 
surgery  is  indicated,  however,  the  operation  should 
be  a radical  excision  of  the  lateral  third  of  the  nail 
ccmp’ete  with  all  of  its  nail-producing  germinative 
layer  matrix.  All  of  that  part  of  the  nail  which 
curves  downward  from  the  flat  top  surface  should 
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be  removed,  and  this  usually  constitutes  about  one- 
third  of  the  nail  (fig.  1 ) . 

The  subtotal  excision  operation  is  done  under 
local  anesthesia  and  a tourniquet.  The  foot  is  pre- 
pared by  soap  and  water  scrubbing  for  ten  minutes, 
like  a surgeon’s  hands  preoperatively.  The  skin  is 
painted  with  an  antiseptic  solution  and  sterile 
drapes  applied.  The  sensory  nerves  at  the  base  of 
the  toe  are  blocked  by  the  injection  of  4 cc.  of  2 
per  cent  procaine  solution  in  each  quadrant.  Epine- 
phrine is  never  added  to  procaine  solution  to  be 
used  in  the  fingers  or  toes.  Injection  of  anesthetic 
solution  can  be  excruciatingly  painful,  if  it  is  made 
directly  into  the  inflamed  area,  so  it  should  be 
placed  well  proximal  as  a block.  Then  a rubber- 
band  tourniquet  is  applied  to  the  base  of  the  toe. 

The  incisions  outline  an  area  roughly  triangular 
in  shape.  The  first  incision  is  about  one  and  one- 
half  inches  long  from  the  end  of  the  nail  at  the 
junction  of  the  middle  and  lateral  thirds,  straight 
backwards  nearly  to  the  interphalangeal  joint  ex- 
tending through  the  substance  of  the  nail  down 
into  the  corium  to  the  bone.  The  second  incision 
starts  and  ends  at  the  same  place  but  extends  lat- 
erally along  the  summit  of  the  nail  wall.  The  first 
incision  through  the  nail  requires  strong  pressure 
and  the  toe  must  be  firmly  supported.  The  lateral 
incision  does  not  incise  the  nail  but  carefully  in- 
cludes all  the  matrix  and  nail  lateral  to  the  first  in- 
cision. All  the  tissue  in  the  outline  area  surround- 
ing the  nail  is  removed  by  sharp  dissection  in  a 
wedge  down  nearly  to  the  bone.  The  germinative 
matrix  is  not  confined  to  the  half-moon  lunular 
area.  The  matrix  commonly  adheres  to  the  nail  but, 
if  it  has  been  loosened  and  separated  by  infection, 
extreme  care  must  be  taken  to  excise  all  of  it.  A 
curette  can  not  be  relied  upon  to  scrape  aw’ay  areas 
net  clearly  excised.  It  is  extremely  embarrassing  to 
have  the  patient  go  later  to  another  doctor  with  a 
spicule  of  nail  growing  out  through  the  operative 
scar. 

.^fter  the  excision  the  lateral  half  of  the  nail  wall 
will  fall  into  the  cavity  and  provide  a flap  skin 
graft  to  cover  it.  When  the  surgeon  is  satisfied  the 
excision  has  been  complete  and  a dry  field  is  no 
longer  necessary,  the  tourniquet  is  removed.  Bleed- 
ing may  be  brisk  but  usually  stops  after  a brief 
wait  for  the  length  of  the  patient’s  bleeding  time. 
Blood  vessel  ties  to  control  bleeding  are  usually  un- 
necessary and  undesirable.  Packing  is  better  avoid- 
ed also.  One  or  two  sutures  may  be  taken  with 
white  cotton  thread  through  the  nail  wall  and  the 
substance  of  the  nail,  but  usually  the  nail  wall  will 
fall  into  proper  place  with  the  pressure  of  the  dress- 
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ing.  A thin  frost  of  sulfanilamide  powder  may  be 
applied  after  the  bleeding  stops.  Sulfathiazole  oint- 
ment gauze  is  used  as  the  innermost  layer  of  the 
dressing  so  it  can  be  painlessly  removed  for  subse- 
quent change  of  dressing.  If  the  bleeding  is  pro- 
longed, a hemostatically  tight  bandage  may  be  ap- 
plied but  if  so,  it  should  be  replaced  by  a looser 
one  in  a few  hours. 

A splint  is  usually  comforting  to  protect  the  toe 
from  being  bumped.  Prepared  aluminum  finger  or 
toe  splints  are  usually  available  or  a splint  can  be 
improvised  with  a tongue  depressor.  An  ordinary 
wooden  tongue  depressor  when  wet  will  retain  its 
continuity  with  greenstick  fractures,  if  it  is  broken 
carefully  while  held  firmly  in  the  crack  of  a door. 

If  the  operation  is  done  while  the  infection  is 
still  present  an  alarming  e.xacerbation  may  occur. 
This  is  rarely  serious  but  the  sutures  should  be  re- 
moved and  the  infection  treated  as  suggested  previ- 
ously. Systemic  sulfadiazine  is  rarely  justified.  Heal- 
ing is  usually  complete  in  about  two  weeks.  This 
is  often  longer  than  the  patient  expects  and  it  is 
well  to  warn  him  of  it  beforehand. 

Although  the  operation  has  been  described  at 
some  length,  it  has  been  indicated  in  less  than  20 
per  cent  of  my  cases.  Most  cases  can  be  cleared  up 
by  the  ordinary  treatment  of  the  infection  and  the 
relief  of  shoe  pressure.  Part  of  the  surgeon’s  duty 
is  to  persuade  the  patient  to  a proper  sense  of  re- 
sponsibility toward  the  condition.  A conscientious 
surgeon  is  not  content  with  therapy  but  completes 
his  purpose  by  earnest  efforts  at  preventive  medi- 
cine which  in  this  case  consists  of  taking  time  to 
educate  the  patient. 

CONCLUSIONS 

1.  Ingrowing  toenail  is  the  result  of  three  fac- 
tors: infection,  shoe  pressure  and  deformity  of  the 
nail. 

2.  Paronychial  infection  may  occur  unrelated  to 
ingrowing  toenail. 

3.  Shoe  pressure  is  the  main  etiologic  factor,  but 
it  is  sometimes  difficult  to  persuade  the  patient  to 
adopt  sensible  shoes. 

4.  The  nail  deformity  can  usually  be  corrected 
by  the  prolonged  use  of  absorbent  cotton  packing 
between  nail  and  soft  tissues. 

5.  In  a minority  of  cases  partial  excision  of  the 
nail  is  indicated  because  of  chronicity,  recurrence 
or  extreme  deformity  of  the  nail. 

6.  Meticulous  care  in  the  operation  is  necessary 
to  remove  all  of  the  germinative  matrix  around  the 
excised  portion  of  the  nail. 


CONTROL  OF  DYSENTERY  OUTBREAK  IN 
VANCOUVER  NURSERY  SCHOOL 
S.  P.  Lehman,  M.D. 

COUNTY  HEALTH  OFFICER 
AND 

Ruth  Jens,  M.D. 

ASSISTANT  COUNTY  HEALTH  OFFICER 
VANCOUVER,  WASH. 

Diarrhea,  vomiting  and  abdominal  cramps  pre- 
sented themselves  as  symptoms  in  a sufficient  num- 
ber of  youngsters  from  a single  nursery  school  in 
Vancouver  to  merit  investigation.  From  the  middle 
of  October  to  December  30,  1944,  fifty-one  young- 
sters had  been  sent  to  the  nursery’s  special  care 
room.  They  reported  at  the  rate  of  about  five 
weekly. 

In  January,  1945,  the  Clark  County-City  Health 
Department  tried  to  locate  the  cause  of  the  symp- 
toms and  control  further  spread.  Cultures  taken 
from  stool  specimens,  obtained  by  rectal  swabbing, 
grew  dysentery  bacillus,  flexner  type.  When  several 
cultures  yielded  the  same  organism,  all  nursery 
school  youngsters  and  all  nursery  school  personnel 
were  cultured  to  find  possible  carriers.  One  hundred 
and  nine  symptom-free  persons  were  cultured; 
twelve  had  positive  cultures  for  dysentery  bacillus, 
flexner  type. 

At  this  point,  the  situation  presented  the  follow- 
ing problems: 

1.  Provision  of  isolation  facilities  where  newly 
found  cases  could  be  placed. 

2.  Education  of  parents  of  patients,  both  those 
patients  who  were  asymptomatic  and  those  patients 
with  symptoms,  so  every  patient  would  receive 
treatment. 

3.  Provision  of  isolation  facilities,  where  asymp- 
tomatic youngsters  with  positive  cultures  could  be 
treated. 

4.  Performance  of  the  above  while  enabling  the 
working  mother  to  continue  work. 

Suitable  facilities  were  made  available  in  a build- 
ing across  the  road  from  the  nursery  school.  It  pro- 
vided a separate  apartment  for  symptom-free  pa- 
tients with  positive  cultures  and  one  for  patients 
with  acute  symptoms  who  had  to  be  kept  isolated, 
pending  the  return  of  their  parents. 

As  new  patients  presented  symptoms,  they  were 
immediately  transferred  from  the  nursery  school  to 
the  isolation  building,  where  they  were  assigned  to 
the  section  reserved  for  patients  with  acute  symp- 
toms. Rectal  swabs  were  taken  for  culture.  The  pa- 
tients were  then  put  to  bed.  When  the  parents  call- 
ed for  the  youngsters,  they  were  advised  to  put  the 
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children  under  the  care  of  a physician  as  soon  as 
possible. 

The  physicians  were  contacted  and  advised  that 
dysentery  was  present  in  a significant  number  of 
persons,  and  also  advised  concerning  availability  of 
laboratory  and  suggested  treatment  facilities. 

A ten  day  course  of  sulfaguanadine  or  sulfasuxi- 
dine  was  recommended.  Dosage  for  each  individual 
patient  was  based  upon  body  weight  in  amounts  of 
one  grain  per  pound  per  day.  Total  dosage  was  di- 
vided by  eight  to  obtain  the  prescribed  amount  to 
be  given  every  three  hours. 

Concurrently  with  the  above,  a public  health 
nurse  visited  each  patient’s  home,  explained  the 
nature  of  the  disease  and  reiterated  the  need  for 
isolation.  She  likewise  advised  the  parents  that  the 
youngster  could  be  returned  to  the  isolation  quar- 
ters of  the  nursery  school  as  soon  as  he  became 
symptom-free. 

When  the  symptom-free  youngster  returned  to 
the  nursery  school,  he  was  kept  in  the  apartment  of 
the  isolation  building  which  was  reserved  for  symp- 
tom-free cases  until  well.  Two  negative  cultures 
were  required  before  the  patient  was  considered 
eligible  for  release. 

In  several  cases,  two  ten-day  courses  of  medica- 
tion were  necessary  before  this  desired  result  was 
accomplished.  When  two  negative  cultures  were  ob- 
tained, the  youngster  was  returned  to  the  nursery 
school  proper. 

Table  1 — New  Cases  Developing  in  Nursery  School  before 

isolation  facilities  made  available  (listed  by  weeks) 


Dates  Cases 

October  16-21  S 

October  23-28  4 

October  30-November  4 4 

November  6-11  2 

November  13-18  5 

November  20-25  11 

November  27-December  2 5 

December  4-9  3 

December  11-16  7 

December  18-23  3 

December  25-30  2 

January  1-6  4 

January  8-13  6 

January  15-20  8 

January  22-27  10 

January  29-February  3 5 

February  5-10  4 

February  12-17  7 

Table  2 — New  Cases  Developing  in  Nursery  School  after 
isolation  facilities  made  available  (listed  by  weeks) 
Dates  Cases 

February  19-24  ^ 11 

February  26-March  3 9 

March  5-10  3 

March  12-17  3 

March  19-24  0 

March  26-31  4 

April  2-7  1 

(Isolation  quarters  dismantled) 

April  9-14  0 

April  15-21  0 
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No  new  case  has  developed  to  the  time  of  writ- 
ing, June,  1945. 

It  is  in  interesting  to  note  in  the  above  two  tables 
that  isolation  of  all  known  cases  did  not  immedi- 
ately end  the  occurrence  of  the  new  cases.  This  can 
perhaps  best  be  explained  by  the  assumption  that 
the  new  cases,  which  occurred  immediately  after 
establishment  of  isolation  quarters  and  after  all 
known  cases  had  been  excluded  from  the  nursery 
school,  were  harboring  dysentery  bacilli  during  its 
incubation  period  and  before  positive  cultures  could 
be  obtained  from  rectal  swabs. 

Two  weeks  following  establishment  of  isolation 
quarters,  a sharp  drop  in  the  number  of  new  cases 
was  observed,  and  several  weeks  later  no  new  cases 
developed. 

SUMMARY 

1.  An  outbreak  of  dysentery  occurred  in  a nur- 
sery school  in  Vancouver,  Wash. 

2.  The  outbreak  began  insidiously,  reaching  large 
proportions  during  a relatively  short  period  of  time. 

3.  Quarters  were  made  available  to  isolate  all 
cases  as  they  occurred  and  to  isolate  all  carriers. 

4.  Carriers  were  found  by  routine  culturing  of 
rectal  swabs  taken  on  all  nursery  school  youngsters 
and  personnel. 

5.  Treatment  in  the  form  of  a ten-day  course  of 
sulfaquanadine  or  sulfasuxidine  was  given  actual 
cases  and  all  carriers. 

6.  The  outbreak  was  under  control  two  weeks 
after  institution  of  these  measures,  with  a marked 
decrease  in  number  of  new  cases. 

7.  No  new  cases  developed  after  seven  weeks  of 
adherence  to  the  isolation  treatment  procedures. 
Prior  to  control,  cases  had  been  present  uninter- 
ruptedly for  at  least  twenty-six  weeks. 

Rectal  swabs  were  done  without  using  any  lubri- 
cant. The  sterile  cotton-tipped  applicator  was  in- 
serted about  two  inches  into  the  rectum  and  touch- 
ed to  the  mucosa.  The  discolored  swab  was  immedi- 
ately rubbed  on  the  surface  of  the  media  on  which 
it  was  to  be  incubated.  The  plate  was  in  the  incu- 
bator within  at  least  an  hour. 

Laboratory  procedure  consisted  of  growth  from 
rectal  swabs  on  S.S.  Difco  media  and  transfer  of 
pathogenic  colonies  to  Russell’s  Double  Sugar  for 
further  identification.  Typical  growth  on  Russell’s 
Sugar  was  then  transferred  to  Mannitole,  Xylose 
and  Rhamnose  sugars  for  further  identification. 
Where  additional  supportive  evidence  was  desired, 
patient  serum  was  used  to  agglutinate  flexor  bacilli. 
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HOUSE  OF  DELEGATES  WILL  MEET 
SEPTEMBER  1-2 


Annual  meeting  of  the  House  of  Delegates  of  Oregon 
State  Medical  Society  has  been  named  for  September  1-2 
with  Portland  again  the  place,  due  to  wartime  travel  con- 
ditions. Due  also  to  these  conditions  there  will  be  no  scien- 
tific meetings  this  year,  the  sessions  being  confined  to  busi- 
ness matters  only.  .Among  important  topics  likely  to  be  dis- 
cussed are  an  extension  to  all  industrial  contracts  of  the 
“private  patient  status”  accorded  railroad  employees  at  the 
.April  meeting,  and  the  report  of  the  committee  studying 
the  direction  and  extent  of  any  changes  concerning  Oregon 
Physicians  Service. 

Delegates  planning  to  attend  the  meetings  should  make 
hotel  reservations  as  early  as  possible,  according  to  Clyde 
Foley,  executive  secretary. 


QUESTIONNAIRE  STIRS  OLD  WARRIOR 
TO  SOUND  CALL  FOR  ALERTNESS 


•A  questionnaire  recently  circulated  among  Oregon  physi- 
cians has  created  in  the  mind  of  this  writer  a train  of 
vagrant  thought.  Memory  carries  back  to  yesterday  and 
speculation  looks  forward  to  tomorrow.  Through  the  fixed 
points  of  a past  position  and  our  present  place,  the  plotted 
line  heads  forth  into  the  future.  Let  us  examine  this  plotted 
course  carefully  so  that  we  may  determine  if  we  travel  up 
or  down,  toward  or  away. 

This  writer  is  an  oldster  who  recalls  other  days  and  ques- 
tionnaires. Not  too  recently  located  hereabouts,  his  experi- 
ences elsewhere  permit  him  to  contrast  them  with  the  sit- 
uations here  existent.  That  there  is  great  similarity  goes 
without  saying.  .Almost  identical  form-inquiries  are  cur- 
rently in  circulation  far  from  here  and  have  been  received 
by  recent  mail. 

The  mentioned  questionnaires  are  not  the  subject  of  this 
discussion.  However,  they  do  serve  as  the  present  point  of 
projection,  from  which  we  may  take  off  toward  what  lies 
ahead.  We  can  fix  a point  in  the  past,  not  too  long  since, 
when  a timorous  inquiry  sought  our  opinion  of  a tiny 
first  step  away  from  the  determined  policy  of  individuality. 
Striking  the  line  through  these  fixed  points,  where  do  we 
go  from  here? 

It  is  noted  that  the  Oregon  questionnaire  seeks  only  to 
find  whether  or  not  our  present  desire  is  expansion  in  the 
field  of  contract  service  and  in  what  respects  expansion  is 
most  favored.  As  one  inspects  the  format,  his  feeling  grows 
that  extension  of  some  sort  is  in  the  wind.  Certainly  there 
is  no  interrogatory,  inquiring  if  contraction  or  abandon- 
ment of  such  service  is  desired.  .Apparently  interrogation 


along  that  line  is  regarded  as  absurd,  so  one  may  safely 
assume  a definite  fixed  point  as  of  today. 

Judged  by  the  standards  of  yesteryear,  we  are  decidedly 
left  of  center  and  a prolongation  of  the  projection  indicates 
still  greater  future  deviation.  .Apparently  the  trend  is 
wholly  acceptable  or  so  nearly  so  that  opposing  sentiment 
may  be  disregarded  and  need  not  be  canvassed. 

Such  unanimity  seems  strange  indeed  to  one  who  has 
lived  long  enough  with  his  professional  confreres  to  dis- 
cover that  they  know  naught  of  unity  but  are  mighty  in 
disaccord.  Can  the  entire  ensemble  now  chant  a chorus,  a 
line  or  even  a bar  or  two  in  sweet  harmony?  Not  the  prima 
donnas  whom  the  writer  knew  and  loved,  worked  and 
fought  with.  Don’t  say  they  have  changed ! 

The  present  hegira  ad  sinistra  is  largely  due  to  the  simul- 
taneous advent  of  a number  of  circumstances: 

1.  We  are  just  now  too  busy  to  bother. 

2.  Temporary  opulence  apathy  afflicts  us.  We  trust  the 
term  is  self-explanatory. 

3.  Many  who  have  formerly  breathed  the  sweet  air  of 
freedom  are  growing  old  and  tired.  They  seek  no  further 
wars.  They  are  resigned. 

4.  Some  view  the  trend  from  the  ivory  tower  of  retire- 
ment with  mingled  reactions  of  derision,  amazement  and 
mostly  sorrow.  There  is  something  of  indignation  but  not 
the  slightest  wish  to  intervene.  The  younger  horsemen 
now  in  the  saddle  will  make  the  present  ride.  They  seek  no 
advice,  resent  all  offered  counsel.  How  like  my  own  con- 
temporaries ! 

There  is  yet  another  reason  why  we  may  expect  the  pro- 
jection to  carry  farther  and  farther  from  individual  free- 
dom toward  collectivism.  The  great  majority  of  our  young- 
er men  and  women  have,  during  the  last  decade,  existed 
largely  in  a regimented  state.  They  have  not  liked  it,  espe- 
cially at  the  outset,  but  have  become  resigned  or  at  least 
inured.  In  the  great  struggle  for  world  freedom  most  of  our 
personal  liberties  have  been  yielded.  How  much  will  we 
recapture?  How  much,  if  any,  will  we  care  to  repossess? 

In  the  course  of  a most  unusual  recent  experience  this 
old-timer  has  come  in  close  contact  with  the  prevailing 
medical  struggle  now  existing  in  the  east,  the  Great  Lakes 
section  and  the  Pacific  Coast.  What  local  information  he 
has  garnered  convinces  him  that  in  all  quarters  the  prob- 
lem is  not  widely  variant. 

Several  years  ago  we  grappled  with  a number  of  en- 
dowed foundations,  engaging  in  the  field  of  social  reform. 
We  do  not  hear  so  much  of  these  organizations  nowadays 
but  our  bitter  struggle  with  them  left  several  scars.  Con- 
siderable national  legislation  stems  from  the  foundations 
and  they  are  neither  dead  nor  soundly  sleeping. 

However,  the  foundations  are  not  presently  our  most 
active  foes.  There  exists  now  an  unusual  alliance  opposed 
to  organized  medicine.  Its  activities  are  apparent  here, 
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thera  and  yonder.  The  strange  allies  are  not  yet  cemented 
in  all-out  cooperative  action  against  us.  It  is  possible  that 
alert  endeavor  may  prevent  their  further  amalgamation 
against  free  medicine. 

The  writer’s  knowledge  of  this  situation  is  particular 
and  personal.  In  the  different  sections  mentioned  he  was 
and  is  in  direct  contact  with  these  new'er  foes  of  our  pro- 
fessional life.  He  came  to  know  them  well  enough  that  h: 
can  readily  identify  their  counterparts  operating  h.re 
among  us  and  perhaps  may  later  point  a finger. 

Old  men  love  to  moralize.  It  irks  most  of  their  listeners 
but  no  old  man  readily  forgoes  this  common  attribute  of 
senescence.  The  writer  has  been  told  that  in  the  last  great 
war,  when  many  of  your  fellows  were  away,  an  individual 
in  your  ranks  ran  for  the  Oregon  legislature  and  rammed 
through  an  act  legalizing  the  corporate  p.actice  of  medi- 
cine. How  many  of  our  present  troubles  arise  from  this? 

Reflect!  Many  of  your  number  are  now  away.  They  are 
engaged  in  the  great  world-wide  struggle  for  freedom. 
•Are  we  loyal  to  them  in  their  absence?  .Are  we  watchful? 


O.P.S.  COMMITTEE  WEIGHS  QUES- 
TIONNAIRE REPLIES 


The  special  committee  of  Oregon  State  Medical  So- 
ciety, studying  developments  concerning  Oregon  Physicians 
Service,  held  a meeting  on  .August  4,  coincidental  with 
regular  O.P.S.  directors  meeting.  Considerable  time  was 
devoted  to  studying  the  returns  of  the  O.P.S.  question- 
naire recently  mailed  to  all  members  of  the  State  Society, 
but,  pending  a report  of  the  committee  to  the  House  of 
Delegates  in  September,  no  announcement  of  the  pre- 
liminary results  was  forthcoming.  RetUins  from  the  ques- 
tionnaires are  still  being  received. 

Purpose  of  the  questionnaire,  as  explained  in  the  cov- 
ering letter,  was  to  afford  this  committee  a background  of 
state-wide  opinion  regarding  O.P.S.  activities,  against 
which  to  evaluate  its  recommendations  to  Oregon  State 
Medical  Society. 


PORTLAND  DOCTORS  PURCHASE 
HOSPITAL 


■Announcement  has  been  made  of  the  purchase  of  Coffey 
Memorial  Hospital,  Portland,  by  a group  of  fourteen 
Portland  physicians  and  surgeons.  Consideration  an- 
nounced was  $250,000. 

Coffey  Memorial  Hospital  was  founded  in  1916  as  the 
Portland  Surgical  hospital  by  the  late  Robert  C.  Coffey 
who  was  killed  in  an  airplane  crash  in  1933.  In  1926  the 


name  was  changed  to  the  Dr.  Robert  C.  Coffey  Clinic  and 
Hospital,  and  some  months  after  the  founder’s  death  the 
name  was  changed  to  Coffey  Memorial  Hospital.  The  in- 
stitutior,  has  recently  operated  as  a general  hospital. 

Incorporated  as  Physicians  and  Surgeons  Hospital  of 
Portland,  the  new  owner  declared  itself  a nonprofit  or- 
ganization, and  announced  plans  to  develop  a complete 
community  hospital  by  expansion  of  the  present  plant  .as 
quickly  as  possible.  Operation  of  the  hospital  cn  a non- 
profit basis  is  expected  to  place  the  institution  on  a par 
with  other  Portland  hospitals  in  the  matter  of  taxation. 

Announced  stockholders  of  the  new  group  are  Drs. 
J.  D.  Leonard,  president;  Ira  .A.  Manville  and  Harry  M. 
Henderschott,  vice-presidents;  J.  L.  Holzman,  treasurer; 
H.  L.  Rosenberg,  secretary;  .Aubrey  Davis,  M.  B.  Taylor, 
VV.  G.  Homan,  .Alfred  Hutchinson,  L.  S.  Besson,  R.  .A. 
Bissett,  Wm.  B.  Hare,  Jesse  Ray  and  Wilfred  H.  Belknap. 

.Although  announcement  was  not  made,  it  is  understood 
Mr.  Frank  M.  Moore,  who  has  efficiently  managed  the 
property  for  the  past  several  years,  will  continue  in  that 
capacity. 


PERSONALS 


Drs.  Hellwarth  and  Kauffman,  Toledo  physicians 
and  surgeons,  have  dissolved  partnership,  effective  July  1, 
with  Dr.  Kauffman  purchasing  Dr.  Hellwarth’s  interests. 
Dr.  Hellwarth  will  continue  to  be  associated  with  Dr. 
Kauffman  in  the  practice  of  their  profession. 

Dr.  Stone  New  E.M.I.C.  Director  for  Oregon.  Harold 
M.  Erickson,  state  health  officer,  has  announced  the  ap- 
pointment of  Willard  J.  Stone,  Salem,  as  director  of  Ore- 
gon’s Maternal  and  Child  Health  Program.  Dr.  Stone  was 
Marion  county  health  officer,  and  a former  member  of  the 
Health  Department  of  Oregon  State  College  before  accept- 
ing his  present  appointment. 


OBITUARY 


Dr.  .Allen  E.  Kidd,  69,  Portland  physician,  suffered  a 
heart  attack  while  driving  his  automobile  home  from  a 
short  vacation,  the  car  plunging  into  the  Sandy  river  near 
Troutdale.  Dr.  Kidd  was  born  in  Benton  Harbor,  Michi- 
gan, graduated  from  Barnes  university  in  Si.  Louis,  Mo., 
and  later  studied  at  the  Chicago  Eye,  Ear,  Nose  and 
Throat  hospital.  After  a pe.iod  on  the  staff  of  Barnes 
university  he  moved  to  Portland,  where  he  practiced 
since  1914.  He  was  a memb  r of  the  Multnomah  County 
Medical  Society,  Oregon  State  Medical  Society  and  .Amer- 
ican Medical  Association. 


MODIFIED  PENICILLIN  DOSAGE  M.AY  BE 
ADMINISTERED  BY  MOUTH 
Three  Washington,  D.  C.,  research  scientists  combined 
penicillin  with  certain  aluminum  or  magnesium  compounds 
and  discovered  a method  whereby  the  drug  could  be  taken 
by  mouth  with  effective  results  for  the  treatment  of  various 
diseases. 

Henry  Welch,  Ph.D.,  Clifford  W.  Price,  .A.B.,  and  Velma 
L.  Chandler,  B.S.,  report  in  the  July  21  issue  of  The  Jour- 
nal of  the  American  Medical  Association  that  the  adminis- 
tration by  mouth  of  “four  doses  of  25,000  units  each  two 
hours  apart  of  penicillin  modified  by  either  aluminum 


hydroxide  or  magnesium  hydroxide  will  result  in  a pro- 
longed level  of  penicillin  in  the  blood  stream.” 

“Following  each  dose,”  the  investigators  say,  “there  is  a 
pronounced  increase  in  the  blood  concentration  level  of 
penicillin,  and  this  blood  level  may  be  increased  with  subse- 
quent doses.  Relatively  high  levels  of  penicillin  may  be 
maintained  in  blood  by  increasing  the  frequency  of  the 
doses  of  penicillin-aluminum  hydroxide.” 

They  conclude  that  because  of  the  prolonged  penicillin 
concentrations  in  the  blood  following  this  method  of  admin- 
istration by  mouth,  this  dosage  form  may  have  some  defi- 
nite preventive  value  in  disease. 
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ANNUAL  MEETING  OF  STATE 
ASSOCIATION 


Washington  State  Medical  Association’s  annual  meeting 
will  be  held  at  Olympic  Hotel,  Seattle,  September  8-9, 
with  war-time  regulations  limiting  the  sessions  to  those 
of  the  House  of  Delegates.  Following  the  custom  of  the 
past  few  war  years,  the  usual  program  of  scientific  papers 
and  discussions,  which  formerly  consumed  much  of  the 
program,  has  been  discarded.  This  feature  of  the  annual 
meeting  will  be  resumed  with  the  war’s  end. 

Sessions  of  the  House  of  Delegates  will  be  preceded  on 
Saturday  by  a meeting  of  Governors  of  the  Medical  De- 
fense Fund  at  11  a.m.  and  an  assembly  of  the  Board  of 
Trustees  at  1:30  p.m. 

First  session  of  the  House  of  Delegates  will  be  at  3:30 
p.m.  on  Saturday,  September  8.  The  agenda  for  the  two- 
day  meeting  are  as  follows: 

HOUSE  OF  DELEG.4TES 
.\genda 

Saturday,  September  8,  1945,  Parlor  A,  Olympic  Hotel, 
Seattle,  Wash. 

Wilmot  D.  Read,  Speaker,  Presiding 
3:30  p.m. — Call  to  order  by  Speaker. 

Roll  Call. 

Report  of  Credentials  Committee. 

Presentation,  correction  and  adoption  of  minutes  of 
5Sth  .Annual  Session. 

Appointment  of  Committees  by  Speaker 

Necrology  Committee  (3). 

Resolutions  Committee  (3). 

Special  Committees. 

Note:  No  appointment  of  “Committee  on  Place  of 

1946  Meeting”  is  necessary  since  the  1943  Session  adopted 
a resolution  naming  Spokane  when  a complete  convention 
is  scheduled. 

Reports  of  Officers 

President’s  Message  and  Report  of  Board  of  Trustees. 

Report  of  Secretary-Treasurer. 

Report  of  Counsel:  William  T.  Laube. 

Note:  Since  no  meeting  of  House  of  Delegates  .^M.^ 
was  held,  there  is  no  report  from  the  delegates  thereto. 

Reports  of  Standing  and  Special  Committees 

1.  Diabetes  Committee:  Lester  J.  Palmer,  Chairman. 

2.  Executive  Committee:  R.  L.  Zech,  Chairman. 

3.  Finance  Committee:  G.  W.  Cornett,  Chairman. 

4.  Graduate  Medical  Education  and  Hospital  Commit- 
tee: Homer  D.  Dudley,  Chairman. 

5.  Industrial  Hygiene  Committee:  K.  L.  Partlow,  Chair- 
man. 

6.  Industrial  Insurance  and  Health  Committee:  Harold 
E.  Nichols,  Chairman. 

7.  Medical  Defense  Committee:  Homer  D.  Dudley, 

Chairman. 

8.  Medical  Care  and  Prepaid  Hospitalization  Commit- 
tee: J.  F.  Christensen,  Chairman. 

9.  Maternal  and  Child  Welfare  Committee:  H.  H.  Skin- 
ner, Chairman. 

10.  Medical  School  Committee:  David  Metheny,  Chair- 
man. 

11.  Mental  Hygiene  Committee:  N.  K.  Rickies,  Chair- 
man. 


12.  Neoplastic  Committee:  G.  W.  Cornett,  Chairman. 

13.  Over-.'Ml  Fee  Schedule  Committee:  Harold  J.  Nich- 
ols, Chairman. 

14.  Publication  Committee:  Herbert  E.  Coe,  Chairman. 

15.  Public  Relations  Committee:  G.  H.  Marshall,  Chair- 
man. 

16.  Public  Laws  Committee:  H.  B.  Penney,  Chairman. 

17.  Public  Health  and  Sanitation  Committee:  W.  L. 
Ringle,  Chairman. 

18.  Procurement  and  -Assignment  Committee:  R.  L.  Zech, 
Chairman. 

19.  Rehabilitation  Committee:  Brien  T.  King,  Chairman. 

20.  Resettlement  Committee:  Wilmot  D.  Read,  Chair- 
man. 

21.  Scientific  Work  Committee:  R.  L.  Zech,  Chairman, 
and  Roscoe  E.  Mosiman,  Co-chairman. 

22.  Social  Hygiene  Committee:  W.  Ray  Jones,  Chair- 
man. 

23.  Tuberculosis  Committee:  Frederick  Slyfield,  Chair- 
man. 

24.  Women’s  .Auxiliary  .Annual  Report,  Mrs.  Roger  .An- 
derson, President. 

25.  Resolutions,  Memorials,  .Amendments,  etc. 

26.  Supplementary  Reports. 

27.  .Adjournment. 

Note:  The  Resolutions  Committee  will  meet  in  rooms 
announced  by  the  Speaker,  along  with  time  of  meeting. 

Note:  House  of  Delegates  will  meet  Sunday,  September 
9 at  11:30  a.m. 


Sunday,  September  9,  Parlor  .A, 

Olympic  Hotel,  Seattle 
11:30  a.m. — Call  to  order  by  Speaker. 

Roll  Call. 

Induction  of  President,  George  H.  .Anderson. 

Reports  of  Committees 

1.  Necrology  Committee. 

2.  Resolutions  Committee. 

3.  Special  Committees. 

Election  of  Officers 

1.  President-Elect. 

2.  Vice-President. 

3.  Speaker,  House  of  Delegates. 

4.  Delegate  to  .A.M. .A.  (1)  (2  year  term). 

5.  .Alternate  Delegate  (1)  (2  year  term). 

6.  .Assistant  Secretary-Treasurer  (1  year  term). 

7.  Trustees,  Eastern  Washington  (2)  (2  year  term). 

8.  Trustees,  Western  Washington  (2)  (2  year  termL 

9.  Finance  Committee  (1)  (3  year  term). 

Recess:  5 minutes  for  meeting  of  Board  of  Trustees. 

MEETING  OF  BOARD  OF  TRUSTEES 
.Agenda:  Recommendations  by  Board  of  Trustees  for 
approval  by  House  of  Delegates: 

1.  Committee  on  Publication  (3)  (1  year  term). 

2.  .Adjournment. 

MEETING  OF  HOUSE  OF  DELEGATES 
Call  to  order. 

10.  Report  of  Board  of  Trustees:  George  H.  .Anderson, 
President. 

11.  Election  of  Committee  on  Publication  (3)  (1  year 
term) . 

12.  Unfinished  or  New  Business. 

13.  .Adjournment. 
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DEANS  OF  MEDICAL  AND  DENTAL 
SCHOOLS 


Having  named  an  acting  Dean  for  the  new  dental  school 
at  the  University  of  Washington,  the  Board  of  Regents 
and  University  officials  still  are  searching  for  a Dean  of 
the  new  medical  school.  The  first  step  toward  establish- 
ment of  the  dentistry  school  was  selection  of  Dr.  E.  M. 
Jones,  at  present  head  of  the  division  of  operative  den- 
tistr>'  of  the  University  of  Southern  California  as  acting 
dean  and  professor  of  operative  dentistry. 

-\n  act  of  the  recent  state  legislature  authorized  estab- 
lishment of  the  two  schools,  and  selection  of  a Dean  of 
the  medical  institution  is  expected  in  the  near  future.  The 
legislature  also  appropriated  $4,200,000  for  operation  of 
the  schools  for  the  first  two-year  period,  and  for  construc- 
tion of  medical  and  dental  school  buildings  and  a hospital. 

Dean  Jones  is  well  known  in  this  state,  having  been 
president-elect  of  the  Washington  State  Dental  Association 
in  193S.  Previous  to  being  associated  with  the  University 
of  Southern  California,  he  practiced  dentistry  in  Bur- 
lington. Dr.  Jones  is  a graduate  of  Tacoma  High  School 
and  the  University  of  Pennsylvania  College  of  Dentistry. 
He  is  a member  of  the  .American  .Academy  of  Restorative 
Dentistry,  and  is  chairman  of  the  Materia  Medica  and 
the  Therapeutics  section  of  Operative  Dentistry  of  the 
.American  Dental  Association.  He  is  a World  War  I veteran. 
He  will  take  over  his  new  position  October  1. 


CURB  U.S.  CHILDREN’S  BUREAU 


Convinced  beyond  the  shadow  of  a doubt  that  the 
U.  S.  Children’s  Bureau  is  intent  upon  establishing  political 
medicine  under  the  guise  of  preserving  the  morale  of  the 
service  man,  the  Washington  State  Medical  Association’s 
committee  on  Maternal  and  Child  Welfare  has  deter- 
mined to  continue  unabated  its  fight  against  such  tactics. 
The  Children’s  Bureau  was  directed  by  Congress  to  estab- 
lish the  Emergency  Maternal  and  Infant  Care  program 
to  lift  the  morale  of  the  country’s  service  men  during 
the  war.  However,  the  Bureau  seized  the  opportunity  to 
regiment  the  soldiers’  wives  and  the  physicians  by  definite 
moves  toward  socialized  Medical  Health  Centers,  in  the 
opinion  of  the  Maternal  and  Child  Welfare  Committee. 

In  “Stepping  Stones  to  Regimentation,”  the  Committee 
set  out  in  chronological  order  the  steps  taken  by  the 
Children’s  Bureau  toward  that  end  and  included  a ques- 
tionnaire. This  material  and  questionnaire  were  sent  to 
1,060  physicians  in  Washington  state,  of  whom  appro.xi- 
mately  25  per  cent  responded,  absolutely  in  agreement  with 
the  tenor  of  this  announcement. 

Dr.  H.  H.  Skinner,  Chairman  of  the  Maternal  and 
Child  Welfare  Committee,  who  has  devoted  unlimited 
time  to  the  matter,  carried  “Stepping  Stones  to  Regi- 
mentation” to  a public  relations  meeting  in  Denver  of  doc- 
tors from  thirteen  western  states,  and  the  presentation 
was  most  favorably  received.  .A  resolution  adopted  at  the 
meeting  placed  the  conference  on  record  as  being  in  agree- 
ment with  the  sentiments  expressed  in  “Stepping  Stones  to 
Regimentation,”  and  recommended  that  “such  action  as 
necessary  be  taken  by  our  State  Societies  to  obtain  a 
change  in  the  regulations  under  which  the  EMIC  program 
is  now  being  conducted,  so  that  the  present  impotent  ad- 


visory committee  will  be  replaced  by  a committee  selected 
by  medical  societies  instead  of  a hand  picked  committee.” 

Another  expression  in  the  resolution  advised,  “that 
those  of  us  here  return  to  our  state  societies  and  recom- 
mend that  they  go  on  record  as  approving  the  program 
outlined  in  the  bulletin  and,  further,  that  we  go  on  record 
as  stating  we  absolutely  refuse  to  cooperate  with  the 
Children’s  Bureau  in  the  extension  of  this  program  be- 
yond the  period  of  six  months  after  the  war.”  At  a re- 
cent meeting  of  Dr.  Skinner’s  committee,  it  was  decided 
to  comply  with  a request  from  The  American  Medical 
Association  that  “Stepping  Stones  to  Regimentation”  be 
put  out  in  pamphlet  form  for  distribution,  and  the  bulletin 
is  to  be  revamf>ed  for  use  by  other  state  medical  associa- 
tions as  informational  to  their  members.  Whether  the  re- 
sults of  the  questionnaire  in  the  various  states  will  be 
forwarded  to  congressional  delegations  is  something  to  be 
determined  at  a later  date. 

The  House  of  Delegates  of  the  Nebraska  State  Medical 
Association,  at  its  May  meeting,  adopted  a resolution  de- 
claring “recommendations  adopted  by  the  Steering  Com- 
mittee on  Health  Services  Advisory  to  the  Children’s  Bu- 
reau proposes  to  give  that  bureau  almost  unlimited  powers 
to  put  the  Bureau  in  the  field  of  public  health,  where  it 
in  no  wise  belongs,  and  places  a large  section  of  the 
practice  of  medicine  under  the  domination  of  a lay-con- 
trolled  bureau.” 

This  resolution  was  sent  to  other  State  Medical  .Associa- 
tions with  the  suggestion  that  the  various  state  congres- 
sional delegations  be  urged  to  give  the  Children’s  Bureau 
no  increased  appropriations  for  any  purpose  until  after 
the  war  ends.  This  resolution  was  referred  to  the  Executive 
Committee  of  the  Washington  State  Medical  Association 
which  in  turn  referred  it  to  the  Public  Relations  Com- 
mittee for  action.  That  committee  framed  a letter  embrac- 
ing the  thoughts  of  the  Nebraska  House  of  Delegates,  and 
considerate  replies  were  received  from  each  of  Washington 
State’s  U.  S.  Senators  and  Representatives. 


MEDICAL  NOTES 


Land  Deeded  for  Veterans  Hospital.  Location  of  the 
veterans  hospital  on  Beacon  Hill,  Seattle,  has  been  as- 
sured by  a city  ordinance  donating  forty-four  acres  to  the 
government  for  the  hospital  site.  The  land  is  a portion 
of  the  Jefferson  Park  Golf  course.  It  is  announced  that 
plans  are  being  worked  out  for  relocation  of  the  course. 

New  Wing  Proposed.  The  hoard  of  directors  of  Chil- 
dren’s Orthopedic  Hospital,  Seattle,  have  announced  the 
postwar  construction  of  an  east  wing  with  extensive  re- 
modeling of  the  main  building  and  west  wing.  The  addi- 
tion will  be  four  or  five  stories  in  height. 

State  Tuberculosis  Building  Commission.  The  last 
session  of  the  legislature  appropriated  a $3,000,000  fund 
for  construction  of  tuberculosis  institutions  in  the  state, 
designed  to  stamp  out  tuberculosis  during  the  next  two 
decades.  Gov.  Wallgren  has  appointed  the  following  mem- 
bers of  that  commission:  1st  congressional  district,  Tom 
Jones  Parry,  Seattle  advertising  executive;  2nd  district. 
Dr.  O.  A.  Thomle,  Everett  physician;  3rd  district,  Louis 
Schaefer,  Vancouver  attorney ; 4th  district,  Lloyd  L. 
Wiehl,  Yakima  county  prosecutor;  Sth  district,  Ab  Ruhl, 
Spokane  union  executive;  6th  district,  Arthur  H.  Brouse, 
Tacoma  bank  executive. 
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County  Infirmary  to  Be  Enlarged.  A program  for  a 
$75,000  expansion  has  been  prepared  for  the  Walla  Walla 
county  infirmary.  It  is  proposed  to  carry  out  this  work 
over  a period  of  two  years,  sponsored  by  the  county  wel- 
fare department,  county  commissioners  and  state  de- 
partment of  social  security.  The  hospital  will  be  expanded 
from  a 40-bed  capacity  to  100  beds. 

Funds  Solicited  for  Hospital  Expansion.  Funds  are 
requested  for  construction  of  a 40-bed  addition  and  physi- 
cal therapy  wing  for  Roosevelt  Hospital  at  Bremerton. 
This  40-bed  addition  will  be  in  the  form  of  a small  addi- 
tion to  each  of  the  present  four  wings  which  would  be- 
come T shaped  structures.  The  physical  therapy  depart- 
ment will  be  designed  for  treatment  of  infantile  paralysis 
and  other  convalescing  patients  from  muscular  ailments. 

■Addition  to  Veterans  Hospital.  Work  has  begun  on 
the  construction  of  additions  to  the  Veterans  Facility  at 
American  Lake.  New  wings  will  replace  sun  porches,  and 
the  administrative  building  will  be  replaced  by  a new 
four  story  structure  to  house  offices,  clinical  services  and 
receiving  wards. 

Hospital  to  Be  Built  at  Sunnyside.  The  contract  has 
been  awarded  for  construction  of  Valley  Memorial  Hos- 
pital at  Sunnyside,  which  will  cost  $59,267.  This  is  the 
culmination  of  a campaign  which  has  been  conducted 
during  the  past  year. 

Hospital  .Addition  to  Be  Constructed.  .An  addition 
to  the  Ilwaco  city  hospital  will  be  constructed  at  an  ap- 
pro.ximate  cost  of  $11,000.  It  will  be  a one-story  concrete 
building,  34x35  feet.  It  will  consist  of  one  3-bed  ward, 
two  2-bed  wards,  nursery  and  laundry. 

New  Commissioner  of  Health.  Emil  E.  Palmquist 
became  Seattle’s  commissioner  of  health  last  month,  re- 


placing Ragner  T.  Westman  who  has  served  in  that 
capacity  during  the  past  two  years,  being  loaned  by  the 
U.  S.  Public  Health  Service.  Dr.  Palmquist  has  served  as 
King  County  health  commissioner  during  the  past  two 
years.  He  has  had  an  extensive  experience  in  public  health 
work. 


OBITUARIES 


Dr.  .Arthur  Jordan,  75  years  of  age,  of  Seattle,  died 
July  6 from  cardiac  disease.  He  was  born  at  Huntsville, 
.Ala.  in  1869.  He  graduated  from  George  Washington  Uni- 
versity School  of  Medicine,  District  of  Columbia,  in  1893. 
He  continued  postgraduate  study  in  Dublin,  Ireland  and 
Vienna.  Later  he  was  professor  of  dermatology  and  hygiene 
at  University  College  of  Medicine,  Richmond,  Va.  He 
located  in  Seattle  in  1903,  where  he  specialized  in  derma- 
tology. He  was  contract  surgeon  for  the  army  during  the 
Spanish-American  war,  and  during  the  first  World  War 
served  as  Captain  in  the  Medical  Corps.  He  was  active 
in  various  society  organizations  and  in  church  work. 

Dr.  Hauphrey  H.  Sherwood,  73  years  of  age,  of  Kirk- 
land, died  July  3 after  a short  illness.  He  was  born  in 
Illinois  in  1872,  and  graduated  from  University  of  Illinois 
College  of  Medicine,  Chicago,  in  1901.  He  located  in 
Kirkland  in  1926,  where  he  was  engaged  in  general  prac- 
tice as  founder  of  the  Sherwood  Clinic. 

Dr.  Orren  W.  Loughlen,  84  years  of  age,  died  in  Puyal- 
lup July  15.  He  graduated  from  New  York  University 
Medical  College  in  1889.  He  located  in  Tacoma  in  1895, 
where  he  practiced  until  his  retirement  five  years  ago 
when  he  moved  to  Puyallup. 


EDUCATION  WOULD  STOP  ATTACKS  ON 
VIVISECTION 

Herman  L.  Kretschmer,  M.D.,  President  of  the  .American 
Medical  Association,  believes  that  a progressive  program  of 
education  would  help  to  eliminate  the  repeated  attacks 
against  animal  experimentation. 

“Once  people  have  been  educated  as  to  the  value  and  the 
results  of  animal  experimentation,  their  confidence  and 
support  will  be  gained,”  Dr.  Kretschmer  writes  in  the  Aug- 
ust issue  of  Hygeia,  The  Health  Magazine  of  the  American 
Medical  Association.  “Responsible  citizens  in  every  com- 
munity should  join  in  a well  organized  program  to  en- 
lighten the  public  on  the  issues  in  vivisection.  Then  the 
marvelous  growth  of  medical  science  may  continue  to  bene- 
fit mankind  without  being  hampered  by  legislation  or  false 
and  dishonest  propaganda.” 

Dr.  Kretschmer  outlines  the  many  benefits  of  animal 
experimentation  to  both  mankind  and  animals  themselves. 
It  has  been  possible  to  develop  the  entire  field  of  physiology 
on  a sound  foundation,  both  in  health  and  disease.  Great 
advances  in  surgical  technic  have  been  made  possible.  The 
standardization  of  various  drugs,  antitoxins  and  serums  is 
directly  dependent  on  the  use  of  animals.  Not  only  are 
these  substances  used  in  the  prevention  and  treatment  of 
infectious  disease  such  as  diphtheria,  yellow  fever,  cholera 
and  typhoid,  but  animals  also  have  been  protected  by  vacci- 
nation for  rabies,  horse  encephalitis,  distemp>er,  bovine 
tuberculosis,  hog  cholera  and  the  like.  Even  our  knowledge 
of  the  role  that  vitamins  and  hormones  play  in  our  life 
was  enhanced  by  animal  investigations.  The  study  of  infan- 
tile paralysis  with  its  many  crippling  aftereffects  requires 
the  use  of  animals  for  further  research. 

“Animals  in  laboratories  and  medical  schools,”  Dr. 
Kretschmer  explains,  “are  given  the  same  care  as  that  given 
a patient.  It  is  only  common  sense  that  if  such  experiments 
were  not  carried  out  carefully,  the  effects  and  results  could 


not  be  measured.  Animals  are  anesthetized  and  killed  pain- 
lessly at  the  end  of  some  experiments;  other  times  they  are 
permitted  to  live  in  order  to  observe  end  results.  In  every 
reputable  laboratory  there  are  rules  on  the  care  of  animals. 
The  infliction  of  pain  is  never  deliberately  practiced  by 
scientific  men — they  are  interested  in  preventing  pain,  in 
man  and  animal  alike.” 


SKIN  GRAFTING  IN  HEMOPHILIA 
Two  Boston  physicians — Charles  S.  Davidson  and  Stanley 
M.  Levenson — report  a successful  skin  graft  operation  on  a 
patient  with  hemophilia  in  the  June  30  issue  of  The  Journal 
of  the  American  Medical  Association.  They  controlled  the 
bleeding  by  applying  a mixture  of  powdered  sulfanilamide 
and  thrombin,  the  enzyme  which  is  responsible  for  the 
coagulation  of  the  blood. 


ENGLAND’S  BIRTH  R.ATE  INCREASES 
The  London  correspondent  of  The  Journal  of  the  Ameri- 
can Medical  Association  reports  in  the  July  28  issue  that 
during  five  years  of  war,  England’s  birth  rate  has  been 
rising.  Last  year  was  the  highest  since  1925.  Not  only  have 
more  babies  been  born  but  fewer  have  died.  The  chance  of 
a baby  being  born  dead  was  only  three  fourths  of  what  it 
was  six  years  ago.  Also,  fewer  mothers  were  being  lost  in 
childbirth.  All  the  vital  statistics  for  mothers  and  children 
are  the  best  England  has  ever  known. 
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In  accordance  with  Federal  restrictions  concerning  meet- 
ings with  large  attendance,  owing  to  limited  transportation 
facilities,  the  regular  scientific  session  of  the  Association  was 
cancelled  and  only  a meeting  of  the  House  of  Delegates 
was  held. 

HOUSE  OF  DELEG.4TES 
First  Session 


May  30,  8 p.m. 

The  meeting  was  called  to  order  by  President  W.  O. 
Clark.  The  first  business  was  appointment  of  the  Creden- 
tials Committee:  J.  B.  Koehler,  A.  M.  Popma  and  Wm. 
F.  Passer. 


The  following  delegates  and  alternates  were  present  and 
seated: 


F.  E.  Barrett 
S.  W.  Bond 
S.  Hopper 

R.  C.  Matson 

L.  M.  Neher 

A.  Newberry 
A.  Barclay 
A.  B.  Pappenhagen 

M.  B.  Sherrard 
L.  J.  Stauffer 
P.  M.  Ellis 
Roy  Freeman 

H.  E.  Dedman 
Elizabeth  Munn 

S.  A.  Poindexter 
Joseph  Saltzer 


Delegates 

J.  J.  Kaiser 
Geo.  Kellogg 
A.  M.  Popma 
L.  J.  Reynolds 
Roscoe  Ward 
F.  L.  Harms 
J.  B.  Koehler 
C.  W.  Pond 
H.  L.  Schiess 
H.  B.  Woolley 
Harlow  Rigby 

Alternates 

S.  A.  Swayne 
R.  L.  White 
R.  L.  Rodwell 


The  Nominating  Committee  was  appointed,  consisting 
of  Geo.  Kellogg,  C.  W.  Pond  and  A.  B.  Pappenhagen.  The 
Resolutions  Committee  was  appointed,  consisting  of  E.  N. 
Roberts,  Paul  Ellis  and  Roy  Freeman. 

A motion  was  made  by  H.  B.  Woolley  that  the  morning 
session  be  called  at  7:15  a.m.  and  that  it  be  a breakfast 


meeting.  This  was  seconded  by  Alexander  Barclay  and  the 
motion  carried. 


A resolution  was  read  from  the  Bonner  Boundary  Medi- 
cal Society,  in  which  it  was  recommended  that  a state  or- 
ganization be  set  up  to  give  prepaid  medical  care  in  Idaho. 
This  was  discussed  by  L.  J.  Stauffer,  Parley  Nelson  and 
W.  O.  Clark,  and  referred  to  the  Resolutions  Committee. 

O.  F.  Swindell  gave  a report  of  a recent  meeting  in  Port- 
land that  he  had  attended  which  was  called  by  the  Council 
of  Medical  Service  and  Public  Relations  of  the  .American 


Medical  .Association.  This  was  discussed  by  John  T.  Wood. 


DISCUSSIONS 
Hyperlherm  Centers 

■A  resolution  was  read  from  Bonner  Boundary  Medical 
Society,  in  which  it  was  recommended  that  two  hypertherm 
centers  be  set  up  for  treatment  of  chronic  syphilis.  This 


was  discussed  by  L.  J.  Stauffer  and  in  great  length  by  L.  J. 
Hull  of  the  State  Department  of  Public  Health.  He  stated 
that  at  the  present  time  the  best  treatment  for  chronic 
syphilis  is  fever  therapy,  plus  arsenic  or  penicillin.  The 
present  treatment  center  in  Boise  would  probably  not  be 
continued  after  July  1 because  of  lack  of  patients  unless  a 
hypertherm  center  was  instituted.  The  present  center  only 
takes  care  of  acute  cases  of  syphilis,  and  if  this  center  was 
instituted  all  chronic  cases  of  syphilis  referred  by  physicians 
could  be  taken  care  of  there.  This  was  discussed  by  W.  O. 
Clark  who  welcomed  the  idea. 

Dr.  Lull  discussed  the  Swift-Ellis  treatment  and  stated 
that  it  has  too  many  reactions.  He  stated  that,  if  Idaho 
would  contribute  20  per  cent  of  the  funds,  the  Federal 
Government  would  give  80  per  cent  to  set  up  a hypertherm 
center.  He  said  that  in  the  present  treatment  center  patients 
had  come  from  all  the  surrounding  states  and  from  British 
Columbia.  L.  M.  Nehar  discussed  the  hypertherm  center 
and  felt  it  definitely  w'ould  be  a good  idea.  He  suggested 
that  it  be  confined  to  treatment  of  cases  not  treated  in  the 
office. 

Roy  Freeman  discussed  the  treatment  of  chronic  syphilis 
and  especially  the  training  of  the  public  health  officials  who 
are  in  charge  of  the  various  syphilitic  treatment  centers 
around  the  country.  This  resolution  was  then  referred  to 
the  Resolutions  Committee. 

Obstetric  Care 

A resolution  was  read  from  the  Southside  Medical  Soci- 
ety in  regard  to  obstetric  care  of  soldiers’  wives.  On  a 
motion  by  .A.  M.  Popma  and  seconded  by  Paul  Ellis,  it  was 
referred  to  the  Resolutions  Committee. 

Rehabilitation 

The  vocational  rehabilitation  program  which  is  in  force 
in  Idaho  was  discussed  by  Ruth  Raattama.  She  stated  that 
the  money  has  been  appropriated,  the  patients  are  here  and 
the  work  will  be  carried  on.  It  is  primarily  a program  for 
indigent  patients  who  have  some  physical  handicap  which 
prevents  them  from  earning  a livelihood.  This  program 
provides  the  necessary  funds  for  rehabilitating  these  people 
so  that  they  can  earn  their  livelihood.  It  is  not  anticipated 
that  many  patients  will  be  taken  care  of  under  this  pro- 
gram. The  main  difficulty  is  in  setting  up  standards  for 
doctors  who  would  be  doing  the  surgical  work  . 

Changes  in  Constitution 

■A  year  ago  the  House  of  Delegates  voted  to  make  a 
change  in  the  By-Laws  and  a change  in  the  Constitution. 
The  change  was  made  in  the  By-Laws,  but  it  takes  a year 
to  make  a change  in  the  Constitution.  It  was  voted  unani- 
mously to  delete  the  following  two  parts  of  sentences  from 
.Article  2,  Page  3,  of  our  Constitution  “.  . . and  to  secure 
the  enactment  and  enforcement  of  just  medical  laws  . . 

“.  . . and  to  enlighten  and  direct  public  opinion  in  regard 
to  the  great  problems  of  state  medicine  . . .”. 

Mexican  Workers 

The  question  of  the  medical  care  of  Mexican  workers  was 
discussed.  On  May  22,  a meeting  was  held  in  Boise  between 
representatives  of  the  Public  Health  Service  and  local  phy- 
sicians. Lorin  Kerr  of  Portland,  who  is  Regional  Public 
Health  Officer,  and  three  lay  associates  were  there.  F.  M. 
Cole  of  Caldwell,  O.  F.  Swindell  of  Boise,  .A.  M.  Popma  of 
Boise  and  F.  B.  Jeppesen  of  Boise  were  present.  The  ques- 
tion discussed  at  this  meeting  was  the  medical  care  of 
Mexican  Nationals  and  also  transient  .Americans  who  will 
work  on  farms  through  labor  camps  throughout  the  state. 
The  U.  S.  Government  had  to  promise  the  Mexican  Gov- 
ernment to  give  these  people  medical  care  in  order  to  get 
them  into  the  states.  This  year,  there  will  be  5,300  Mexi- 
cans in  Idaho,  distributed  in  twenty-four  camps.  Idaho  has 
one-fourth  of  these  Mexican  workers  in  seven  western 
states. 
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A total  of  $60,000.00  is  available  to  spend  in  Idaho  for 
medical  care,  hospitals,  nurses  and  ambulance  service.  Sev- 
eral full  time  public  health  men  will  be  sent  into  the  state 
and  in  addition  to  this  about  80  doctors  in  Idaho  will  par- 
ticipate. This  medical  care  is  controlled  through  a private 
corporation  with  headquarters  in  Portland  which  is  called 
the  Agricultural  Works  Health  Association.  It  is  controlled 
by  a five-man  board  at  present.  It  will  be  changed  to  a 
sev^en-man  board  and  Jake  Jenny  of  Cottonwood  will  be 
the  Idaho  representative. 

These  Mexicans  earn  about  $100  per  month  over  a period 
of  five  or  six  months.  The  average  total  cost  for  sickness  is 
$2  per  man  per  month.  At  this  meeting  an  attempt  was 
made  to  agree  upon  a fee  schedule.  This  then  was  to  be 
presented  to  the  Houth  of  Delegates  and  to  the  .Agricultural 
Workers  Health  .Association.  If  both  groups  agree  to  the 
schedule,  it  will  be  followed  in  taking  care  of  these  workers. 

The  fee  schedule  agreed  upon  was  the  following:  The 
table  of  fees  of  the  Industrial  .Accident  Board  of  the  State 
of  Idaho  would  be  followed  wherever  they  apply.  It  is  not 
all  inclusive  so  the  following  exceptions  were  made:  Con- 
finement, including  prenatal  care,  $50;  hysterectomy,  $150; 
app^endectomy,  $100;  thyroidectomy,  $150;  blood  from 
donor,  $25;  Laparotomy,  $150. 

No  action  was  taken  on  this  report  at  this  meeting. 


COUNCIL  MEETING 
First  Session 

Those  present  were  J.  W.  Stewart,  H.  B.  Woolley,  John 
T.  Wood,  W.  O.  Clark  and  F.  B.  Jeppesen. 

In  place  of  a financial  report,  a recent  audit  was  re- 
viewed. This  was  accepted  by  the  Council  with  recommen- 
dations that  it  be  accepted  by  the  House  of  Delegates.  It 
was  recommended  that  $1,000  Government  Bond,  Series  F, 
be  purchased  but  it  was  recommended  that  it  not  be  incor- 
porated in  the  Idaho  Medical  Foundation  so  that  it  will  be 
available  if  needed. 

HOUSE  OF  DELEG.ATES 
Second  Session 
May  31,  7:45  a.m. 

The  following  delegates  and  alternates  were  present: 
Delegates 

Roy  Freeman 
J.  J.  Kaiser 
Geo.  Kellogg 
A.  M.  Popma 
Roscoe  Ward 
F.  L.  Harms 
J.  B.  Koehler 
C.  W.  Pond 
H.  L.  Schiess 
H.  B.  Woolley 
Harlow'  Rigby 
Alternate 
Elizabeth  Munn 

Mr.  John  Hunton,  Executive  Secretary  of  the  California 
Medical  Association,  gave  a very  interesting  talk.  The  first 
part  was  devoted  to  voluntary  prepaid  medical  and  hospital 
insurance  plans  in  California.  He  offered  the  Idaho  State 
Medical  .Association  privilege  of  using  their  offices  and  ex- 
perience in  case  we  would  like  to  come  in  on  their  plan 
which  is  known  as  the  California  Physicians  Service.  The 
major  part  of  his  talk  was  devoted  to  the  political  situa- 
tion in  Washington  as  it  affects  the  medical  profession.  This 
was  discussed  by  H.  B.  Woolley,  G.  A.  Hoss,  .A.  M.  Popma, 
A.  A.  Newberry,  Paul  Ellis,  E.  N.  Roberts,  Parley  Nelson 
and  J.  L.  Stewart. 

Report  of  Secretary 

The  financial  report  of  the  secretary  was  read.  It  was 
moved  by  R.  C.  Matson  and  seconded  by  Paul  Ellis  that 
it  be  accepted.  S.  W.  Bond  moved  that  a $1,000  bond  be 


purchased  from  the  money  in  the  savings  account  and  that 
it  not  be  incorporated  in  the  Idaho  Medical  Foundation. 
This  was  seconded  by  A.  A.  Newberry  and  passed  unani- 
mously. 

REPORTS  OF  COMMITTEES 
Cancer  Committee 

.A.  M.  Popma,  Chairman 

During  the  past  year  no  new  activities  have  been  under- 
taken by  this  committee.  Because  of  wartime  travel  restric- 
tions and  inability  of  the  members  to  be  away  from  their 
practices,  no  formal  meetings  were  held.  Committee  mem- 
bers functioned  as  advisors  in  their  own  communities. 

As  in  the  past  few  years,  the  main  function  of  the  com- 
mittee was  advisory.  In  this  capacity  all  of  the  various 
activities  of  the  .American  Cancer  Society’s  Field  .Army 
were  carefully  supervised.  Many  conferences  were  held  with 
the  officers  of  this  organization  to  assist  and  advise.  The 
results  of  the  educational  campaign  of  the  Field  Army  are 
of  sufficient  benefit  to  warrant  their  continuation  and  ex- 
pansion. 

During  the  past  few  years  there  has  been  more  or  less 
discussion  of  and  some  request  for  cancer  clinics.  It  has 
been  the  belief  of  this  committee  that  up  to  now  there  have 
been  insufficient  data  to  use  as  a basis  for  establishing 
clinics.  Therefore,  the  committee  has  drawn  plans  to  make 
a comprehensive  survey  of  the  entire  state  to  determine  the 
actual  number  of  patients  with  the  disease,  the  type  of  can- 
cer and  the  facilities  for  diagnosis  and  treatment.  This  sur- 
vey will  be  a joint  enterprise  of  your  committee  and  the 
.American  Cancer  Society’s  Field  Army,  the  latter  organiza- 
tion furnishing  the  necessary  funds.  Your  committee  urges 
the  cooperation  of  the  members  of  the  Idaho  State  Medical 
.Association  in  this  survey. 

On  motion  of  Paul  Ellis  and  seconded  by  H.  B.  Woolley, 
the  report  was  adopted. 

Program  Committee 
Joseph  Marshall,  Chairman 

In  December,  1944,  the  program  committee  met  in  Boise. 
It  was  generally  felt  by  the  committee  that  it  would  be 
advisable  to  revert  back  to  the  past  policy  of  obtaining  the 
services  of  one  university  faculty  to  present  the  scientific 
program  at  our  annual  state  meeting.  Several  medical 
schools  were  considered,  the  majority  of  the  group  favoring 
the  University  of  Utah  Medical  School. 

In  January,  1945,  Dean  Callister  of  the  University  of 
Utah  Medical  School  was  interviewed  concerning  the  possi- 
bility of  several  of  his  university  faculty  members  present- 
ing the  scientific  program  at  the  annual  Idaho  State  Medical 
meeting.  He  was  very  gracious  and  cooperative.  He  was 
enthusiastic  about  the  University  of  Utah  Medical  School 
having  the  opportunity  of  presenting  the  scientific  program. 

The  University  of  Utah  four  year  Medical  School  is 
about  two  to  three  years  old  and  Dean  Callister  was  obvi- 
ously and  justly  proud  of  the  medical  school  organization 
he  has  fostered  as  well  as  the  outstanding  men  he  has  been 
able  to  bring  to  the  newly  organized  medical  school  as 
heads  of  the  various  departments.  Through  the  cooperation 
and  courtesy  of  Dean  Callister  and  the  University  of  Utah 
Medical  School,  the  following  program  was  arranged: 

Dr.  Maxwell  Wintrobe,  internist:  1.  Nutritional  Defi- 
ciencies. (Debunking  present  trends  in  vitamin  therapy.) 
2.  Examination  of  the  Blood.  (From  the  point  of  view  of 
the  general  practitioner.) 

Dr.  John  -A.  .Anderson,  pediatrician:  1.  Rheumatic  Fever. 
2.  Fluid  Therapy  in  Children. 

Dr.  Louis  Goodman,  pharmacologist:  1.  Demerol,  an 

.Analgesic  .Agent  in  Medicine  and  Surgery.  2.  Short  Mono- 
graphs on  Recent  New  Drug  Therapies. 

Dr.  Chas.  E.  McLennon,  obstetrician:  1.  Diagnosis  and 
Treatment  of  Malignant  Tumors  of  the  Female  Pelvis.  2. 
Uterine  Bleeding.  Its  Causes,  Classification  and  Manage- 
ment., 

Dr.  N.  Frederick  Hicken,  surgeon:  1.  Pitfalls  in  Post- 
operative Surgery.  2.  Surgical  Shock. 

Dr.  Frank  Queen,  pathologist;  (.Alternate  guest  speaker 
for  the  pathologist  at  University  of  Utah  Medical  School 
who  was  unavailable)  1.  Management  of  the  More  Com- 
mon Tumors  (Pathologist’s  point  of  view).  2.  Recent  .Ad- 
vances in  Laboratory  Medicine. 


F.  E.  Barrett 
S.  W.  Bond 
S.  Hopper 
R.  C.  Matson 

L.  M.  Neher 

.A.  .A.  Newberry 

•A.  Barclay 

.A.  B.  Pappenhagen 

M.  B.  Sherrard 
L.  J.  Stauffer 
P.  M.  Ellis 
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In  March,  1945,  President  Clark  and  Secretary  Jeppesen 
notified  the  committee  that  our  regular  State  Medical 
Meeting  would  have  to  be  cancelled  because  of  the  new 
government  ruling  by  the  O.D.T.  concerning  conventions 
during  war  time.  \t  this  time  it  was  necessary  to  contact 
our  guest  speakers  and  regretfully  cancel  our  program. 

However,  all  the  committee’s  work  had  not  been  thrown 
for  a complete  loss  as  it  was  possible  to  secure  some  of 
these  men  through  our  previous  contact  to  be  guest  speakers 
for  the  Southwestern  Medical  Society  which  is  so  graciously 
sponsoring  a short  scientific  program  for  the  benefit  of  state 
delegates  while  visiting  in  Boise. 

On  motion  of  H.  L.  Schiess  and  seconded  by  Harlow 
Rigby  the  report  was  adopted. 

Necrology 

There  is  one  death  reported  by  the  secretaries  of  the  nine 
component  societies. 

Wm.  Carroll  Lindsey  of  Kellogg  died  June  4,  1944,  of 
gastric  hemorrhage.  He  was  born  in  1883,  graduated  from 
Northwestern  University  Medical  School  in  1910  and  lo- 
cated in  Kellogg.  Licensed  to  practice  in  Idaho  in  1911,  he 
was  a former  president  of  Shoshone  County  Medical  Soci- 
ety and  at  the  time  of  his  death,  president  of  the  attending 
staff  of  Providence  Hospital. 

There  were  no  deaths  reported  of  Idaho  doctors  in  the 
armed  forces. 

On  motion  of  George  Kellogg  and  and  seconded  by  Paul 
Ellis  the  report  was  adopted. 

American  Medical  Association 

E.  N.  Roberts,  Delegate 

Dr.  Roberts  first  discussed  the  three  resolutions  which 
the  House  of  Delegates  of  Idaho  State  Medical  .Association 
asked  to  submit  to  the  House  of  Delegates  of  the  .AM.A 
one  year  ago.  A complete  report  of  this  was  printed  in  the 
Journal  of  the  AMA. 

1.  The  resolution  which  recommended  the  transfer  of  the 
Bureau  of  Emergency  Maternal  and  Infant  Health  Pro- 
grams from  the  Department  of  Labor  to  the  Department  of 
Public  Health  was  passed. 

2.  The  resolution  asking  for  limitation  of  Morris  Fish- 
bein’s  activities  to  the  editorship  of  the  Journal  of  the  .AM.A 
was  not  passed  but  Dr.  Roberts  said  that  it  was  reviewed. 

3.  The  resolution  which  suggested  an  increase  in  the  num- 
ber of  delegates  allowed  each  state  was  rejected. 

The  activities  of  the  United  Public  Health  League  were 
discussed.  California  asked  for  an  endorsement  of  this 
League  but  it  was  not  given. 

1945  is  the  first  year  in  98  years  that  there  has  been  no 
meeting  of  the  House  of  Delegates.  A big  meeting  is  planned 
for  1947  as  it  will  be  a centennial  meeting.  Many  famous 
speakers  will  be  present. 

A new  section  was  formed  for  general  practitioners.  The 
N.  P.  C.  was  endorsed  by  the  House  of  Delegates  of  the 
.AM.A.  The  membership  now  is  123,000  which  is  the  largest 
in  the  history  of  the  .AM.A.  Several  resolutions  concerning 
the  EMIC  were  discussed. 

On  motion  of  H.  B.  Woolley  the  report  was  adopted. 

Medical  Advisory  Committee 
H.  E.  Dedman,  Chairman 

Mr.  Dedman  gave  a resume  of  the  activities  of  his  com- 
mittee for  the  past  year  in  cooperation  with  Drs.  Raattama 
and  Lull.  This  committee  also  checks  over  certain  requests 
for  additional  food  points.  Dr.  Raattama  discussed  Dr. 
Dedman’s  report  and  notified  the  House  of  certain  changes 
in  the  fee  schedule.  She  said  there  would  be  some  new  ap- 
plication blanks  for  the  EMIC  program  and  the  applica- 
tions will  apply  to  the  care  of  the  baby.  Well  child  super- 
vision will  be  taken  care  of  on  an  annual  basis  of  $16  a 
year.  Dr.  Tremaine  supplemented  this  report  and  discussed 
boarding  home  and  nursing  care.  This  report  was  also  dis- 
cussed by  Parley  Nelson  and  Roy  Freeman. 

On  motion  of  E.  N.  Roberts,  seconded  by  S.  W.  Bond, 
the  report  was  adopted. 

RESOLUTIONS 

1.  The  following  resolution  was  passed  by  the  South- 
side  Medical  Society  at  their  regular  meeting  May  8.  1945: 

1.  That  the  fee  schedule  previously  adopted  for  obstetric 
and  infant  care  be  sustained. 


2.  That  in  case  of  necessary  additional  care,  the  addi- 
tional fees  for  such  care  shall  be  investigated  by  a com- 
mittee of  the  component  medical  society,  and  recommenda- 
tions made  accordingly. 

3.  Before  any  member  of  our  profession  be  denied  the 
right  to  participate  in  this  program,  a complete  investiga- 
tion report  and  recommendation  in  his  case  by  a com- 
mittee of  his  component  Medical  society  shall  be  made. 

4.  That  these  recommendations  be  presented  by  our  dele- 
gates to  our  next  state  medical  meeting. 

It  was  moved  by  E.  N.  Roberts  and  seconded  by  Paul 
Ellis  that  this  resolution  be  denied.  This  motion  was  passed. 


2.  The  following  resolution  was  passed  by  the  Southside 
Medical  Society  at  the  regular  meeting  in  December: 

Be  It  Resolved:  That,  in  order  for  the  Public  Health  Unit 
of  Idaho  to  obtain  that  necessary  cooperation  for  its  suc- 
cess from  the  physicians  of  Idaho,  and  in  fairness  to  the 
physicians  of  Idaho,  it  is  requested  that  in  the  future  no 
patient  of  any  private  physician  be  contacted  by  any  mem- 
ber of  the  Health  Unit,  Orthopedic  Clinic,  Venereal  Clinic, 
Obstetrical  or  Child  Welfare  Clinic  without  previous  con- 
sultation with  said  physician.  This  is  in  accord  with  resolu- 
tions passed  at  the  Idaho  State  Medical  meeting  in  1943. 
A copy  of  this  resolution  shall  be  sent  to  the  local  Health 
Unit,  the  State  Health  Unit,  the  state  Orthopedic  Clinic, 
the  State  Venereal  Clinic  and  State  Child  Welfare  Clinic 
by  the  secretary  of  the  Southside  Medical  Society. 

It  was  moved  by  E.  N.  Roberts  and  seconded  by  H.  B. 
Woolley  that  this  resolution  be  accepted.  No  discussion. 
It  was  passed  unanimously. 


3.  The  following  resolution  was  passed  by  the  Bonner 
Boundary  Counties  Medical  Society  at  their  regular  meet- 
ing on  May  10,  1945: 

Be  It  Resolved:  By  the  House  of  Delegates  of  the  Idaho 
State  Medical  Association  that  the  President  of  the  .Asso- 
ciation appoint  a committee  to  investigate  the  feasibility 
of  the  doctors  in  Idaho  organizing  a Medical  Service  Bureau 
which  shall  furnish  prepaid  medical  and  hospital  care  to  the 
people  of  the  State  of  Idaho. 

It  was  moved  by  E.  N.  Roberts  and  seconded  by  Paul 
Ellis  that  this  resolution  be  accepted.  It  was  passed. 


4.  The  following  resolution  was  presented  to  the  House 
of  Delegates  by  the  Bonner  Boundary  Medical  Society: 

Be  It  Resolved:  That,  as  we  have  no  rapid  hypertherm 
treatment  of  neurosyphilis  in  Idaho,  the  State  Department 
of  Public  Health  shall  establish  two  such  treatment  centers 
in  Idaho,  one  in  the  north  and  one  in  the  south. 

This  was  rejected  by  the  Resolutions  Committee  because 
it  is  not  possible  to  obtain  trained  personnel  for  two  such 
treatment  centers  outside  of  Boise.  The  action  of  the  Res- 
olutions Committee  was  unanimously  approved  by  the 
House  of  Delegates.  .A  new  resolution  was  then  presented. 

Be  It  Resolved:  That  the  present  center  for  the  hyper- 
therm treatment  of  neurosyphilis  in  Boise,  which  is  main- 
tained by  the  State  Board  of  Public  Health,  be  continued 
for  the  Emergency,  provided  each  case  is  referred  to  the 
treatment  center  by  the  private  physician. 

On  motion,  duly  seconded,  this  resolution  was  passed. 

5.  The  following  resolution  was  presented  to  the  House 
of  Delegates: 

Be  It  Resolved:  That  the  House  of  Delegates  of  the 
Idaho  State  Medical  .Association  recommend  to  the  Gov- 
ernor that  the  director  of  the  Department  of  Public  Health 
be  a medical  doctor. 

It  was  moved  by  Dr.  Paul  Ellis  and  seconded  by  Dr. 
E.  N.  Roberts  that  this  resolution  be  denied.  It  was  passed. 

6.  The  following  resolution  was  presented  to  the  House 
of  Delegates  by  the  Southside  Medical  Society: 

Be  It  Resolved:  That  the  House  of  Delegates  of  the 
Idaho  State  Medical  .Association  appoint  a five  man  com- 
mittee to  investigate  the  present  status  of  the  Tuberculosis 
Hospial  at  Gooding  and,  if  favorable  to  its  functioning  as 
intended  by  the  State  Legislature,  to  urge  that  Body  at  its 
next  session  to  appropriate  funds  for  its  immediate  opera- 
tion and  maintenance. 

It  was  moved  by  F.  E.  Barrett  and  seconded  by  H. 
Rigby  that  this  resolution  be  accepted.  It  was  passed. 


August,  1945 


STATE  SECTION — ALASKA 


265 


E.  N.  Roberts  moved  that  the  resolutions  as  a whole  be 
adopted.  This  was  seconded  by  Paul  Ellis  and  passed  unani- 
mously. 

Nominating  Committee 

President-Elect,  George  C.  Halley,  Twin  Falls. 

Secretary-Treasurer,  F.  B.  Jeppesen,  Boise. 

Councilors 

J.  L.  Stewart,  Boise. 

H.  B.  Woolley,  Idaho  Falls. 

A.  B.  Pappenhagen,  Orofino,  to  replace  J.  T.  Wood. 

Delegate  to  .4M.4,  E.  N.  Roberts,  Pocatello. 

.Mternate  Delegate  to  .4M.4,  R.  D.  Simonton,  Boise. 

Program  Committee 

Joseph  Marshall,  Twin  Falls. 

C.  W'.  Pond,  Pocatello. 

R.  D.  Simonton,  Boise. 

There  w’ere  no  recommendations  from  the  floor. 

Paul  Ellis  moved  and  G.  A.  Hoss  seconded  a motion 
that  George  C.  Halley  be  elected  unanimously.  This  was 
passed. 

A.  M.  Popma  moved  and  H.  B.  Woolley  seconded  a 
motion  that  the  secretary-treasurer  be  elected.  It  was  passed 
unanimously. 

S.  W.  Bond  moved  and  L.  J.  Stauffer  seconded  a motion 


that  A.  B.  Pappenhagen  be  elected  unanimously.  It  was 
passed. 

S.  W.  Bond  moved  and  Paul  Ellis  seconded  a motion 
that  the  entire  Program  Committee  be  accepted  unanimous- 
ly. This  was  passed. 

It  was  moved  by  H.  Rigby  and  seconded  by  H.  L.  Schiess 
that  E.  N.  Roberts  be  elected  for  Delegate  to  the  .\M.4. 
This  was  passed  unanimously. 

The  problem  of  medical  care  for  transient  workers  was 
again  discussed.  It  was  moved  by  H.  B.  Woolley  and  sec- 
onded by  L.  J.  Stauffer  that  the  fee  schedule  reported  in 
the  previous  meeting  be  accepted.  This  was  passed. 

Meeting  .Adjourned. 

A resolution  was  received  after  the  House  of  Delegates 
had  adjourned.  It  was  decided  to  pass  this  on  to  the  Coun- 
cil for  action  and  their  action  will  be  recorded  at  a later 
date. 

Be  It  Resolved:  That  we,  the  members  of  the  House  of 
Delegates  of  the  Idaho  State  Medical  .Association,  place  our- 
selves on  record  to  the  Governor  of  Idaho  recommending 
the  appointment  and  promotion  of  Dr.  L.  J.  Lull  to  the 
position  of  Director  of  the  State  Department  of  Public 
Health.  F.  B.  Jeppesen, 

Secretary. 
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NEW  COMMISSIONER  OF  HEALTH 
TAKES  OFFICE 

Under  the  Territorial  Department  of  Health  .Act,  passed 
at  the  last  legislative  session,  Lt.  Col.  E.  Earl  .Albrecht, 
M.C.,  recently  released  from  the  .Army,  started  during  July 
on  his  duties  as  .Alaska’s  first  full  time  Commissioner  of 
Health.  He  was  sworn  into  office  at  .Anchorage  June  30 
and  arrived  at  his  Juneau  headquarters  Saturday,  July  7, 
to  relieve  Dr.  C.  C.  Carter  of  Juneau  who  had  headed 
the  Health  Department  on  a part  time  basis  since  the  death 
of  the  late  Dr.  W.  W.  Council. 

Trained  as  a medical  missionary.  Dr.  .Albrecht  holds  the 
degree  of  Bachelor  of  Divinity  as  well  as  his  medical  de- 
gree, the  latter  from  Jefferson  Medical  College,  Philadelphia, 
where  he  graduated  in  1932.  He  interned  at  .Abington  Me- 
morial Hospital,  North  Philadelphia.  Later  he  served  as 
.Assistant  Director  of  Laboratories  and  as  Chief  Resident 
Physician  and  Surgeon  at  the  same  institution  where  he 
interned. 

Coming  to  .Alaska  first  in  June  193S,  Dr.  .Albrecht  was 
superintendent  of  the  .Alaska  Railroad  Hospital  at  .Anchor- 
age for  a short  time,  following  which  he  developed  the 
medical  program  for  the  Matanuska  Valley  colony  and 
remained  as  superintendent  of  the  hospital  at  Palmer  until 
his  entry  into  the  armed  forces  in  1941.  During  the  same 
period  he  was  also  Medical  Director  for  the  colony.  Con- 
tract Surgeon  for  the  Eklutna  native  vocational  school  and 
Veterans  .Administration  physician.  .At  the  time  of  his 
resignation  from  the  .Army,  he  was  Commanding  Officer 
of  the  Station  Hospital  at  Fort  Richardson,  also  Post  Sur- 
geon, holding  those  positions  since  November,  1944. 


DEPARTMENT  OF  HEALTH 


The  first  fellowship  in  health  education  granted  in  .Alaska 
has  been  awarded  to  Mrs.  Kathleen  Kimble,  .Alaska  Native 
Service  teacher  at  Point  Hope.  She  accepted  the  fellow- 
ship gratefully  and  enrolled  in  the  School  of  Health  Educa- 
tion at  the  University  of  North  Carolina,  Chapel  Hill. 

The  fellowship  is  provided  by  the  National  Foundation 
for  Infantile  Paralysis  and  is  for  a nine  months  course  of 
schooling  to  include  si.x  months  of  academic  study  and 
three  months  of  supervised  field  experience.  Upon  comple- 
tion of  the  course  Mrs.  Kimble  will  return  to  .Alaska  to 
assume  the  position  of  Health  Education  Supervisor  for 
the  .Alaska  Native  Service. 

Information  as  to  the  number  of  cases  of  deafness,  blind- 
ness and  speech  defects  in  .Alaska,  with  the  establishment 
of  a Division  of  Rehabilitation  in  view,  will  be  gathered 
during  the  summer  months  by  the  .Alaska  Department  of 
Health,  the  Department  of  Education  and  the  .Alaska  Na- 
tive Service. 

To  determine  the  prevalence  of  rheumatic  fever  in  .Alaska, 
the  Division  of  Maternal  and  Child  Health  and  Crippled 
Children’s  Services  of  the  Alaska  Department  of  Health, 
with  cooperation  of  the  medical  profession,  is  carrving  out 
an  inquiry  survey  throughout  the  Territory. 

In  an  overall  effort  to  gather  further  information  about 
mosquitoes  in  .Alaska,  the  U.  S.  Department  of  .Agriculture 
is  carrying  out  a survey  intended  to  gather  more  informa- 
tion about  existing  mosquito  species  in  the  Territory.  It  is 
hoped  that  eventually  some  methods  of  control  of  pest 
mosquitoes  may  be  available  which  will  be  practicable  in 
large  areas. 
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OBSTETRIC  PROBLEM  FOR  AUGUST 

Mrs.  S.  M.,  an  Indian  woman,  referred  at  term,  having 
been  in  labor  about  36  hours  wdth  little,  if  any,  progress. 

History;  She  has  given  birth  to  six  children,  two  of 
whom  are  alive.  About  four  years  ago  she  had  a low  ab- 
dominal operation.  She  has  been  delivered  of  one  child 
since,  but  it  expired  during  birth. 

Examination:  Large,  heavy  Indian  woman,  having  light 
pains  every  5-8  minutes.  Teeth  poor.  Heart  and  lungs  nega- 
tive. Abdomen  huge.  Fundus  apparently  rises  to  costal 
margin.  A scar  in  the  shape  of  a cross,  extending  from  the 
umbilicus  to  the  symphysis  and  the  crossbar  in  a groove 
at  right  angles.  A heavy  scar  was  observed  where  the  two 
incisions  crossed. 

Palpation  of  the  uterus  revealed  fetal  parts,  but  aside 
from  the  limbs  neither  the  buttocks  nor  head  could  be 
differentiated,  so  much  amniotic  fluid  being  present.  Finally, 
the  head  seemed  in  the  right  iliac  fossa  and  back  on  the 
right.  Measurement  from  the  symphysis  to  the  top  of  the 
fundus  was  45  cm. 

Vaginal  examination:  There  was  a slight  rectocele,  no 
cystocele.  Vagina  was  open.  Under  anesthesia  two  fingers 
discovered  no  cervix,  A hand  in  the  vagina  still  felt  no  cer- 
vix and  not  until  the  hand  and  arm  were  inserted  to  within 
3 inches  of  my  elbow  with  fingers  extended  was  the  cervix, 
almost  completely  dilated,  encountered;  membranes  bulg- 
ing and  head  floating  above.  The  fingertips  were  then  about 
3 inches  above  the  promontory  of  the  sacrum.  A long 
dressing  forceps  was  inserted  to  rupture  the  membranes, 
but  did  not  reach  any  higher  than  the  sacrum ; therefore, 
it  had  3 inches  to  go  before  reaching  membranes.  They 
were  finally  broken  by  the  finger  and  the  fluid  allowed 
to  escape  slowly.  .About  3 quarts  of  liquid  came  before  the 
head  engaged. 

How  would  you  treat  this  case  from  this  point? 


COMMENTS  ON  PEDLATRIC  PROBLEM  IN 
JULY  ISSUE 

First  Commentator  offers  these  comments'.  Recently  a 
child  two  weeks  old  was  seen  in  a Children’s  Hospital.  He 
was  cyanotic  and  the  entire  mucous  membranes  of  the 
mouth  and  pharynx  were  distinctly  bluish.  There  were  no 
other  physical  signs  whatsoever.  Temperature  was  normal. 
Oxygen  was  given.  At  the  end  of  one-half  hour  there  was 


but  little  change  in  color.  Gradually  a pink  flush  to  skin 
was  noted  and  the  child  became  normal  again. 

Progress  was  uneventful.  Child  went  home  and  came  back 
in  three  days  in  the  very  same  condition  as  above,  with 
the  repetition  of  a quick  recovery.  This  child  reminded 
me  of  the  pediatric  problem  in  the  July  issue.  This  child 
also  makes  one  consider  the  possibility  of  atelectasis,  but 
the  probability  of  pneumonia. 

.A  severe  pulmonary  infection  in  a two  weeks  old  pre- 
mature child  may  be  so  overwhelming  that  there  is  no 
febrile  response  at  first.  One  would  expect  a reaction  rise  in 
temperature  within  twenty-four  hours,  provided  the  child 
survives  the  first  phase  of  the  attack.  .Already  the  respira- 
tory center  is  profoundly  hurt.  The  periods  of  anoxemia 
are  adding  up  a progression  of  damage  to  the  general 
circulatory  system. 

.Although  o.xygen  will  greatly  relieve  the  situation,  one 
doubts  that  any  one  of  the  three  powerful  agents  we  have 
to  combat  a pneumonia  can  save  this  little  mite’s  life. 
Positive  treatment  should  have  been  begun  the  first  day 
he  “refused  food.”  However,  probably  the  physical  find- 
ings at  that  time  could  only  have  been  suggestive.  It  is 
doubted  that  a serum,  penicillin  or  a sulfa  drug  could  stop 
this  infection. 

Conclusion  of  Pediatric  Problem'.  The  child’s  condition 
was  very  poor.  He  was  given  adrenalin  at  first,  also  Ring- 
er’s lactate  under  the  skin,  during  which  time  he  was  con- 
tinually in  an  oxygen  tent. 

Next  day  he  had  received  9 oz.  of  formula  in  addition 
to  water.  Color  was  good,  breathing  nearly  normal  and 
respirations  about  60  to  the  minute.  The  fine  rales  were 
still  present.  The  next  four  days  he  improved  remarkably. 
His  temperature  never  went  above  100°  and  he  breathed 
regularly,  ate  fairly  well  with  urging  and  put  on  weight, 
now  weighing  4 lbs.  14  oz. 

His  feet  and  hands  became  edematous  and  the  rales  in 
chest  persisted.  On  the  morning  of  the  sixth  day  after  en- 
trance a marked  change  was  noted.  The  periods  of  apnea 
returned  and  increased  in  severity.  He  expired  the  follow- 
ing day. 

Autopsy  showed  a slight  degree  of  atelectasis.  He  had 
spots  of  pneumonia  through  his  chest.  His  right  middle  lobe 
was  attached  to  the  anterior  chest  wall,  an  area  about  the 
size  of  a dime.  When  this  was  detached  a small  amount  of 
thin  yellow  pus  was  released. 
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Men  Under  Stress.  Roy  R.  Grinker,  Lt.  Col.,  M.  C. 
and  John  P.  Spiegel,  Major,  M.  C.,  Army  Air  Forces. 
484  pp.  $5.  The  Blakiston  Co.,  Philadelphia,  1945. 

This  work  is  not  a theoretical  treatise  but  another  chap- 
ter in  the  accomplishments  of  actual  psychiatric  practice. 
Based  on  results  of  work  with  the  men  of  the  Air  Force, 
it  is  a factual  study  of  personal  incidents  as  related  to 
various  aspects  of  war,  but  more  especially  as  concerns 
events  of  combat  above  ground. 

The  book  is  divided  into  a section  dealing  with  the 
men,  their  background  and  selection,  bringing  out  the  fac- 
tors in  the  lives  making  for  or  against  the  possibilities  of 
success  as  airmen.  This  section  does  not  attempt  to  be  too 
comprehensive,  but  will  give  the  reader  a better  grasp  of 
the  needs  of  the  actual  air  combatant.  There  is  then  given 
in  sufficient  minutiae  case  material  as  related  to  the  reac- 
tions to  and  after  combat. 

Various  treatments  are  mentioned  and  certain  results 


stated.  As  would  be  expected,  no  single  therapy  brings 
about  a satisfactory  result  in  all  cases.  Due  to  the  fact 
that  there  is  in  practically  all  reactions  a strong  com- 
ponent of  fear  and/or  anxiety,  the  chief  points  in  a psy- 
chotherapeutic plan  must  be  aimed  at  these  dynamic 
factors.  This  is  achieved  by  an  effort  to  increase  insight, 
neutralize  ineffective  or  crippling  methods  of  dealing  with 
anxiety,  permit  abreaction  of  anxiety  and  hostility,  mod- 
ify the  superego,  support  the  dependent  needs  and  estimate 
the  limit  of  tolerance  for  anxiety.  .A  certain  amount  of  re- 
education is  thus  made  possible. 

As  to  narcosynthesis  and  pharmacotherapy,  considerable 
has  been  learned.  Much  of  lasting  benefit  has  been  deter- 
mined in  treatment  of  thousands  of  cases,  examples  of 
which  are  reported  in  this  book.  Under  pharmacotherapy 
sodium  amytal,  ergotamine  tartrate,  hyoscine  hydrobro- 
mide, insulin  and  sedatives  have  been  used  in  properly 
chosen  cases.  {Continued  on  Page  268) 
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provides  Smoothage  in  the  treatment  of 
constipation,  proteas  the  intestinal  mucosa, 
induces  a gentle,  physiologic  action. 


Metamucil  is  the  highly  refined,  non-irritating  extract  of  a seed  of  the 
psyllium  group,  PlantagO ovata  (50%),  combined  with  dextrose  (50%).  Metamucil 
is  the  registered  trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


268 


BOOK  REVIEWS 


Vol.  44,  No.  8 


Case  histories,  numbering  65,  are  examples  of  the  mul- 
tiple types  found  in  those  individuals  who  were  consid- 
ered adequate  material  for  training  as  airmen.  These  make 
interesting  reading  because  of  the  portrayal  of  psychiatric 
incidents  as  they  are  frequently  seen  by  physicians  in  the 
practice  of  medicine. 

In  the  last  chapter  some  pertinent  statements  are  made 
relative  to  the  relationship  of  civilians  to  the  returning 
veterans,  as  well  as  a few  facts  depicting  certain  weak- 
nesses in  our  society.  “It  has  been  sometimes  stated  that 
the  veteran  does  not  want  people  to  pay  attention  to  him, 
that  he  wants  to  be  let  alone  and  ignored.  This  does  not 
coincide  with  our  experience,  .\ctually,  the  veteran  does 
not  want  to  be  ignored;  he  wants  to  be  understood  and 
helped.” 

In  reading  this  book  one  will  gain  a deeper  understand- 
ing of  psychiatric  incidents  and  therapy,  and  be  enabled 
to  relate  himself  more  normally  to  the  future  problems. 
Portions  of  it  form  excellent  reading  for  either  laymen  or 
professional  seekers  after  clearer  understanding  of  psycho- 
logic, psychosomatic  and  psychobiologic  responses  in  vet- 
erans. D.  W.  Mikkelsen 

\ Synopsis  of  Medicine.  By  Sir  Henry  Letheby  Tidy, 
K.B.E.,  M.D.,  B.Ch.  (Oxon.),  F.R.C.P.  (Lond.). 

Physician  to  H.M.  The  King,  Consulting  Physician  to  St. 
Thomas’s  Hospital,  etc.  Eighth  Edition,  Revised  and  En- 
larged. 1212  pp.  $7.50.  The  Williams  and  Wilkins  Company, 
Baltimore,  1945. 

This  volume  presents  the  substantial  features  of  medical 
diseases  in  a condensed  form,  making  it  available  for 
ready  reference  and  rapid  reading.  The  essential  facts  are 
reviewed  with  a variety  of  type,  emphasizing  important 
factors  which  should  impress  the  reader.  The  author  calls 
attention  to  medical  advances  during  the  five  years  since 
the  previous  edition.  Introduction  of  sulfa  drugs  and  peni- 
cillin are  outstanding  features  of  treatment.  The  liver 
treatment  of  pernicious  anemia,  together  with  the  develop- 
ment of  general  knowledge  of  diseases  of  the  blood  are  par- 
ticularly mentioned.  In  an  effort  to  keep  abreast  of  medi- 
cal progress,  mention  is  made  of  the  changed  titles  of  cer- 
tain diseases.  For  example,  .Acute  Infective  Hepatitis  has 
been  substituted  for  Catarrhal  Jaundice  and  is  now  in- 
cluded under  Specific  Infectious  Diseases.  Instead  of  Acute 
Yellow  .Atrophy  the  reading  is  given  as  .Acute  Necrosis  of 
the  Liver.  Other  changed  titles  will  be  noted  in  the  reading. 

New  articles  fall  into  two  groups.  In  one  group  are  dis- 
eases newly  recognized  or  recognized  as  more  common  and 
important  than  was  formerly  believed.  In  the  second  group 
are  diseases  previously  recognized  but  not  included,  usually 
rare  syndromes.  Many  articles  have  been  successfully  re- 
written, including  the  etiology  of  many  well  known  dis- 
eases. The  usefulness  of  this  volume  for  ready  reference  is 
well  established.  

.A  Bibliography  of  Visual  Literature,  1939-1944.  Com- 
piled by  John  F.  Fulton,  Phebe  M.  Hoff  and  Henrietta  T. 
Perkins.  117  pp.  $3.00.  Prepared  by  the  Committee  on 
.Aviation  Medicine,  Division  of  Medical  Sciences,  National 
Research  Council,  Office  of  Scientific  Research  and  Devel- 
opment, Washington,  D.C.,  1945. 

This  bibliography  was  inspired  by  the  part  played  by 
the  eye  in  protecting  man  from  his  enemies  in  the  previous 
five  years  of  active  warfare.  The  peoples  of  entire  nations 
have  been  obliged  to  use  their  eyes  in  the  unfamiliar  black- 
ness of  night.  Much  with  regard  to  vision  has  been  dis- 
closed under  the  stress  of  war  and  the  literature  has  grown 
with  great  rapidity  so  that  the  compilation  of  a classified 


bibliography  covering  all  literature  on  vision  was  consid- 
ered a necessity.  Attention  is  called  specifically  to  the 
voluminous  and  important  literature  of  psychology,  which 
includes  134  references.  Other  headings  include  V’isual  Ex- 
amination and  Testing,  Correction  of  Ocular  Defects  in 
Military  Personnel,  Ocular  Trauma,  Goggles  and  Ocular 
Protection,  Illumination  and  Visibility.  Under  each  of 
these  appear  numerous  subdivisions.  This  bibliogra;#iy 
enumerates  3,347  published  articles  covering  a multitude  of 
eye  conditions.  It  consists  solely  of  these  references,  in- 
tended as  a guide  to  publications  under  numerous  specified 
headings.  

Clinical  .Atlas  of  Blood  Diseases.  By  A.  Piney,  M.D., 
M.R.C.P.  Physician,  St.  Mary’s  Hospital  for  Women  and 
Children;  and  Stanley  Wyard,  M.D.,  F.R.C.P.  Physician 
The  Royal  Cancer  Hospital,  London,  and  Princess  Beatrice 
Hospital.  Sixth  Edition.  With  48  Illustrations  and  45  in 
Color.  138  pp.  $5.  The  Blakiston  Company,  Philadelphia, 
1945. 

This  book  presents  a beautiful  collection  of  full  page 
plates  of  diseases  of  the  blood  with  vivid  staining  colors, 
comprising  a very  striking  volume.  These  plates  include  45 
in  colors,  with  three  in  black  and  white.  The  authors  state 
“this  is  an  atlas,  not  a literary  effort,  but  pictures  would 
be  useless  without  a commentary,  though  various  considera- 
tions have  necessitated  the  maximum  condensation  of  the 
letter  press.”  Each  plate  is  accompanied  by  a comprehen- 
sive condensed  description  of  the  disease  under  considera- 
tion, described  under  synonyms,  symptoms,  blood,  compli- 
cations, diagnosis,  etiology,  pathology,  pathogenesis,  prog- 
nosis and  treatment.  Every  physician  who  treats  diseases 
of  the  blood  will  be  pleased  with  this  volume.  One  rarely 
observes  a book  with  such  a profusion  of  colored  micro- 
graphs as  are  presented  in  it. 
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ANNOUNCES  CONTINUOUS  COURSES 

SURGERY— Two  Weeks  Intensive  Course  in  Surgical  Tech- 
nique starting  August  13,  August  27,  and  every  two 
weeks  during  the  yeor.  One  Week  Course  Surgery  of 
Colon  and  Rectum  September  10.  20  Hour  Course  Sur- 
gical Anatomy  October  8. 

GYNECOLOGY— Two  Weeks  Intensive  Course  October  22. 
One  Week  Personal  Course  Vaginal  Approach  to  Pelvic 
Surgery  September  17. 

OBSTETRICS— Two  Weeks  Intensive  Course  October  8. 

ANESTHESIA— Two  Weeks  Course  Regional,  Intravenous 
and  Caudal  Anesthesia. 

ROENTGENOLOGY— Courses  in  X-ray  Interpretation,  Fluoro- 
scopy, Deep  X-ray  Therapy  every  week. 

UROLOGY— Two  Weeks  Course  and  One  Month  Course  every 
two  weeks. 

CYSTOSCOPY— Ten  Day  Practical  Course  every  two  weeks. 
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CAN  THE  WAGNER  BILL  BE  CURBED? 

Soon  after  introduction  into  Congress  of  the  re- 
vised and  elaborated  Wagner-Murray-Dingle  Bill, 
it  was  anticipated  by  many  that  its  backers  would 
attempt  to  introduce  its  early  consideration  in  order 
to  get  Congressional  action.  It  seems,  however,  that 
other  more  urgent  measures  have  deferred  consid- 
eration of  this  bill  to  a later  date.  In  the  meantime 
opportunity  is  available  for  its  digestion  and  esti- 
mation of  its  probable  results  as  viewed,  not  only  by 
the  medical  profession  but  also  by  many  interested 
individuals  in  various  phases  of  public  and  private 
life. 

It  would  be  particularly  interesting  and  instruc- 
tive if  views  could  be  obtained  from  members  of 
the  Congress  as  to  their  views  on  this  bill.  An  out- 
standing effort  along  this  line  has  been  accomplish- 
ed by  the  Tennessee  State  Medical  Association 
through  letters  written  to  the  two  Senators  and  ten 
Representatives  of  that  state  by  Dr.  W.  M.  Hardy, 
editor  of  The  Journal  of  the  Tennessee  State  Med- 
ical Association.  The  opinion  of  each  Senator  and 
Representative  was  requested  regarding  this  bill. 
In  the  July  issue  letters  were  published  from  one 
Senator,  the  other  being  on  a mission  abroad,  and 
eight  Representatives.  The  Senator  and  seven  Rep- 
resentatives were  outspoken  in  their  disapproval  of 
this  bill  and  assurances  that  they  would  oppose  it. 
One  Representative  hedged  somewhat,  saying  that 
if  suitably  modified  it  might  meet  with  his  ap- 
proval. The  editor  stated  that  replies  from  the  re- 
maining Senator  and  two  Representatives  w’ould  be 
published  in  a later  issue.  ' 

This  is  a striking  report  from  a group  of  legis- 
lators who  will  be  active  factors  in  adoption  or  re- 
jection of  this  bill.  If  similar  reports  could  be  ob- 
tained and  published  from  Congressional  groups 
from  other  states,  it  would  not  only  be  enlightening 
as  to  the  probable  fate  of  the  bill  but  likewise 
would  be  influential  in  securing  results. 

Note'.  In  the  .A.ugust  issue  of  The  Tennessee  Journal  let- 
ters were  published  from  two  more  Representatives,  as- 
serting their  disapproval  and  opposition  to  this  bill. 
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REESTABLISHMENT  OF  RETURNING 
SERVICE  MEN 

Previous  to  the  spectacular  and  overwhelming 
demonstration  of  the  atomic  bomb,  the  most  de- 
structive construction  ever  devised  by  human 
science  and  ingenuity,  it  Wcis  generally  predicted 
that  close  of  the  war  might  be  anticipated  about 
the  beginning  of  the  new  year.  The  sudden  and 
overwhelming  cessation  of  hostilities  has  largely  up- 
set plans  made  for  reception  and  reestablishment 
of  returning  veterans.  National,  state  and  local 
medical  societies  have  announced  their  intentions 
of  helping  in  relocations  and  resumption  of  medical 
practice  on  the  part  of  their  returning  fellow  prac- 
titioners. .-\ttention  is  particularly  called  to  the 
efforts  along  this  line  put  into  effect  by  Oregon 
State  Medical  Society  as  outlined  in  the  .August 
issue  of  its  Service  Bulletin. 

This  society  has  maintained  continuous  contact 
with  all  its  members,  whether  serving  in  this  coun- 
try or  abroad.  To  each  of  them  it  has  sent  a ques- 
tionnaire asking  for  information  on  methods  of  as- 
sistance which  may  be  given  them.  The  questions 
seek  the  following  information  from  each:  “Shall 
you  enter  practice  at  once  or  take  refresher  courses 
or  a residency  first?  Have  you  arrangements  made 
for  association  with  civilian  physicians?  If  not, 
would  you  be  interested  in  making  such  arrange- 
ments? Do  you  have  office  space  arranged  for?  If 
not,  what  amount  and  type  of  space  will  you  need? 
Were  you  in  a professional  building  before  service? 
If  so,  what  building?  What  type  of  practice  shall 
you  want;  General,  special,  rural,  etc.?  How  can 
we  be  of  service  to  you?  Suggestions,  criticisms, 
advice?” 

This  represents  an  active  personal  contact  with 
absent  members  of  the  Society  which  commends  it- 
self to  the  profession  in  each  of  our  states  as  an 
example  worthy  of  emulation.  Doubtless  many  of 
our  members  who  have  been  absent  from  former 
locations,  for  a series  of  years  will  encounter  real 
difficulties  in  relocations  and  reestablishments.  Let 
us  extend  all  possible  aid  to  them. 

RAPID  TRE.^TMENT  CENTERS  FOR 
VENERE.\L  DISEASE  THERAPY 

The  phenomenal  results  following  treatment  of 
venereal  diseases  with  penicillin  have  revolution- 
ized therapy  of  syphilis  and  gonorrhea.  The  rapid 
treatment  center  program,  which  has  been  in  opera- 
tion by  the  Venereal  Disease  Division  of  the  Public 
Health  Service  during  the  war  period,  was  orig- 
inally conceived  primarily  as  quickly  as  possible  to 
render  noninfectious  those  persons  responsible  for 


the  spread  of  venereal  diesases  among  the  armed 
forces  and  war  workers.^  Soon  it  became  evident 
that  this  rapid  safe  treatment  by  inpatient  hospital 
care  would  be  an  important  contribution  to  the 
general  venereal  disease  control  program.  The  peni- 
cillin treatment  for  both  syphilis  and  gonorrhea  has 
made  possible  shorter  periods  of  hospitalization 
than  could  be  realized  by  previous  methods. 

Accordingly,  the  Venereal  Disease  Division  of 
the  United  States  Public  Health  Service  has  al- 
lotted to  the  states  and  territories  $8,756,876  for 
venereal  disease  control  for  the  year  ending  June 
30,  1946,  conditioned  upon  the  states  matching  this 
with  $4,378,438.  This  represents  a national  expen- 
diture of  $.07  per  capita.  Allotments  are  made  on 
the  basis  of  population,  financial  need  and  magni- 
tude of  general  venereal  disease  problem  in  each 
state.  .Allotments  for  the  Northwestern  states  with 
the  amounts  per  capita  are  as  follows:  Oregon 
$67,915,  per  capita  $.06;  Washington  $88,400,  per 
capita  $.05;  Idaho  $35,445,  per  capita  $.07. 

The  following  statistics  were  reported  for  the 
fiscal  year  ending  July  1.  During  this  period  rapid 
treatment  centers  reported  to  the  Venereal  Disease 
Division  approximately  160,000  patients.  The  rec- 
ord for  June  reported  by  54  centers  reached  the 
rate  of  180,000  per  year,  with  26  per  cent  white. 
64  per  cent  nonwhite,  38  per  cent  male  and  62  per 
cent  female.  .About  1.2  per  cent  were  infected  with 
venereal  diseases  other  than  syphilis  and  gonorrhea, 
about  50.6  per  cent  with  syphilis  alone,  39.2  per 
cent  with  gonorrhea  alone  and  9 per  cent  with  both 
syphilis  and  gonorrhea.  Courses  of  treatment  for 
syphilis  averaged  eleven  days  with  an  average  cost 
of  $57  per  patient,  treatment  for  gonorrhea  being 
completed  in  an  average  of  three  days  at  an  aver- 
age cost  of  $15  per  patient.  If  similar  results  can 
be  obtained  in  all  states  to  which  these  allotments 
have  been  made,  the  funds  will  have  been  profitably 
expended. 

1.  V.  D.  War  Letter,  Federal  Security  Agency,  Wash- 
ington, D.  C.,  July  31,  1945. 

PROMOTION  OF  PHYSIC.AL  MEDICINE 

Following  World  War  I,  much  attention  was  paid 
to  physical  therapy  as  a means  of  rehabilitating 
patients  suffering  from  war  injuries.  .At  that  time 
this  branch  of  medicine  was  not  viewed  with  gen- 
eral enthusiasm  by  members  of  the  profession.  Dur- 
ing subsequent  years,  however,  the  applicability  and 
usefulness  of  methods  of  treatment  introduced  un- 
der physical  therapy  have  become  well  established 
and  have  been  adopted  as  regular  measures  for  the 
treatment  of  physical  injuries. 

.At  the  beginning  of  World  War  II  established 
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methods  of  physical  therapy  treatment  were  uni- 
versally practiced  as  essential  in  all  phases  of  battle 
service.  Recently  physical  medicine  has  received  its 
greatest  acceleration  through  the  generous  contri- 
bution of  Mr.  Bernard  H.  Baruch  of  an  endowment 
of  $1,190,000  to  promote  the  general  adoption  of 
these  methods  of  treatment.  The  Baruch  Committee 
on  Physical  Medicine  has  taken  measures  for  sol- 
diers’ memorials  in  the  form  of  permanent  estab- 
lishments for  restoration  of  injured  veterans  rather 
than  stone  and  bronze  monuments  in  public  places. 

Within  recent  months  the  Committee  has  sent 
blueprints  of  an  ideal  war  memorial  to  institutions 
all  over  the  country  for  the  purpose  of  establishing 
centers  for  the  treatment  of  disabled  veterans.  The 
purpose  is  to  aid  in  the  erection  of  suitable  build- 
ings and  equipment  for  carrying  on  this  work.  As 
time  goes  on,  these  institutions  will  also  be  avail- 
able for  civilian  patients,  the  revenues  from  whom 
will  help  to  provide  funds  to  pay  expenses  and 
overhead. 

The  possibilities  for  rehabilitating  and  trans- 


forming into  useful  citizens  the  disabled  and  handi- 
capped veterans  will  be  especially  appreciated  by 
those  who  observed  the  lamentable  results  so  wide- 
spread following  World  War  I.  At  the  present  time 
there  is  a widespread  comprehension  of  physical 
medicine  which  realizes  that  crippled  veterans  no 
longer  need  to  remain  indefinitely  in  military  and 
other  hospitals  because  of  their  incapacity  for  la- 
bor on  account  of  war  injuries. 

The  Baruch  Committee  has  for  its  special  pur- 
pose the  encouragement  and  development  of  phy- 
sical medicine  in  the  domain  of  modern  physical 
practice.  Physical  medicine  is  defined  as  “that  di- 
vision of  medical  science  which  takes  charge  of  the 
disabled  and  crippled  after  surgery  and  carries 
them  through  the  long  course  of  rehabilitation  by 
application  of  heat,  light,  water,  climate,  electricity, 
exercise  and  mechanical  appliances.”  It  is  proposed 
to  establish  departments  for  teaching,  research  and 
experimentation,  thus  supplying  fellowships  for 
education  in  physical  medicine’s  advanced  phases 
and  modern  requirements. 


M.MOR  GENERAL  LULL  KEYNOTES  “MEDICS” 
170TH  ANNIVERSARY 

The  .Army  Medical  Department  from  the  four  corners  of 
the  earth  celebrated  its  170th  anniversary  July  27,  as  press 
and  radio  services  in  this  country  joined  hands  to  pay 
tribute  to  the  achievements  of  “the  medics.” 

Keynoting  the  festivities,  Deputy  Surgeon  General  George 
F.  Lull,  in  an  address  from  Valley  Forge,  called  attention  to 
the  fact  that  today’s  Medical  Department,  more  than  one- 
half  million  strong,  is  gearing  itself  to  new  high  standards 
in  the  care  of  America’s  sick  and  wounded  at  home  and 
abroad. 

“We  are  justifiably  proud  of  our  World  War  II  record 
of  returning  nearly  ninety-seven  of  every  hundred  of  our 
disabled  soldiers  to  duty,”  General  Lull  said.  Speaking  from 
the  birthplace  of  the  Medical  Department,  General  Lull  told 
how  the  Continental  Congress  acted  upon  General  George 
Washington’s  request  in  1775  that  a Medical  Department  be 
organized  because  “the  lives  and  health  of  both  officers  and 
men  so  much  depyend  on  a due  regulation  of  this  depart- 
ment.” 

Predicting  even  greater  advances  in  the  future,  the 
Deputy  Surgeon  General  pointed  out  that  the  peak  load  of 
Medical  Department  activity  would  not  be  reached  until 
this  fall.  Leaders  in  all  sections  of  the  country  publicly 
praised  the  medics,  and  appropriate  programs  were  held  at 
hospitals  and  medical  installations. 


TR.AINING  PLAN  ON  PACIFIC  DISEASES 
An  overall  plan  for  training  all  personnel  on  appropriate 
aspects  of  prevention,  control,  diagnosis  and  treatment  of 
diseases  common  to  the  Pacific  area  has  been  approved. 
Major  General  George  F.  Lull,  Deputy  Surgeon  General, 
announced. 

The  following  training  has  been  planned  by  the  Surgeon 
General  for  personnel  of  medical  units  being  redeployed: 
The  time  allotted  to  Tropical  and  Preventive  Medicine 
Problems  in  the  Basic  Officers  Course  at  Carlisle  has  been 
increased  and  specially  qualified  instructors  have  been  as- 
signed to  carry  out  this  phase  of  the  program. 

The  present  eight-weeks  course  in  Tropical  Medicine 
given  at  the  Army  Medical  Center  will  be  reduced  to  four 
weeks  beginning  probably  in  September  and  will  deal  only 
with  diseases  common  to  the  Pacific  area. 

It  is  planned  that  a two-weeks  course  of  instruction  in 


diseases  of  the  Pacific  area  will  be  conducted  at  Medical 
Field  Service  School,  Carlisle  Barracks,  Pennsylvania,  to 
begin  on  or  about  August  13,  1945,  for  unit  surgeons,  med- 
ical inspectors,  chiefs  of  medical  services,  and  other  selected 
officers  from  units  of  the  three  major  forces  being  rede- 
ployed. Instruction  will  include  the  prevention,  control, 
treatment  and  diagnosis  of  malaria,  dengue,  filariasis,  Jap- 
anese B. -encephalitis,  kalaazar,  scrub  typhus,  louse  and  flea- 
borne  typhus,  relapsing  fever,  plague,  bacillary  dysentery, 
amebiasis,  schistosomiasis,  cholera,  salmonella  infections, 
bacterial  food  poisoning,  venereal  diseases,  trenchfoot,  nu- 
tritional deficiencies,  dermatologic  conditions  and  other 
miscellaneous  disease  problems  to  be  encountered  in  the 
Pacific  area.  It  is  planned  to  assign  a group  of  highly  spe- 
cialized, well-qualified  instructors  to  the  Medical  Field 
Service  School,  Carlisle  Barracks,  Pennsylvania,  to  handle 
the  instruction  in  the  two-weeks  course. 

Upon  completion  of  this  course  of  instruction,  offiicers 
will  be  e.xpected  to  conduct  training  programs  in  the  ap- 
propriate aspects  of  the  prevention,  control,  treatment,  and 
diagnosis  of  these  diseases  for  all  personnel  present  in  their 
units  during  redeployment.  A training  guide  is  being  pre- 
pared for  use  in  this  unit  personnel  training. 

In  addition,  a supplementary  program  of  instruction  for 
nurses  of  units  being  redeployed  will  be  conducted  at  the 
training  centers  to  cover  the  nursing  problems  associated 
with  the  diseases  to  be  encountered  in  the  Pacific  area. 


NURSES  RECEIVE  1000  AWARDS  SINCE 
PEARL  HARBOR 

Army  nurses  have  received  a total  of  1008  decorations 
and  awards  since  December  7,  1941,  the  War  Department 
announced  today.  Greatest  number  of  these  were  Bronze 
Star  and  Air  Medals.  Sixty  nurses  have  been  awarded  the 
Purple  Heart,  several  posthumously.  The  Legion  of  Merit 
has  been  awarded  to  twelve,  the  Soldier’s  Medal  to  five, 
the  Distinguished  Flying  Cross  to  two,  and  the  Distin- 
guished Service  Medal  to  one.  One  hundred  and  three  have 
received  citations  and  commendations. 
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STREPTOCOCCIC  DISSOCIATION  AND 
ITS  SIGNIFICANCE* 

Capt.  Edward  E.  Brown 

MEDICAL  CORPS,  ARMY  OF  THE  UNITED  STATES 
STATION  HOSPITAL 
FORT  LAWTON,  WASH. 

^Modern  bacteriology  is  in  a state  of  confusion. 
The  need  for  a new  system  of  classification  is 
great.^-^-®'-*>5 

The  concept  of  bacterial  stability  or  fixity  of 
species  became  in  doubt,  when  in  1891  Kruse  and 
Pansini®  first  noted  transformation  on  artificial  cul- 
ture media  of  pneumococci  to  streptococci  and  to 
bacilli.  Subsequently,  especially  since  1925,  articles 
appeared  almost  monthly,  claiming  in  vitro  and  in 
vivo  transformation  (dissociation,  variation,  muta- 
tion) of  one  type  of  organism  into  another.  Several 
hundred  articles  are  now  available  for  review. 

Many  bacteriologists  believe  that  the  virulent 
hemolytic  (beta)  streptococcus  may  dissociate  into 
any  of  the  following:  (1)  viridans  (alpha)  strepto- 
coccus, (2)  nonhemolytic  (indifferent,  anhemolytic, 
gamma)  streptococcus,  (3)  pneumococcus  type 
III  (old  term,  streptococcus  mucosus  capsulatus), 
(4)  staphylococcus  aureus  and  (5)  albus,  (6) 
micrococcus  catarrhalis,  (7)  certain  tetrad  and 
sarcine  forms  and  (8)  the  diphtheroid  bacillus. 
.All  of  these  organisms  were  found  in  arthritic 
joints  by  Hadjopoulos  and  Burbank,"  the  particu- 
lar dissociant  depending  upon  the  virulence  of  the 
disease.  These  investigators  found  the  same  disso- 
ciants  in  vitro  as  well  as  in  vivo. 

The  range  of  bacterial  variation  is  great.  Hadley’ 
writes:  “The  pneumococcus  is  commonly  described 
as  a diplococcus  . . . But  the  pneumococcus  can, 
and  often  does,  form  chains  as  perfect  as  those  of 
any  streptococcus.  The  streptococcus,  moreover, 
upon  first  isolation  from  clinical  material,  occurs  in 
a diplococcal  form  as  commonly  as  it  appears  in 
chains.”  D’Herelle’  observes:  “Bacilli  assume  a 
more  or  less  perfect  coccus  form  at  the  time  when 
they  acquire  resistance,  and  the  return  to  the  typi- 
cal  bacillary  form  parallels  the  loss  of  resistance.” 
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ARTICLES 


CIRCUMSTANCES  UNDER  WHICH  DISSOCIATION 
OCCURS 

These  may  be  divided  into  (A)  in  vivo  and  (B) 
in  vitro  observations. 

A.  In  Vivo: 

1.  Injury  of  Tissue:  Injury  of  a tissue  permits 
exaltation  and  dissociation  of  avirulent  bacteria  in 
or  about  such  tissue.®  For  example,  when  dental 
granulomata  are  injured  by  application  of  short 
wave,  green-producing  cocci  dissociate  into  hemo- 
lytic streptococci®' with  corresponding  local  signs 
of  increased  activity. 

2.  Weather  and  Environmental  Factors:  Con- 
version of  less  virulent  organisms,  located  in  the 
upper  respiratory  tract,  to  more  virulent  disso- 
ciants  may  take  place  with  (a)  heavy  ionization  of 
the  air,  (b)  sudden  fall  in  barometric  pressure  and 
(c)  chilling. 

a.  Ionization  of  the  Atmosphere:  Studies  in  vitro 
show  that  roentgen  ions  applied  to  cultures  of 
staphylococcus  aureus  cause  their  dissociation  to 
streptococcuslike  forms.’’^ 

That  ionized  air  may  cause  dissociation  to  more 
virulent  variants  is  suggested  by  the  following  clin- 
ical observations.  In  Iceland,  the  aurora  borealis, 
which  represents  tremendous  atmospheric  ioniza- 
tion, initiates  rheumatic  and  arthritic  attacks.^^  In 
convalescent  scarlet  fever  and  in  rheumatic  chil- 
dren dormant  streptococci,  producing  no  symptoms, 
are  apparently  activated  by  atmospheric  ioniza- 
tion, resulting  in  increased  amounts  of  strepto- 
coccic toxin  and  a clinical  exacerbation  of  the  dis- 
ease. During  electric  storms  one  notes  the  effects 
of  such  toxin  in  the  production  of  subchoreic 
twitching,  generalized  aches,  and  increased  capil- 
lary fragility  in  scarlet  fever^®  and  in  rheumatic 
children.’^ 

During  heavy  ionization  it  is  possible  that  either 
virulence  of  organisms  is  enhanced  or  that  conver- 
sion takes  place  from  less  virulent  to  more  viru- 
lent streptococci.  The  alpha  streptococcus  and  other 
nonhemolytic  organisms  produce  little  toxin,  quan- 
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titles  insufficient  to  account  for  the  generalized 
pains. 

Many  other  biologic  effects,  including  genetic 
mutations,^®’’®  have  been  ascribed  to  heavily  ionized 
air,  either  artificially  produced^"- or  appear- 
ing spontaneously  during  sudden  drops  of  baro- 
metric pressure  and  during  storms.'^^’-^’-^’-^ 


tirely  absent  in  normal  periods.®^’®®  Likewise,  with 
colds  the  hemolytic  streptococcus  commonly  makes 
its  appearance  in  the  throat.^®’ 

In  septic  sore  throats  striking  changes  in  types 
of  throat  streptococci  occur  almost  from  day  to 
day.®''  Furthermore,  complications  frequently  show 
a type  different  from  that  isolated  during  the  acute 


b.  Fall  in  Barometric  Pressure.  Many  rheu- 
matics complain  of  generalized  aches  when  the  bar- 
ometric pressure  drops  suddenly. Two  weath- 
er factors  invariably  accompany  such  drops  in 
barometric  pressure  (storms),  namely,  increased 
ionization  of  the  air  and  lowered  oxygen  tension. 

It  is  possible,  although  not  proved,  that  dissocia- 
tion from  the  ubiquitous  alpha  streptococcus  to  the 
more  virulent  hemolytic  streptococcus  occurs  at 
that  time.  In  vitro  Rosenow'-^  has  produced  such 
conversion  by  growing  alpha  streptococci  in  media 
of  lowered  oxygen  tension,  thus  duplicating  the 
depletion  of  oxygen  existing  in  nature  with  a fall  of 
barometer. 

c.  Chilling:  Chilling  and  inclement  weather  dur- 


attack.®® 

Except  for  the  influenza  bacillus,  the  bacteria 
recovered  during  colds  and  pharyngitis  are  almost 
always  confined  to  the  group  of  organisms  regarded 
by  many  as  belonging  to  the  streptococcus  family. 
No  explanation,  except  dissociation  of  the  hemo- 
lytic streptococcus,  has  yet  satisfactorily  accounted 
for  spontaneous  change  of  flora  within  this  group 
at  the  onset  of  colds. 

3.  Immunologic  Factors:  Certain  tissues,  organs 
and  secretions  are  capable  of  causing  dissociation 
of  virulent  to  less  virulent  organisms.  They  include 
lymph  glands,®®’^*’  blood,  serum,^^’^^’^®  lacrimaF* 
and  nasal  secretion,^®  and  saliva.^®'^^  Dissociation  in 
both  directions  can  be  accomplished  by  injection 


ing  winter  months  cause  a change  of  pharyngeal 
flora.^®’^®  At  this  time  colds  are  prevalent,  and  many 
shifts  of  flora  are  noted  within  a few  days.®”  Pneu- 
mococcus and  hemolytic  streptococcus  appear  reg- 
ularly with  colds.  Webster  and  Hughes®^  state; 
“All  colds  show  a pneumococcus  in  pure  culture  at 
some  phase,”  whereas  this  organism  is  almost  en- 
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B.  In  Vitro: 

Dissociation  may  occur  in  vitro  under  six  cir- 
cumstances as  follows: 

1.  Reduced  oxygen  tension  in  media  may  pro- 
duce dissociation  from  less  to  more  virulent  or- 
ganisms.^^ 

2.  Sulfonamides  and  antiseptics  placed  in  media 
cause  the  reverse  dissociation,  virulent  to  less  viru- 
lent organisms 

3.  Change  of  media  will  produce  a different  or- 
ganism Indeed,  a bacterium  on  one  me- 

dium may  appear  to  be  another  organism  on  a sec- 
ond medium.®^”’® 

4.  Toxic  products,  formed  by  the  growth  of  bac- 
teria, produce  disintegration  of  bacteria  and  disso- 
ciation to  less  virulent  variants. 

5.  Bacteriophage  causes  both  lowered  virulence 
and  dissociation  of  susceptible  strains  of  bac- 
teria.^’ 

6.  Immune  serum  causes  both  dissociation  and 
loss  of  virulence.^^'^'^'^® 

SULFA  AND  PENICILLIN  AND  THE 
NEWER  BACTERIOLOGY 

Bacteriologic  analysis,  following  chemotherapy, 
has  confirmed  the  principle  of  dissociation  and  has 
shown  conversion  of  the  hemolytic  streptococcus 
to  and  from  other  organisms.  Prophylactically,  sulfa 
prevents  conversion  of  less  virulent  to  more  viru- 
lent variants.  Therapeutically  causes  disintegration 
and  dissociation  of  hemolytic  streptococcus  into 
less  virulent  variants.  Penicillin  causes  almost 
complete  absence  of  gram-positive  organisms  (strep- 
tococci, staphylococci)  within  twenty-four  hours, 
with  replacement  by  gram-negative  dissociants.®'' 

The  dissociative  and  degenerative  effects  of  sulfa 
on  the  hemolytic  streptococcus  are  ( 1 ) reduction 
in  hemolysis,®^  (2)  change  of  staining  character- 
istics,®® (3)  production  of  changes  such  as  pleo- 
morphism,®®-®^  (4)  degeneration,®®’ ®^  (5)  capsula- 
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tion,®2’®3  (5)  large  swollen  cocci, ®i’ ®^’ (7)  marked 
elongation  of  the  chains  of  streptococci,®*’  6’2.C3  (8) 
irregularities  in  the  contour  of  the  chain'-^  and  (9) 
transparent  gaps  in  the  chain.®* 

Prophylactically,  in  its  bacteriostatic  action, 
sulfa  probably  prevents  the  conversion  of  the 
ubiquitous  alpha  to  the  beta  streptococcus.  The 
alpha  or  viridans  streptococcus  is  found  in  all 
pharynges  after  the  first  few  days  of  life.  It  is  the 
prevailing  pharyngeal  organism  from  the  tropics  to 
Labrador.  Bacteriostatic  action  of  sulfa  on  the 
alpha  streptococcus  probably  prevents  its  con- 
version to  the  more  virulent  beta  streptococcus.  As 
compared  to  controls,  fewer  patients  taking  sul- 
fanilamide prophylactically  harbor  beta  streptoc- 
occi; also,  the  number  of  organisms  is  considerably 
reduced.®* 

Chilling  predisposes  to  colds,®®  tonsillitis,®®  scar- 
let fever  and  rheumatic  fever.  Prophylactic  doses 
of  sulfonamides  prevent  or  markedly  reduce  the 
incidence  of  these  diseases,  despite  such  chilling. 
It  is  difficult  to  explain  the  reduced  incidence  of 
disease  except  on  the  basis  of  bacteriostasis  of 
alpha  streptococci  already  present  in  the  upper  res- 
piratory tract. 

Colds  occur  almost  simultaneously  throughout 
the  country  following  chilling  weather.  I reviewed 
the  streptococcic  origin  of  most  of  these  colds.®'^  A 
virus  is  ruled  out  by  three  findings:  first,  the  virus 
is  not  present,  as  is  the  alpha  streptococcus,  in  all 
pharynges;  second,  virus  colds  give  an  immunity 
of  at  least  three  or  four  months,®®’®®  during  which 
time  many  individuals  have  several  colds;®"  third, 
in  the  “largest  controlled  experiment  in  the  history 
of  medicine,”’^®  there  was  a marked  reduction  in  its 
incidence  when  more  than  one  million  service  men 
took  sulfa  prophylactically.  Sulfonamides  are  in- 
effective against  viruses  but  not  against  strepto- 
cocci. The  cold  which  follows  chilling  is  attended  by 
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conversion  of  the  alpha  to  the  beta  streptococ- 
cus.®^- 

Mass  onset  of  upper  respiratory  infections  in 
chilling  weather  is  best  explained  as  occurring  en- 
dogenously. Exogenous  infection  can  and  does 
commonly  occur  as  noted  in  families  where  colds 
are  transmitted  from  one  member  to  another.  How- 
ever, in  large  scale  statistics,  exogenous  transmis- 
sion at  the  outset  is  ruled  out  by  the  almost  simul- 
taneous and  sudden  extensive  outbreaks  in  different 
parts  of  the  country  during  chilling  weather. 

.Acceptance  of  the  principle  of  dissociation  allows 
a satisfactory  explanation  for  the  apparently  spon- 
taneous origin  of  the  appearance  in  the  upper  res- 
piratory tract  of  the  hemolytic  streptococcus  and 
pneumococcus  following  chilling.  Even  in  isolated 
groups  the  endogenous  origin  of  colds  explains  their 
sudden  outbreak  aboard  ships,  when  sailing  from 
tropical  to  cooler  temperate  waters,  even  when  the 
ships  are  out  of  port  for  days  or  weeks.^®  In  discus- 
sions with  transport  surgeons  I repeatedly  verified 
this  finding. 

Rheumatic  Fever-.  There  is  considerable  evi- 
dence that  rheumatic  fever  is  caused  by  the  hemo- 
lytic streptococcus.  Early  in  rheumatic  fever  it  may 
be  isolated  from  the  blood  stream,  whereas  later 
cultures  from  the  same  patients  reveal  streptococ- 
cus viridans.“®  Sulfa  prophylaxis  against  rheumatic 
fever  is  thus  possible  and  is  highly  successful.'^^ 
.-Among  controls  rheumatic  fever  continues  during 
chilling  weather.  It  is  probable  that  sulfa  bacteri- 
ostatically  prevents  endogenous  conversion  of 
alpha  to  beta  streptococci. 

Rheumatoid  Arthritis-.  Many  believe  that  rheu- 
matoid arthritis  is  etiologically  related  to  rheu- 
matic fever.  One  of  the  most  illuminating  in  vivo 
and  in  vitro  reports  on  dissociation  of  the  hemo- 
lytic streptococcus  in  rheumatoid  arthritis  is  that 
by  Hadjopoulos  and  Burbank'  who  state:  “The 
evidence  outlined  would  indicate  that  chronic  rheu- 
matoid arthritis  may  well  be  the  result  of  a multiple 
mutant  infection.  The  hypothesis  is  in  line  with  the 
clinical  course  of  the  disease  which,  at  the  onset, 
may  have  all  the  earmarks  of  an  acute  infection 
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(the  streptococcic  phase)  before  lapsing  into  the 
usual  form  . . . 

“The  bacteriologic  records  of  21  cases  outlined 
support  this  hypothesis,  the  active  forms  always 
yielding  streptococci;  the  moderately  active,  mi- 
crocci,  either  alone  or  with  diphtheroid  bacilli; 
the  less  active,  diphtheroid  bacilli;  and,  finally,  the 
inactive  or  sclerotic  forms  being  culturally  sterile.” 

Cooley'^  confirmed  in  vitro  the  dissociative  as- 
pects of  streptococci  associated  with  rheumatic 
fever  and  arthritis,  five  of  six  different  strains 
showing  definite  evidence  of  spontaneous  disocia- 
tion  when  grown  on  chocolate  agar.  Straus'*  noted 
that  24  of  36  strains  of  diphtheroid  bacilli,  recov- 
ered tissues  in  chronic  infectious  arthritis,  assumed 
streptococcus  form.  Key'®  isolated  both  staphylo- 
cocci and  diphtheroids  from  fluid  and  tissues  aspi- 
rated from  arthritic  joints.  These  organisms  when 
injected  into  knee  joints  of  77  rabbits  produced 
arthritis  in  114  of  154  joints.  Klugh*®  believes  that 
diphtheroids  so  frequently  reported  in  cultures 
from  blood  and  tissues  of  arthritic  patients  are 
probably  involution  forms  of  streptococcus.  Koch 
and  Mellon  agree 

Blood  cultures  taken  from  patients  with  rheuma- 
toid arthritis  suggest  dissociation  of  the  strep- 
tococcus. Bernhardt  and  Hench*^  state  that  organ- 
isms have  ben  recovered  from  the  blood  in  26  per 
cent  of  patients;  the  organisms  found  were  diph- 
theroids, micrococci,  staphylococci,  green  strep- 
tococci, nonhemolytic  streptococci,  hemolytic 
streptococci  and  bacillus  mucosus  capsulatus.  Cecil, 
Nichols  and  Stainsby'"*  found  “attenuated  hemo- 
lytic” streptococci  in  many  blood  cultures.  Weth- 
erby  and  Clawson*^  found  nonhemolytic  strep- 
tococci of  different  types.  Such  a diversity  of 
organisms  found  in  the  blood  of  arthritics,  but 
always  of  the  same  group,  points  strongly  to  the 
streptococcus  and  its  dissociants  as  etiologic  agents, 
and,  as  Hadjopoulos  and  Burbank  point  out,  the 
particular  dissociant  is  related  to  the  virulence  of 
the  disease  process. 
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Subacute  Bacterial  Endocarditis:  One  finds  the 
alpha  streptococcus  in  the  blood  in  the  great  ma- 
jority of  cases.  This  organism  may  be  tolerated 
for  years.  However,  if  conversion  to  the  hemolytic 
streptococcus  takes  place,  such  septicemia  is  usual- 
ly fatal  in  less  than  two  weeks.  Shortly  before 
death  hemolytic  streptococci  may  be  isolated.*’’’®®’®^ 
If  the  alpha  streptococcus  should  return  and  re- 
place the  beta  streptococcus  in  the  blood  stream, 
prognosis  immediately  becomes  more  favorable.®-* 

Various  organisms  may  occasionally  be  encount- 
ered in  subacute  bacterial  endocarditis.  Jungmann®® 
found  streptococcus  hemolyticus  and  streptococcus 
viridans  and  believed  a transformation  took  place 
between  the  two.  Murray  and  Lougheed®®  cultured 
several  organisms,  hemolytic  streptococci  with 
varying  degrees  of  hemolysis,  nonhemolytic  strep- 
tococci, staphylococci  and  pneumococci,  and  they 
considered  possible  mutation  of  these  organisms. 
Mussed*®  lists  as  causative  streptococcus  viridans, 
pneumococcus,  staphylococcus  aureus  and  albus, 
and  diphtheroids,  the  same  dissociants  of  the  hemo- 
lytic streptococcus  noted  in  arthritis  by  Hadjo- 
poulos  and  Burbank. 

Osteomyelitis:  In  young  subjects  and  in  acute 
virulent  cases  osteomyelitis  is  likely  to  be  caused 
by  hemolytic  streptococci.  With  advancing  age  the 
staphylococcus  is  the  usual  agent  recovered.  In 
infants  Green  and  Shannon®*  found  osteomyelitis 
caused  by  streptococci  twice  as  frequently  as  by 
staphylococci.  Under  age  two  Key®-  found  about 
half  the  cases  caused  by  hemolytic  streptococci; 
after  age  two  about  90  per  cent  were  due  to 
staphylococcus  aureus.  Following  repeated  infection 
with  the  hemolytic  streptococcus,  infants  may  ac- 
quire some  resistance  toward  combatting  this  or- 
ganism and  convert  it  to  a less  virulent  variant, 
clinically  represented  by  a milder  infection. 

Impetigo  and  Pemphigus:  Streptococci,  usually 
of  hemolytic  type,  are  found  in  impetigo*®- ®®-®*-®5 
and  pemphigus,®®-®®  occasionally  in  pure  culture^®^ 

85.  Kastner.  A.:  Ueber  Endocarditis  Lenta.  Deutsch. 

Arch.  f.  kiin.  Med.,  126:370,  1918.  » n 

86.  Jungmann,  P. : Streptococcic  Endocarditis.  Deutsche 
med.  Wchnschr.,  47:496.  May  5,  1921. 

87.  Lehmann,  W. : Die  Bedeutung  anaerober  Strepto- 

kokken  fiir  die  Aetiologie  der  akuten  septischen  En- 
dokarditis.  Miinch.  med.  Wchn.schr.,  73:233,  1926. 

88.  Kanof,  A.  and  Kramer,  B. : Multiple  Invasion  of 
Blood  Stream.  .1.  i.,ab.  & Clin.  Med.,  27:173-180,  Nov., 
i941. 

89.  Murray,  L.  W.  and  Lougheed,  (J.  W. : Clinical  As- 
pect of  Sub-Acute  Bacterial  Endocarditis.  Canad.  M.  A.  ,T., 
11  :666,  Sept.,  1921. 

90.  Musser,  .1.  H. : Some  Considerations  of  Several  Im- 
portant Etiologic  Types  of  Heart  Disease.  New  Orleans 
M.  & S.  J.,  86:356-364,  Dec.,  1933. 

91.  Green,  W.  T.  and  Shannon,  .1.  G.:  Osteomyelitis  of 
Infants,  Disease  Different  from  Older  Children.  Arch. 
Surg.  32:462-493,  March,  1936. 

92.  Key,  .1.  A.:  liational  Treatment  of  Acute  Hemato- 
genous Osteomyelitis.  ,T.  A.  M.  A.,  1 1 1:2163-2168,  Dec.  10. 
1938. 

93.  Farley,  D.  L.  and  Knowles,  P.  C. : Impetigo  Conta- 
giosa. Arch.  Derm.  & Syiih.,  3:753,  June,  1921. 


Staphylococci  may  appear  in  bullous  lesions  which 
show  cloudiness.  Polymorphonuclear  cells,  which 
appear  in  the  fluid  in  a defense  role,  apparently 
effect  the  dissociation.®''  When  several  varieties  of 
streptococci  and  staphylococci,  recovered  from  un- 
broken bullae  of  impetigo,  were  injected,  only 
streptococci  were  recultured  from  experimental 
lesions.-*®'  ®® 

Erysipelas:  There  is  evidence  of  both  clinical 
and  bacteriologic  variation  in  erysipelas.  As  a rule, 
erysipelas  may  easily  be  diagnosed  clinically.  How- 
ever, cases  of  erysipelatous  cellulitis  may  be  seen 
which  do  not  show  fiery  redness  nor  clear  border 
delineation,  characteristic  of  typical  erysipelas.  On 
ward  rounds  such  cases  become  a bone  of  diagnos- 
tic dispute,  and  are  usually  labeled  “erysipeloid.”  A 
less  virulent  streptococcus  or  a staphylococcus 
aureus  may  produce  this  clinical  variant.  During 
convalescence  erysipeloid  cases  may  suppurate  and 
reveal  staphylococcus  aureus  in  the  purulent  con- 
tents. 

Although  it  is  generally  conceded  that  hemolytic 
streptococci  cause  erysipelas,  many  writers  consider 
staphylococci  as  the  etiologic  agent®*’- *®®-*®*- and 
this  organism  may  be  cultured  from  the  blood  of 
patients.™  Pneumococci  have  also  been  cultured 
from  the  erysipelatous  lesion.*®*-™ 

Experimentally,  erysipelas  has  been  produced, 
not  only  with  streptococci,  but  also  with  staphylo- 
cocci®® and  pneumococci.®-®-*®*-*®-’  It  is  probable  that 
erysipelas,  like  infectious  arthritis  and  impetigo, 
may  be  produced  by  streptococcic  variants  with 
corresponding  clinical  variation  in  virulence  of  the 
disease. 

DISCUSSION 

This  review  of  streptococcic  dissociation  is  not 
presented  with  finality,  but  suggests  the  trend  of 
research.  Credibility  of  the  concept  of  dissociation 
is  being  enhanced  yearly  by  repeated  confirmation. 
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It  contains  the  answer  to  problems  of  etiology^®®' 

107,  m 109, 110  prognosis.®®  For  example,  it  may 
contain  the  clue  to  the  etiology  of  many  bacterial 
diseases,  formerly  questioned  because  of  varied  bac- 
teriolog}’.  The  causative  organism  of  diseases  which 
I have  discussed  may  be  streptococcal;  any  staphy- 
lococcus or  diphtheroid  bacillus  found  may  be  an 
attenuated  dissociant,  and  need  not  raise  the  cry 
of  contamination. 

The  prognostic  import  of  a variant,  whether  cul- 
tured from  the  blood  or  from  an  exudate,”^  becomes 
significant.  In  finding,  for  example,  a viridans  strep- 
tococcus in  the  blood  of  a patient  with  septicemia 
or  subacute  bacterial  endocarditis  and  later  a 
hemolytic  streptococcus,  it  is  likely  that  such  an 
individual  has  not  long  to  live  unless  a reversion  to 
the  viridans  takes  place.  As  Kanof  and  Kramer®® 
state:  “The  mutation  from  the  virulent  to  the  non- 
virulent  form  of  an  organism  makes  the  prognosis 
more  favorable,  whereas  the  reverse  usually  spells 
a fatal  outcome.” 

CONCLUSIONS 

1.  Eight  dissociants  of  the  hemolytic  strepto- 
coccus are  listed. 

2.  The  many  factors  responsible  for  dissociation 
are  given. 

3.  Dissociation  of  the  ubiquitous  alpha  strepto- 
coccus to  the  virulent  beta  streptococcus,  usually  in 
chilling  weather,  may  explain  the  onset  of  such  dis- 
eases as  the  common  cold  (most  cases),  tonsillitis 
and  rheumatic  fever.  Acute  exacerbations  of  arthri- 
tis and  subacute  bacterial  endocarditis  may  be  ac- 
companied by  the  same  change. 

4.  Prophylactically,  sulfa  drugs,  by  their  bacte- 
riostatic action,  prevent  this  conversion  and  thereby 
prevent  these  diseases.  Therapeutically,  the  reverse 
change  is  noted;  sulfa  and  penicillin  reduce  the  beta 
streptococcus  to  less  virulent  dissociants. 

5.  The  defense  mechanism  of  man  may  convert 
beta  streptococci  to  staphylococci  in  impetigo, 
pemphigus  and  erysipelas. 

Note:  In  the  October  issue  this  subject  will  be  continued 
in  a paper  entitled,  “Streptococcic  Dissociation  in  Otitis 
and  Mastoiditis,”  by  this  author. 
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TISSUE  REACTIONS  TO  VITALLIUM  AND 
ACRYLIC  IMPLANTS* 

Charles  M.  Mackenzie,  M.D. 

SPOKANE,  WASH. 

Daun  H.  Sharpless,  D.D.S. 

EVERETT,  WASH. 

Phillip  Millard,  D.V.M. 

EVERETT,  WASH. 

The  observation  that  tissue  showed  no  evidence 
of  irritation  and  apparently  healed  as  readily 
around  temporary  acrylic  (methyl  methacrylate) 
implants,  used  to  preserve  spaces  dissected  for  per- 
manent vitallium  restoration,  prompted  this  inves- 
tigation. The  purpose  of  this  communication  is  to 
present  the  results  of  a histologic  study,  to  appraise 
the  relative  tissue  tolerance  of  the§e  two  materials 
as  a foundation  upon  which  future  inquiries  could 
be  made  into  their  prosthetic  possibilities  to  replace 
lost  mesodermal  structures,  bone  and  cartilage,  par- 
ticularly in  restoration  of  facial  and  cranial  contour. 

During  the  past  century  medical  literature  has 
recorded  many  reports  of  various  alloplastic  mate- 
rials used  in  reconstructive  surgery.  Among  these 
we  find  silver,  steel,  bronze,  ivory,  platinum,  par- 
affin and  celluloid.  All  of  these  have  been  progres- 
sively eliminated  save  celluloid,  as  proof  of  their 
incompatibility  with  the  body  tissues  and  fluids 
became  established. 

The  tendency  among  contemporary  surgeons  has 
been  to  use  organic  materials,  bone  and  cartilage 
principally,  dermis,  fascia,  muscle  and  fat  as  ad- 
juncts almost  to  the  exclusion  of  alloplastic  sub- 
stances. Eollowing  the  introduction  of  vitallium, 
however,  and  the  notable  contributions  of  Venable 
et  al.^  showing  the  absence  of  electrochemical  activ- 
ity and  the  compatibility  of  this  alloy  with  the  body 
tissues  and  fluids,  there  has  been  a revival  of  the 
use  of  inorganic  compounds  in  the  field  of  recon- 
structive surgery.  The  names  of  Smith-Peterson,'^ 
Geib,®,  Beck,^  Peyton  and  Hall’  were  among  the 
first  to  espouse  the  cause  of  vitallium  in  this  field. 

Tantalum,®  an  element  seventy-third  in  the  peri- 
odic scale,  now  widely  used  in  cranioplasty,  while 
possessing  many  desirable  qualities,  is  hardly  suit- 

♦ This  investigation  was  made  possible  by  a grant  from 
the  Northwest  Maxillofacial  Surgical  Foundation. 
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able  for  facial  restorations  because  of  its  extreme 
weight,  having  atomic  weight  about  three  times  that 
of  iron  and  by  reason  of  its  malleability  and  color. 

Ticonium,  like  vitallium,  is  a cobalt  chromium 
alloy  out,  differing  principally  by  its  nickel  and 
beryllium  content,  has  been  shown  by  Campbell^ 
to  be  noncytotoxic  either  in  vitro  or  in  vivo.  Our 
study  of  this  alloy  has  not  been  extensive  enough 
to  warrant  an  opinion  relative  to  its  value  in  this 
field.  The  various  stainless  steels  used  in  orthopedic 
surgery,  and  not  considered  suitable  for  our  work, 
complete  the  list  of  metals  generally  used  at  present. 

Xey*  reported  favorably  on  three  hundred  cases 
of  cranioplasty,  in  which  celluloid  was  used  with 
only  five  failures,  four  of  which  were  later  repaired 
with  the  same  •material.  Grant  and  Norcross,®  in 
discussing  the  disadvantages  of  celluloid,  point  out 
that,  owing  to  its  nonrigidity,  it  may  become  soft 
and  ineffective.  It  was,  however,  the  intense  pro- 
gressive type  of  connective  tissue  response  to  cellu- 
loid, demonstrated  in  experimental  animals  by  Pen- 
field,^®  that  caused  us  to  rule  out  this  material.  A 
careful  study  of  the  facts  recorded  in  this  brief 
resume  served  as  a guide  in  the  selection  of  vital- 
lium and  acrylic  in  this  investigation. 

While  this  study  is  by  no  means  complete  and,  as 
pointed  out  by  Larsell,’^'  is  open  to  criticism  as  each 
stage  was  examined  in  but  a single  animal,  never- 
theless, we  feel  the  results  are  significant,  and  only 
by  such  a study  can  one  scientifically  determine  the 
material  best  suited  for  endoprosthetic  restorations, 
designed  to  restore  facial  and  cranial  contour. 

To  investigate  this  problem,  a series  of  implants 
was  done  on  dogs.  Dogs,  approximately  the  same 
age  and  size,  were  chosen  and  the  occipital  and 
gluteal  regions  were  selected  as  sites  of  implanta- 
tions, the  former  because  it  was  least  likely  to  be 
disturbed  by  the  animal,  the  latter  because  it  would 
show  the  effect  of  motility  on  the  tissues  surround- 
ing the  implants.  The  duration  of  the  implants 
ranged  from  seven  days  to  one  year,  giving  a fairly 
complete  histologic  picture  without  breaking  the 
continuity  of  cellular  change. 

Six  healthy  dogs,  average  age  three  years,  average 
weight  forty-five  pounds,  were  fed  a well  balanced 
diet.  Intravenous  nembutal  was  the  anesthetic  used 
and  routine  surgical  precautions  were  observed.  The 
field  of  operation  was  clipped,  scrubbed  with  green 
soap,  shaved  and  painted  with  iodine.  Implantations 

7.  Campbell,  El.  et  al. : Studies  on  Use  of  Metals  in 

Surgery ; Comparative  Determinations  of  Cytotoxicity  of 
Certain  Metals  in  Fibroblast  Culture.  Ann.  Surg.,  114: 
479,  Sept.,  1941.  . ^ „ 

8.  Ney,  K.  W. : Repair  of  Cranial  Defects  with  Cellu- 
loid, Am.  J.  Surg.,  44:394-399,  May,  1939. 

9.  Grant,  F.  C.  and  Norcross,  N.  C. : Repair  of  Cranial 
Defects  by  Cranioplasty.  Ann.  Surg.,  110:488-512,  Oct., 
1939. 

10.  Penfield,  W.  G. : Personal  Communication  to  R.  H. 
Pudeii2,  6 supra. 

11.  Larsell,  O. : Personal  Communication  to  author. 


were  placed  approximately  one  centimeter  deep  in 
the  scatularis  and  gluteal  muscles  respectively. 

Acrylic  implants  were  kept  in  a cold  sterilization 
solution  for  a period  of  eight  weeks  to  reach  satura- 
tion point,  dried  with  sterile  gauze,  weighed  and 
washed  in  alcohol  before  implanting.  On  removal, 
they  were  again  dried,  weighed  and  the  weight  was 
found  constant.  All  metal  implants  were  autoclaved 
before  insertion. 

Postoperatively  the  animals  were  given  excellent 
care  and  kept  under  close  observation.  All  incisions 
healed  normally,  save  one  ticonium  implant  which 
was  swollen  and  contained  fluid  that  was  finally 
absorbed.  The  same  anesthetic  and  aseptic  technic 
were  employed  on  removal  of  implants.  A block  of 
tissue  containing  the  implant  was  dissected  out  and 
fixed  in  formal  Zenker  solution.  Serial  sections  of 
portions  of  each  block,  prepared  by  paraffin  method, 
were  stained  with  hematoxlin  and  eosin. 

Photomicrographs  were  prepared  at  the  Univer- 
sity of  Oregon  Medical  School  and  the  slides  were 
interpreted  by  Dr.  O.  Larsell. 

This  investigation  was  made  possible  by  a grant 
from  Northwest  Maxillofacial  Surgical  Foundation. 

PHOTOMICROGRAPHS  WITH  DESCRIPTION’S 
OF  EXPERIMENTS 

.All  implants  in  occipital  and  gluteal  areas  were  placed 
approximately  1 cm.  deep  in  the  scapularis  and  gluteal 
muscles,  respectively. 

Gluteal  .Area 


Fig  1.  Experiment  1.  A'itallium  Implant,  7 days.  Sections 
show  a marked  infiltration  of  cells  toward  the  surface  next 
to  the  implants,  with  numerous  young  fibroblasts  but  few 
fibers,  and  these  in  early  stages.  There  are  numerous  disin- 
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tegrating  nuclei  with  swollen  lobules.  Striated  muscle  fibers 
in  the  area  of  inflammation  are  small  and  show  early  de- 
generative changes.  There  is  marked  infiltration  of  cells  at 
the  surface  and  for  some  depth  into  the  muscle.  Cells  of 
many  types,  leukocytes,  lymphocytes,  histiocytes  and  some 
plasma  cells  are  present.  Young  fibroblasts  are  arranged 
parallel  to  the  surface  but  are  scattered.  There  is  some 
vascularization  but  the  vessels  are  small. 


Fig.  3.  Experiment  3.  Vitallium  Implant,  30  days.  There 
is  a well  formed  membrane  of  fibrous  tissue  surrounding 
the  disc.  It  contains  numerous  fibroblasts  but  no  cells  in- 
dicating an  inflammatory'  process.  The  muscle  fibers  ad- 
jacent to  the  membrane  are  frequently  small  and  show 
degenerative  changes.  There  is  a considerable  infiltration  of 
lymphocytes  around  them. 


Fig.  2.  Experiment  2.  Vitallium  Implant,  14  days.  There 
is  a well  defined  fibrous  membrane  surrounding  the  disc, 
numerous  fibroblasts  throughout,  with  some  plasma  cells 
in  the  inner  part  of  the  membrane,  i.e.,  away  from  the 
disc  surface.  Loose  connective  tissue  is  abundant  between 
the  membrane  and  the  surrounding  muscle.  No  inflamma- 
tion. Muscle  fibers  adjacent  to  membrane  are  small,  with 
some  degeneration. 


Fig.  -U),  high  power. 

Figs.  4a  and  4b.  Experiment  4.  Vitallium  Implant,  6 
months.  A dense  sheath  of  white  fibrous  connective  tissue 
surrounds  the  cavity  made  by  removal  of  the  implants. 
This  must  have  been  formed  subsequent  to  insertion  of  the 
metal.  The  surrounding  tissue,  composed  of  muscle  and 
looser  connective  tissue,  appears  perfectly  normal. 

The  sheath  surrounding  the  cavity  shows  fibroblasts  and 


Fig.  4a,  low  power. 
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white  fibrous  connective  tissue.  There  are  no  round  cells 
nor  other  indications  of  inflammation.  .4  short  distance 
beneath  the  surface,  rows  of  elongated  pigmented  cells 
occur.  These  have  the  appearance  of  histiocytes  which 
have  phagocytized  pigment.  With  the  thought  that  the 
granules  might  represent  minute  particles  of  metal  re- 
moved from  the  implant,  a spectroscopic  analysis  of  about 
2 ccm.  of  the  tissue  was  made  by  Dr.  Joseph  Beeman.  The 
results  were  negative  for  chromium,  molybdenum  and 
cobalt. 

Immediately  beneath  the  surface  is  found  a row  of 


Fig.  5a,  low  power. 


% 


Fig.  5b,  high  power. 


polyhedral  cells  with  large  nuclei,  which  suggest  osteo- 
blasts. External  to  this  layer  occurs  a hyaloid  membrane 
staining  more  deeply  than  the  fibroblasts,  apparently 
formed  by  the  polyhedral  cells  mentioned.  This  membrane 
was  in  direct  contact  with  the  metal  disc  and  was  appar- 
ently formed  as  a result  of  the  reaction  of  the  cells  to  the 
metal. 

Figs.  5a  and  5b.  Experiment  5.  Vitallium  Implant,  12 
months.  The  implant  cavity  is  surrounded  by  a dense 
fibrous  membrane,  with  numerous  fibroblasts  and  some 
histiocytes.  External  to  this  membrane  are  numerous  fibro- 
blasts and  some  histiocytes.  External  to  this  membrane  are 
numerous  areas  of  round  cell  infiltration  with  histiocytes 
and  some  plasma  cells.  .\t  one  end  of  the  cavity,  bone  with 
degenerative  changes  is  found.  Whether  this  is  a remnant  of 
bone  in  the  operative  area  or  the  result  of  tissue  changes 
postof>eratively  can  not  be  determined.  Considerable  blood 
pigment  was  found  at  some  distance  from  the  implant 
cavity. 

,\  hyaloid  membrane,  thinner  than  in  the  6 months  im- 
plant and  without  the  numerous  cells  of  the  latter,  formed 
the  immediate  boundary  of  the  cavity. 

The  inflammatory  zone  is  so  far  from  the  implant  cavity 
that  it  is  doubtful  if  it  can  represent  a reaction  to  the 
metal.  \ spectroscopic  test  of  a block  of  this  material  by 
Dr.  Joseph  A.  Beeman  gave  negative  results  for  chromium, 
cobalt  and  molybdenum. 


Fig.  6.  Experiment  6.  Ticonium  Implant.  3 months. 
Fibrous  tissue  had  grown  over  the  margin  of  the  disc  as 
a thin  sheet,  so  it  had  to  be  dissected  away.  Sections  show 
a white  fibrous  connective  tissue  sheath  formed  against  the 
surface  of  the  implant.  In  most  of  this  sheath  only  fibro- 
blasts and  fibers  are  present,  but  there  are  patches  of 
lymphocytes,  histiocytes  and  some  plasma  cells  extending 
to  the  surface.  .Also  there  are  rather  wide  clefts  in  the 
deeper  part  of  the  sheath,  i.e.,  away  from  the  surface,  in 
which  the  above  type  of  cells,  plasma  cells  especially,  form 
elongated  masses  with  dense  fibrous  tissue  on  both  sides. 
Blood  vessels  are  numerous  in  the  deeper  part  of  the 
sheath  and  are  usually  surrounded  by  cells.  The  clefts  are 
possibly  due  to  tearing,  secondary  to  laying  down  of  the 
sheath,  and  the  masses  of  cells  in  the  clefts  may  represent 
secondary  inflammation. 
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Fig.  7.  E.xp?rim3nt  7.  Ticonium,  6 months.  The  ticonium 
disc  was  implanted  in  fascia  about  3 mm.  below  the  sur- 
face of  the  skin.  In  the  fixed  tissue  block  which  had  been 
trimmed  down,  there  was  a fibrous  membrane  about  1.5 
mm.  thick  covered  on  both  sides  with  other  tissue  about 
the  disc.  The  disc  had  a hole  about  1 mm.  in  diameter  at 
one  side,  through  which  fibers  had  grown  so  that  in  re- 
moving the  disc  preparatory  to  making  sections,  the  mem- 
brane was  torn  at  this  point. 

Sections  show  a dense  sheath  of  fibrous  tissue,  with 
fibroblasts  only  at  the  margin  of  the  implant,  but  at  the 
sides  of  the  implant  only  the  outer  half  of  the  sheath 
forms  a dense  fibroblastic  mass.  The  inner  half  toward  the 
implant  is  very  cellular,  with  plasma  cells  and  histiocytes 
predominating.  Young  fibroblasts  and  early  fibers  are  nu- 
merous but  not  compacted  into  a dense  mass  as  in  the 
external  portion.  Elongated  masses  of  cells  occur  in  clefts 
of  the  inner  point  of  the  dense  fibrous  tissue.  Leukocytes 
are  numerous  at  the  surface  next  to  the  implant. 


Occipital  .Area 


Fig.  8.  Experiment  8.  .Acrylic  Implant,  7 days.  Sections 
show  beginning  of  membrane  formation  next  to  the  disc 
surface.  There  are  numerous  young  fibroblasts  and  young 
collagenous  fibers.  Near  the  disc  surface  some  plasma  cells 
are  present  but  there  is  no  indication  of  acute  inflamma- 
tory reaction.  Deeper  there  are  collections  of  cells  at  various 
points.  At  one  point  marked  inflammation  is  apparent  with 
numerous  leukocytes.  There  is  marked  muscle  fiber  degen- 
eration, especially  near  the  edges  of  the  disc. 


Fig.  9.  Experiment  9.  .Acrylic  Implant,  14  days.  Next  to 
the  disc  surface  a membrane  is  being  formed,  composed  of 
loose  young  fibrous  tissue.  Young  fibroblasts  are  numerous. 
The  fibers  lie  parallel  with  the  surface  but  are  not  com- 
pactly arranged.  There  is  some  infiltration  of  lymphocytes 
and  plasma  cells  in  the  inner  part  of  the  membrane,  i.e., 
away  from  the  disc  surface. 
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Fig.  10.  Experiment  10.  Acrylic  Implant,  30  days.  Sec- 
tions show  a dense  fibrous  sheath,  thick  at  the  sides  of  the 
disc  and  thin  at  the  disc  margin.  Only  fibroblasts  are  pres- 
ent in  the  sheath  and  the  fibers  are  large  and  closely 
arranged.  Thee  is  no  indication  of  inflammatory  process. 
.At  the  disc  surface  the  cells  have  larger  nuclei,  some  of 
ovoid  shape.  Others  are  elongated  but  only  to  the  extent 
of  the  definitive  fibroblasts  in  the  interior  of  the  sheath. 
These  surface  cells  are  apparently  young  fibroblasts. 


Fig.  12.  Experiment  12.  Acrylic  Implant,  6 months.  There 
is  a dense  fibrous  sheath  around  the  implant  with  no  infil- 


tration of  cells.  Blood  vessels  are  numerous  in  the  deep 
part  of  the  sheath,  with  many  pigmented  cells  around  them. 


Fig.  11.  Experiment  11.  Acrylic  Implant,  3 months.  The 
implant  cavity  is  surrounded  by  a very  dense  sheath  of 
white  fibrous  tissue,  the  only  cells  present  being  fibroblasts. 
There  is  no  hyaloid  surface  membrane,  but  loose  fine 
fibrous  tissue,  apparently  resulting  from  tearing  when  the 
disc  was  removed,  is  present  on  the  surface.  No  signs  of 
tissue  reaction  or  inflammation  are  present  beneath  the 
membrane. 

COMMENTS  ON  ORGANIC  MATERIAL  EMPLOYED 

Comparing  the  stages  of  the  vitallium  and  acrylic  tissues, 
the  photomicrographs  of  the  7 days  stage  of  membrane 
formation  show  that  it  is  further  advanced  in  the  vitallium 
tissue  which  has  a compact  membrane  of  young  fibroblasts, 
in  contrast  to  the  loose  and  thinner  membrane  of  the 
acrylic  tissue. 

The  14  days  vitallium  tissue  has  a still  more  compact  and 
firm  membrane  than  the  corresponding  stage  of  the  acrylic 
tissue.  In  the  latter  most  of  the  fibroblasts  are  still  young 
appearing,  and  the  fibers  a.'^e  short  and  loosely  arranged,  as 
a rule,  with  a few  bands  of  more  compact  and  older  fibers 
making  their  appearance. 

The  30  days  vitallium  tissue  shows  less  contrast  with  the 
corresponding  acrylic  tissue.  Both  have  thick,  compact 
fibrous  membranes.  The  surface  of  the  vitallium  tissue  has 
numerous  young  fibroblasts,  with  here  and  there  suggestions 
of  a hyaloid  membrane. 

The  6 months  vitallium  tissue  has  a more  compact  fibrous 
membrane  than  the  corresponding  stage  of  acrylic  tissue.  A 
definite  hyaloid  membrane  is  present  at  this  stage  in  the 
vitallium  material,  with  osteoblastlike  cells  beneath  it.  No 
such  membrane  occurs  in  the  acrylic  material. 

The  12  months  vitallium  material  shows  a thick,  dense, 
fibrous  membrane  which  appears  quite  free  of  inflammation 
or  signs  of  further  change,  save  where  it  attaches  to  the 
deep  loose  connective  tissue  surrounding  it.  Here  a number 
of  infiltrated  areas  occur,  indicating  inflammation.  These 
may  be  due  to  scratching  or  rubbing  by  the  dog,  with  re- 
sulting secondary  lesions  to  the  looser  tissue  surrounding 
the  firm  implant  and  connective  tissue  sheath  formed 
around  it. 

The  3 months  and  6 months  ticonium  implant  tissues 
show  much  more  inflammation  and  less  compact  sheath 
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formation  than  the  corresponding  stages  of  the  vitallium 
and  scrylic  tissues. 

CONCLUSIONS 

Results  of  a study  are  presented  to  determine  the 
inorganic  materials  best  suited  for  construction  of 
facial  and  cranial  restorations  to  replace  lost  meso- 
dermostructures,  i.  e.,  bone  and  cartilage. 

The  tissue  response  from  implantations  of  vital- 
lium and  acrylic  (methyl  methacrylate)  in  dogs 
shows  minimum  reactions.  Ticonium  shows  a lesser 
degree  of  compatability  with  the  body  tissues  and 
fluids  and  consequently  more  extensive  changes. 

Limited  clinical  application  of  vitallium  and 
acrylic  lucitone  in  this  field  of  reconstructive  sur- 
gery support  these  results  and  the  belief  that  these 
materials  are  worthy  of  a place  in  the  armamenta- 
rium of  the  reconstructive  surgeon. 

In  another  communication  the  clinical  application 
to  vitallium  and  acrylic  endoprosthetic  restorations 
will  be  shown  and  described. 


WAR  ENDS  WITH  M.\N"Y  PROBLEMS  STILL 
FACING  AMERIC.\N  MEDICINE 

“War’s  end  finds  many,  many  questions  of  vital  interest 
to  .American  medicine  as  yet  unsettled,”  says  the  .\ugust 
25  issue  of  The  Journal  of  the  American  Medical  Associa- 
tion. The  Journal’s  editorial  follows: 

“Suddenly  the  war  ended.  Men  and  women  were  mostly 
jubilant ; some  sorrowful ; some  even  apathetic,  with  a 
feeling  of  exhaustion.  The  control  over  gasoline  was  re- 
moved ; almost  immediately  roads  were  overwhelmed  with 
traffic,  .\long  the  curbs  stood  motor  cars  with  tires  that 
burst  or  springs  that  cracked  or  engines  that  stuck — re- 
minders that  motoring  will  have  to  await  a return  to  nor- 
malcy. So  also  with  human  beings — the  stresses  and  strains 
of  the  war  reveal  themselves  in  a variety  of  inadequacies — 
combat  neurosis  was  not  limited  to  the  military  services. 

“The  end  of  the  war  in  Europe  brought  to  the  head- 
quarters of  the  .American  Medical  .Association  a veritable 
deluge  of  letters  from  medical  officers  urging  that  steps 
be  taken  at  once  to  insure  their  instant  separation  from  the 
service.  Occasionally  a wife  wrote  saying,  ‘A’ou  got  my 
husband  into  this;  now  you  get  him  out!’”  . . . 

“The  wounded  are  still  coming  home.  For  maximum 
recovery  the  armed  forces  carry  the  wounded  to  centers 
where  they  receive  the  attention  of  specialists.  The  .Army 
Medical  Department  has  already  indicated  that  replace- 
ments for  what  the  .Army  calls  ‘scarce  specialists’  are  not 
available. 

“War’s  end  finds  many,  many  questions  of  vital  interest 
to  .American  medicine  as  yet  unsettled.  The  supply  of  medi- 
cal and  premedical  students;  the  disposal  oi  .Army  and 
Navy  surplus  medical  supplies;  a propermrfnization  and 
system  for  medical  services  to  veteransTrne  maintenance 
of  intensified,  coordinated  research ; the  redistribution  and 
relocation  of  returning  medical  officers ;_  the  provision  of 
adequate  numbers  of  residencies  in  the  specialties;  the  de- 
velopment of  medical  care  in  the  areas  of  occupation ; the 
reestablishment  of  interchange  of  medical  information 
throughout  the  world— these  are  but  a few  of  the  many 
problems  that  demand  prompt  consideration,  careful  plan- 
ning, possible  solution. 

“Much  proposed  legislation  affecting  medical  care  in 
postwar  .America  is  already  before  the  Congress.  New  meas- 
ures tremble  in  the  minds  of  Senators  and  Congressmen 
and  in  the  thouahts  of  personnel  in  governmental  agencies 
who  seek  new  fields  to  conquer.  The  Office  of  Defense 
Transportation  relaxed  to  the  extent  of  permitting  groups 
of  ISO  individuals  to  attend  conventions.  Such  relaxation 
does  not,  however,  permit  the  assembling  of  the  House  of 
Delegates  of  the  .American  Medical  .Association.” 


PLUMBISM 
T.  E.  P.  Gocher,  M.D. 

SAN  FRANCISCO,  CALIF. 

Plumbism  is  found  in  many  exposures  but  lead  in 
some  form  must  be  present  and  absorbed.  Individ- 
ual susceptibility  varies  considerably.  It  may  de- 
velop just  as  easily  at  home  as  on  the  job.  It 
may  occur  in  a few  hours,  take  years  or  never  ap- 
pear, depending  upon  the  type  of  exposure  and  the 
percentage  of  lead  present.  Protective  methods  used 
play  a big  factor,  also  the  degree  of  exposure. 
Poisoning  may  take  various  forms  and  it  should 
be  remembered  that  the  fact  the  employee  works 
in  lead  exposure  does  not  mean  that  plumbism 
is  the  only  disease  he  can  get. 

The  following  are  factors  in  plumbism  that 
should  be  remembered.  Often  the  first  early  signs 
are  vague  and  may  be  unrecognized.  They  are  dis- 
taste for  food  at  breakfast,  disturbed  sleep,  general 
malaise,  constipation,  rise  in  reticulocytes,  appear- 
ance of  fine  stipples. 

The  coarse  stipple  cell  type  may  or  mav  not  .show 
symptoms.  There  may  be  no  stipple  red  cells,  but 
increased  reticulocytes  are  found.  Wrist  drop  may 
be  the  first  symptom  complained  of. 

The  general  symptoms  may  be  insomnia,  rest- 
lessness, loss  of  weight,  constipation,  pallor,  diar- 
rhea at  times,  abdominal  cramps,  headaches,  loss 
of  appetite,  dizziness,  emesis,  nervousness,  pain  in 
the  extremities,  especially  in  the  joints,  precardial 
pain,  lumbar  back  pain,  fatigue,  neuralgic  pain, 
weakness,  optic  neuritis  (subacute),  slowly  devel- 
oping palsy,  wrist  drop,  lead  line  in  gums  (which 
in  itself  means  absorption  only),  anemia. 

A diagnosis  should  be  made  between  primary,  or 
plumbism  alone,  and  secondary  or  plumbism 
brought  on  by  some  outside  disease  or  condition, 
such  as  influenza  or  a toxic  cold.  Prognosis  is  not 
so  good  in  primary  plumbism  as  in  secondary  type. 
Best  protection  can  be  given  for  primary  cases. 
Plumbism  usually  shows;  (1)  Marked  increase  of 
stipple  red  cells,  but  it  may  be  only  slight.  There 
may  be  a marked  increase  in  the  stipples,  but  no 
signs  of  plumbism  or  a slight  increase  in  stipple 
red  cells  with  marked  symptoms.  (2)  Higher  per- 
centage of  coarse  stipple  red  cells  and  more 
toxic.  (3)  Red  cells  usually  vary  in  size,  shape  and 
staining.  (4)  May  be  high  degree  of  polychromato- 
philia.  (5)  May  be  nucleated  red  cells  and  “liver 
cells.”  (6)  In  acute  cases,  moderate  leukocytosis, 
which  in  one  case  increased  to  88  per  cent.  (7) 
Increase  in  lead  found  in  the  urine  or  blood  over 
the  normal. 
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In  diagnosis  one  should  consider  all  factors,  in- 
cluding industrial  history,  symptoms,  laboratory 
findings,  time  work  and  exposure,  physical  makeup 
of  employee,  plant  and  personal  hygiene. 

Diagnosis  should  not  be  made  by  laboratory  find- 
ings alone.  Safety  appliances  used  should  be  con- 
sidered. 

What  is  a contact?  This  is  important.  In  sev- 
eral cases  at  a plant  it  was  found  that  plumbism 
developed  after  drinking  wine  from  a leaded  vat 
which  the  men  had  at  home.  Also,  handling  lead 
type  in  a drawer  before  setting  and  chewing  heav- 
ily of  tobacco  caused  lead  poisoning.  Use  of  lead 
paint  at  home  may  also  be  the  cause. 

There  may  be  severe  plumbism  with  normal  or 
higher  than  normal  hemoglobin  and  the  red  cell 
count  may  also  be  normal  or  higher  than  normal. 
Plumbism  may  cause  a ( 1 ) nerve  type  of  poisoning. 
Here  the  hemoglobin  and  red  cells  may  be  normal 
(or  higher  than  normal)  and  the  stipple  red  cells 
only  slightly  or  moderately  increased.  In  one  case, 
the  stipples  were  only  2.8  per  2000  red  cells.  (2) 
The  liver  type,  which  has  a low  hemoglobin  and/or 
red  cell  count.  Stipples  in  this  type  are  usually 
high  or  moderately  high.  There  may  be  nucleated 
red  and  “liver  cells”  and  irregular  red  cells  in 
staining.  (3)  There  may  be  a combined  type  of  the 
two  mentioned  above. 

Time  of  developing  symptoms  of  poisoning  varies. 
They  are  usually  as  follows:  (1)  In  ingestion 
two  weeks  is  considered  the  minimum  time.  (2)  In 
absorption  through  the  skin,  it  was  found  that  one 
case  developed  within  two  months  of  starting  work 
and  had  the  typical  lead  poisoning  case  from  tetra- 
ethyl gasoline.  (3)  In  inhalation  one  finds  that 
symptoms  may  occur  in  three  or  four  hours  and 
severe  poisoning  in  a half  day’s  exposure,  espe- 
cially if  it  is  warm,  as  from  flame  cutting  metal 
with  lead  on  it  or  from  metalizing. 

Lead  may  affect  the  nervous  system,  gastrointes- 
tinal tract  or  joints.  Particles  of  lead  have  been  seen 
in  the  bronchi  or  have  possibly  affected  the  res- 
piratory tract.  It  may  affect  the  brain  and  the 
spinal  cord  individually.  It  may  cause  various  pal- 
sies, especially  of  the  wrists. 

Secondary  lead  poisoning  has  been  found  after 
influenza  or  toxic  colds  most  often;  appendicitis; 
removal  of  teeth,  even  as  low  as  five;  gastrointes- 
tinal diseases  and  ulcers;  colitis;  cholecystitis  and 
liver  disease;  acute  bronchitis;  severe  fractures,  as 
of  the  spine. 

Differential  diagnosis  should  be  made  between 
chronic  alcoholism,  arsenic  and  antimony,  nerve 


diseases  of  the  brain,  especially  the  spinal  cord, 
such  as  multiple  sclerosis,  appendicitis  and  colitis, 
gallbladder  and  liver  disease,  influenza,  especially 
abdominal,  malaria,  gastrointestinal  upsets,  en- 
cephalitis. 

Stipple  red  cells  are  not  100  per  cent  positive 
for  diagnosis  of  plumbism  because  they  may  be  de- 
layed as  much  as  three  to  four  weeks  or  not  show 
up  at  all,  disappear  before  the  case  is  cured,  return 
after  discharged  cured,  increase  during  treatment, 
be  greatly  prolonged  before  they  drop,  a high  count 
may  remain,  may  occur  in  twenty-five  different  con- 
ditions or  diseases,  have  a normal  stipple  count  and 
a high  lead  excretion  in  the  urine. 

Many  still  believe  that  the  fact  a man  works  in 
lead  exposure  must  mean  that  the  only  disease  he 
can  get  is  plumbism  (I  have  found  a case  of  preg- 
nancy called  lead  poisoning) . Acute  toxic  conditions 
may  cause  sudden  rise  in  the  stipple  cell  count,  but 
as  these  diseases  heal,  the  stipple  cell  count  drops 
or  returns  to  normal  average.  This  does  not  mean 
that  plumbism  is  present. 

It  is  considered  that  the  coarse  type  of  stipples 
shows  toxicity  and  the  fine  type  absorption  only. 
Stipple  cells  should  be  counted  to  a specific  number, 
such  as  2000  red  cells.  It  has  been  found  the  aver- 
age count  in  157  cases  of  plumbism  was  25.8  stip- 
ple cells  in  2000  reds.  In  86  more  severe  cases,  the 
stipples  were  41.4  in  2000  reds,  and  the  reticulocyte 
average  65,000  per  cubic  millimeter  in  these  cases. 
Stippled  red  cells  have  been  found  as  high  as  1,000 
in  2,000  red  cells. 

In  the  blood  smear  it  is  found  that  the  larger 
mononuclear  cells  are  usually  6 per  cent  or  more 
in  primary  plumbism,  but  5 per  cent  or  less  in 
secondary. 

In  a battery  manufacturing  plant,  which  aver- 
ages about  180  employees  a month,  it  was  found 
that  the  average  stipple  count  in  2000  red  cells 
for  one  year  was: 

Slight  Absorb  Abnormal 
j.  No  Absorption  Exposure  Exposure 

Stipple  0 in  Stipple  1-2  in  Stipples  2-plus 
2000  reds  2000  reds  in  2000  reds 


1943  1944  1943  1944  1943  1944 

Per  cent  Per  cent  Per  cent  Per  cent  Per  cent  Per  cent 
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Women  
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32.6 

30.3 

6.5 

4.8 

Men  

..44.4 

61.1 

46.1 

29.2 

9.3 

3.6 

Before 

this 

work 

was 

done  the 

women 

had 

worked  three  months  and  the  highest  exposure  was 
in  the  group  burning  department..  The  men  had 
worked  longer.  The  oxide  pasting  departments  and 
the  group  burning  were  their  highest  exposures. 

Absorption  is  not  the  same  as  intoxication  or 
poisoning.  It  means  that  lead  is  present  in  the  body 
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but  may  or  may  not  be  causing  symptoms.  Absorp- 
tion is  present  some  time  before  illness  or  intoxica- 
tion develops.  In  plumbism  the  employees  need  to  be 
ill  and  an  expert  is  often  needed  for  the  correct 
diagnosis.  Absorption  in  the  gastrointestinal  tract 
is  slow  and  may  take  weeks  but  it  is  rapid  by  in- 
halation, especially  if  the  lead  is  being  burned  off 
a metal  object.  It  is  most  rapid  and  severe  through 
inhalation.  Five  life  pension  lead  poisoning  cases 
developed  in  one  day’s  exposure  to  lead  fumes  in 
cutting  iron  with  old  red  lead  paint  on  it. 

Lead  in  the  air  over  a lead  pot,  even  at  500°  F., 
is  excessive  as  compared  with  the  surrounding 
room,  especially  when  agitation  is  present  in  the 
pot.  In  one  instance  it  was  found  that  lead  in  the 
room  with  the  pots  present  was  1.4  mg.  per  cubic 
meter.  Lead  in  the  air  over  the  pot  in  a tempera- 
ture of  500°  F.  was  3.2  mg.  When  agitated,  the  lead 
slightly  rose,  to  about  5 mg.  but  on  pouring  it  rose 
to  9.2  mg.  per  cubic  meter. 

There  is  often  increased  stipple  cells  present  in 
workers  who  work  around  pots  or  molten  lead.  The 
suggested  maximum  permissible  concentration  of 
lead  in  the  air  is  0.15  mg.  per  cubic  meter.  Inhala- 
tion is  the  most  dangerous  method  of  absorbing  lead 
and  symptoms  may  occur  very  fast,  in  fact,  in  a 
matter  of  hours  only. 

There  may  be  symptoms  that  point  to  the  diag- 
nosis of  plumbism,  but  with  no  lead  in  the  urine. 
This  is  usually  in  chronic  cases.  There  may  be  no 
stipples  or  they  may  be  delayed  cis  long  as  four 
weeks  in  plumbism.  There  seems  to  be  an  increase 
in  gastric  and  duodenal  ulcers  among  those  work- 
ing in  heavy  lead  exposures.  There  is  no  evidence 
of  increase  above  the  normal  in  arteriosclerosis  in 
those  exposed  to  lead.  At  a battery  plant,  averag- 
ing 180  men  a month,  all  were  examined  for  tuber- 
culosis. All  were  reported  negative.  Some  of  the  men 
had  worked  sixteen  to  eighteen  years  at  the  plant. 
In  this  case  there  was  no  evidence  of  increase  or 
susceptibility  to  tuberculosis  in  lead  exposure. 

A very  important  factor  in  diagnosis  of  lead 
poisoning  is,  “what  is  normal  lead  in  the  body 
fluids?”  It  is  found,  in  reviewing  some  of  the  late 
books  by  Kolmer,  Pullen,  Johnstone  and  Wample, 
that,  taking  them  as  a whole,  in  the  urine  the  nor- 
mal varies  between  0.01  to  0.10  mg.  per  liter.  In 
heavy  exposure  it  may  vary  the  normal  from  0.01 
to  0.336  mg.  with  no  symptoms. 

In  the  blood  it  was  found  that  the  normal  lead 
varied  from  0.005  to  0.1  mg.  for  100  cc.  Also  an- 
other authority  stated  0.01  to  0.05  mg.  per  100  Gm. 
Normal  was  also  considered  for  0.001  to  0.005  mg. 
in  10  Gm.  of  whole  blood  or  0.002  to  0.11  mg.  in 


10  Gm.  of  cell  and  fibrin.  In  the  feces  the  lead 
varied  from  0.11  to  0.38  mg.  and  in  the  spinal  fluid 
from  0.0005  to  0.03  mg. 

Some  people  develop  an  allergy  to  lead  and  may 
react  faster  and  to  a lesser  exposure  than  normal. 
If  the  eosinophiles  are  4 per  cent  or  more,  an  al- 
lergy may  be  present.  This  is  correct  but,  if  anti- 
mony is  present  in  the  lead,  it  may  cause  eosino- 
philia.  Those  who  have  high  eosins  usually  react 
better  to  treatment.  This  was  found  in  the  study 
of  twenty-five  cases  with  eosins  of  4 per  cent  or 
more,  and  twenty-five  cases  with  no  eosin  increase. 
They  also  are  affected  by  lead  more  readily.  I be- 
lieve that  at  times  antimony  has  the  property  of 
simulating  the  action  of  lead. 

Some  employees  may  work  for  years  in  lead  ex- 
posure with  no  symptoms,  yet  go  down  suddenly 
with  plumbism.  A sudden  heavy  exposure  to  lead 
may  cause  rapid  appearance  of  symptoms  of 
plumbism,  especially  if  it  is  dust  or  fumes.  Lead 
may  act  a number  of  years  after  last  exposure,  ac- 
cording to  some  authorities.  While  under  treatment, 
a lead  case  may  develop  one  or  more  acute  attacks 
of  plumbism  during  the  course  of  treatment. 

Plumbism  might  cause  a life  pension  case  or  even 
death.  Much  depends  upon  correct  diagnosis  and 
correct  treatment,  starting  as  early  as  possible,  or 
the  case  may  be  very  prolonged.  Symptoms  of 
plumbism  and  increased  stipple  red  cells  may  ap- 
pear, even  if  the  lead  in  the  air  is  lower  than  the 
maximum  permissible  concentration. 

It  is  far  better  to  prevent  than  to  treat  a case  ot 
plumbism.  One  of  the  best  protective  means  against 
lead  intoxication  is  by  regular,  the  time  depending 
upon  exposure,  stipple  red  cell  counts  to  a specific 
number  of  red  cells,  such  as  2000.  A study  of  this 
gives  a good  idea  of  the  general  condition  and 
toxicity  of  the  lead  in  the  employee.  Women  are 
now  being  employed  in  lead  exposures.  They  should 
be  closely  watched  and  if  so,  they  do  very  well  and 
usually  better  than  the  men,  I have  found.  One 
lead  plant  went  twenty-nine  months  with  no  symp- 
toms of  lead  poisoning  or  medical  cases  in  the 
women  employees. 

Stipple  cells  should  be  divided  into  fine  and 
coarse  types.  The  coarse  type  shows  toxicity,  and 
the  fine  the  rate  of  absorption.  A sudden  rapid  rise 
in  the  fine  type  shows  danger  from  absorption,  and 
intoxication  may  develop  at  any  time.  Protective 
methods  should  be  started  at  once.  The  coarse  type 
may  change  only  slightly  or  not  at  all  at  times.  If 
the  rise  of  the  fine  type  is  10  in  2000  or  over,  then 
the  case  should  be  investigated,  and  especially  the 
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hygiene,  even  if  the  coarse  type  is  within  normal 
number  for  the  exposure. 

Personal  hygiene  is  of  utmost  importance.  All 
exposed  areas  should  be  well  washed.  The  hair 
should  be  fully  protected  and  washed  regularly. 
Washing  and  shower  should  be  good  and  full  each 
time.  Hot  water  and  good  soap  should  be  supplied. 
Plant  hygiene  should  be  good.  Cleaning  the  plant 
should  be  done  by  the  wet  method  and  care  taken 
not  to  raise  dust.  Exhaust  and  ventilation  should 
be  ample  and  good.  Respirators  should  be  of  an  ap- 
proved type  of  the  Bureau  of  Mines  for  lead  dust. 
They  should  be  kept  clean,  easy  to  breathe  through, 
fit  the  face  well,  and  sterilized  at  regular  intervals. 
Goggles  should  fit  the  face  well,  be  clean  and  not 
fog,  if  possible.  It  is  very  important  to  keep  the 
lead  in  the  air  as  low  as  possible.  Regular  taking 
of  milk  or  orange  juice  should  be  daily  routine  for 
protection. 


SURGERY  FOR  THE  .\GED  SHOULD  NOT  BE 
VIEWED  WITH  .\L.4RM 

Surger>’  for  the  aged — increasing  in  importance  today — 
should  not  be  considered  with  fear  or  alarm  by  patient 
and  family,  urges  Louis  Carp,  M.D.,  in  the  August  issue  of 
Hygeia,  The  Health  Magazine. 

Dr.  Carp,  a New  York  City  surgeon,  points  out  that  the 
increasing  span  of  human  life  is  offering  a greater  challenge 
to  doctors.  Based  on  the  latest  census  figures,  there  was 
an  increase  of  35  per  cent  of  persons  over  65  years  of  age 
between  1930  and  1940.  In  another  15  years,  life  expect- 
ancy should  reach  75  years.  Consequently,  the  health, 
social,  economic  and  political  significance  of  the  increase  of 
life  span  must  be  emphasized. 

“Old  age  does  not  necessarily  prevent  surgical  procedures,” 
Dr.  Carp  remarks,  “which  may  save  or  prolong  life,  pro- 
duce continued  physical  comfort  and  the  relief  of  pain, 
and  add  economic,  functional  and  social  usefulness.  Today 
there  are  still  many  instances  of  a defeatist  attitude  toward 
surgery  for  the  aged  on  the  part  of  both  patient  and  fam- 
ily alike.  These  outdated  attitudes  should  be  abandoned  in 
favor  of  a more  progressive  outlook,  the  result  of  mar- 
velous advances  in  medicine  and  surgery  in  the  past  quarter 
century.  It  should  be  our  aim  to  ‘add  life  to  years  and 
years  to  life’.” 

“Modern  methods  and  scientific  advances,”  the  sur- 
geon explains,  “especially  in  chemistry  and  refinements  of 
technic  and  anesthesia,  have  so  improved  surgical  stand- 
ards that  it  is  essential  for  old  people  afflicted  with  a 
surgical  condition,  and  also  their  families  and  friends,  to 
adopt  a more  hopeful  and  favorable  attitude  toward 
surgical  results  and  to  consider  that  what  appears  to  be 
a radical  step  may  turn  out  to  be  conservative  after  the 
operation.  One  of  the  purposes  of  medical  preparedness 
is  to  improve  the  health  of  our  civilian  population.  This 
calls  for  cooperation  on  the  part  of  the  aged,  and  when 
a surgical  condition  gives  rise  to  a menace  to  life,  inca- 
pacity and  dislocation  from  everyday  economic,  functional 
and  social  routine,  surgical  treatment  will  produce  cure  or 
improvement  so  often  that  the  patient  can  go  on  with  a 
happier,  healthier  life  and  a more  hopeful  and  more  opti- 
mistic perspective.” 


CEREBRAL  INTOXICATION  THE  RESULT 
OF  TRICHLORETHYLENE 
N.  K.  Rickles,  M.D. 

SEATTLE,  W'ASH. 

Trichlorethylene  was  first  used  in  treatment  for 
relief  of  pain  in  trigeminal  neuralgia  by  Plessner’ 
in  1915.  His  encouraging  results  stimulated  its 
usage  by  many  clinicians  and,  although  the  subse- 
quent reports  were  not  as  encouraging,  there  was 
sufficient  improvement  to  warrant  its  continued  use 
as  a therapeutic  drug  for  the  relief  of  pain.  Alost  of 
the  investigations  have  concluded  that  the  drug  in 
its  pure  state  is  safe  and  without  toxic  effect. 

Oljenick,^  in  his  series  of  twenty  cases,  mentioned 
that  there  was  onlj^  one  bizarre  reaction  in  a man 
who  would  shriek  and  sing  following  inhalation,  but 
showed  no  lasting  damage.  Glaser^  concluded  that 
“trichlorethylene  is  not  toxic.”  Eichert,^  in  1936, 
was  the  first  to  report  specific  toxic  responses  to  the 
use  of  the  drug  in  its  pure  state.  He  reported  two 
cases,  both  of  whom  revealed  severe  psychotic 
manifestations.  There  have  been  since  these  state- 
ments no  other  reports  in  the  available  American 
literature  of  any  psychotic  manifestations  following 
the  use  of  trichlorethylene. 

This  report  emphasizes  that  toxic  effects  can  re- 
sult from  injudicious  use  of  this  drug,  and  the  need 
of  careful  questioning  as  to  previous  medication  in 
such  cases.  The  rapid  improvement  with  the  proper 
therapy  avoided  a possible  embarrassing  situation, 
due  to  the  unfortunate  prevailing  attitude  in  general 
hospitals  toward  mental  manifestations.  The  con- 
sultant in  this  case  was  called  with  the  thought  in 
view  of  having  the  patient  removed  to  a mental  in- 
stitution. 

The  patient,  a man,  age  56,  widower,  has  been  an  excep- 
tionally successful  business  man,  retired  three  years  ago. 
General  health  has  been  good  except  for  a chronic  myocar- 
ditis. Formerly  he  drank  rather  heavily,  but  in  the  last 
three  years  has  been  temperate  in  the  use  of  alcohol,  .\bout 
six  months  ago  he  started  complaining  of  severe  pain  in  the 
right  side  of  his  face  which  was  diagnosed  as  tic  douloureux. 

Pain-relieving  drugs,  including  trichlorethylene,  were  pre- 
scribed about  one  month  prior  to  his  hospitalization  with- 
out relief.  The  history,  which  was  obtained  from  the  pa- 
tient after  his  recovery  from  the  acute  psychoses,  was  that 
he  had  used  the  drug  a great  deal  more  than  prescribed, 
and  in  many  cases  had  used  it  as  often  as  ten  or  twelve 
times  a day  wtih  very  little  relief. 

He  was  referred  to  a neurosurgeon  who  operated  on  him. 
He  seemed  to  make  a normal  recovery  from  the  surgery, 
but  on  the  first  postoperative  day  it  was  noticed  that  he 

1.  Plessner,  W. : Vorlaiifige  Mitteilung  iiber  Behand- 
lungsversuche  der  Trigeminus  iieuralgie  mit  Trichlora- 
thylen.  Klin.  Wchnschr.,  53:514,  May  8,  1916. 

2.  Oljenick,  I.:  Treatment  of  Trigeminus  Neuralgia  by 
Chlorylen  “Kahlbaum,"  Neurotherapie,  Bijblad  der  Psy- 
chiat.  en  Neurol.  Bl.  6:1,  1924. 

3.  Glaser  M.  A.  : Treatment  of  Trigeminal  Neuralgia 
with  Trichlorethylene.  J.  A.  M.  A.,  96:916-917,  March  21, 
1931. 

4.  Eichert.  H. : Trichloroethylene  Intoxication.  J.  A.  M 
A.,  106:1652-1654,  May  9,  1936, 
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was  very  restless,  noisy,  acutely  maniacal.  He  got  out  of 
bed,  stated  that  the  Sisters  were  trying  to  get  his  home 
away  from  him,  and  started  breaking  furniture  in  the  room, 
so  that  he  had  to  be  restrained  and  was  given  a hyoscine 
morphine  and  Caroid  tablet. 

I saw  him  in  consultation  the  following  day.  He  was 
completely  disoriented  as  to  time,  place  and  person ; was 
living  in  the  past  of  at  least  five  years;  spoke  about  a large 
supply  of  alcohol  that  he  had  in  his  home  and  how  he  had 
to  get  there  to  roll  a keg  of  it  to  his  office.  He  asserted  the 
Sisters  were  trying  to  get  his  home  away  from  him  and  that 
it  was  necessary  for  him  to  get  downtown  immediately  to 
see  his  attorneys  and  protect  his  interests.  This  man  was  an 
ardent  democrat,  but  w'hen  asked  the  name  of  the  president 
of  the  United  States,  he  named  Theodore  Roosevelt.  He 
was  unable  to  give  the  names  of  other  state  officials  nor 
any  sequence  of  his  activities  in  the  past  year.  He  was  mak- 
ing aimless  movements  with  his  hands  and  feet,  and  while 
there  w'as  some  evidence  of  a mild  paranoid  trend,  his  gen- 
eral emotional  state  was  that  of  euphoria. 

He  was  given  IS  grains  of  sodium  amytal  intravenously, 
2000  cc.  of  S per  cent  glucose  in  normal  saline,  also  IS 
units  of  insulin  with  100,000  units  of  vitamin  B-1.  He  slept 
very  well  during  that  entire  day  and  was  quiet  during  the 
night.  The  following  day  he  awakened  and  was  given  an- 
other 2000  cc.  intravenously  with  vitamin  B-1  and  insulin. 
He  was  most  cooperative  and  showed  signs  of  becoming 
more  aware  of  his  surroundings. 

On  the  third  day  he  had  made  practically  a complete  re- 
covery and  was  able  to  tell  the  history  of  the  ov'erdosage. 
He  stated  that  fear  of  recurrence  of  the  pain  was  so  severe 
that  he  started  to  take  the  medication  more  frequently  than 
prescribed  in  the  hope  of  preventing  the  repeated  paroxysm. 
The  week  before  surgery,  he  w'as  using  approximately  60 
drops,  as  much  as  twenty  times  daily.  The  upper  limits  of 
therapeutic  dose  is  60  drops  four  times  daily. 

We  was  discharged  from  the  hospital  as  cured 
two  weeks  following  his  entry  date. 

NO  C.4USE  FOR  ,4L.\RM  TH.\T  VETS  WILL 
IMPORT  DEADLY  PARASITES 

-\n  army  medical  officer,  writing  in  the  September  1 
issue  of  The  Journal  of  the  American  Medical  Association, 
says  there  is  no  need  for  alarm  that  military  and  civilian 
personnel  returning  to  the  United  States  from  the  tropics 
will  import  intestinal  parasites  capable  of  producing  fatal 
or  serious  diseases. 

Major  Harry  Most,  Medical  Corps,  .Army  of  the  Ltnited 
States,  carried  out  a study  on  144  of  the  more  than  1,000 
passengers  returned  to  the  United  States  on  the  liner 
Gripsholm  in  December  1943,  and  found  that  70  per  cent 
of  the  passengers  examined  harbored  one  or  more  intestinal 
parasites. 

“These  parasites,  for  the  most  part,  are  not  foreign  to 
this  country,”  he  concluded,  “and  there  is  no  basis  for 
alarm  about  the  spread  of  intestinal  parasitic  diseases  in 
this  country.” 

Major  Most,  who  is  on  leave  from  his  position  as  assist- 
ant professor  of  preventive  medicine  and  medicine  at  the 
New  York  University  College  of  Medicine,  added,  how- 
ever, that  “surveys  for  intestinal  infections  should  be  con- 
ducted on  representative  groups  returning  to  this  country 
to  detect  carriers  (those  who  harbor  the  parasites  but  are 
not  ill)  so  they  may  be  treated.  Food  handlers  should  re- 
ceive special  attention.” 

The  144  Gripsholm  passengers  who  cooperated  in  the 
study  included  missionaries  with  many  years’  residence  in 
China,  Japan,  Korea  and  the  Philippines.  Some  of  them 
had  been  in  Japanese  occupied  territory  and  in  concentra- 
tion camps  for  variable  periods  of  time. 

The  parasitologic  studies  were  conducted  in  the  Tropical 
Diseases  Diagnostic  Laboratory  of  the  New  York  Health 
Department. 

“It  is  interesting  to  note,”  Captain  Most  said,  “that  there 
W'ere  no  infections  found  from  hookworms.” 


INVERSE  RELATION  OF  NUCLEAR  AND 
CYTOPLASMIC  FUNCTION* 

William  B.  Dublin,  M.D. 

LOS  ANGELES,  CALIF. 

It  has  been  demonstrated  abundantly  that  in  non- 
neoplastic tissues  a rhythmically  recurring  peak  of 
activity  characterizes  mitotic  division  in  those 
tissues.^' In  humans  this  behavior  has  been  il- 
lustrated by  showing  that  in  the  foreskins  of  infants 
mitotic  figures  are  most  abundant  at  night,  and 
least  abundant  during  the  day.^-®  Rhythm  of  mitosis 
is  a function,  not  of  the  whole  organism  but  of 
organs  or  tissue  systems  independently.'^ 

It  is  related,  not  to  light  or  dark,  but  to  level  of 
physiologic  activity;®  thus,  mitotic  activity  in  the 
rat,  a nocturnal  animal,  reaches  its  peak  at  times 
opposite  to  those  for  animals  who  are  more  active 
in  daytime.  Rhythm  of  mitosis  is  not  necessarily 
diurnal  in  every  instance,  but  depends  on  the  time 
interval  occupied  by  the  functional  cycle  of  the 
tissue.  For  example,  in  endometrium,  over  and 
above  any  daily  variation,  is  the  rhythm  of  growth, 
whose  peak  of  activity  recurs  roughly  once  every 
four  weeks.® 

The  explanation  has  been  offered  that  during 
hours  of  bodily  activity,  when  respiration,  locomo- 
tion, digestion,  excretion  and  so  forth  are  at  func- 
tional peak,  the  cytoplasm  occupies  the  place  of 
chief  importance.  During  the  hours  of  rest,  when 
physiologic  activity  is  at  low  ebb,  the  cytoplasm 
retires  and  nuclear  or  mitotic  activity  takes  the 
place  of  importance,  new  tissues  being  formed  and 
wornout  cells  being  replaced.®  Accordingly,  the  con- 
cept takes  form  that  in  a given  cell  the  degree  or 
level  of  activity  of  nucleus  and  of  cytoplasm  are, 
roughly,  inversely  proportionate. 

This  principle  was  demonstrated  concretely  in  a 
study  of  endometrium.®  Immediately  following  men- 
struation, mitotic  figures  were  relatively  numerous 
in  the  epithelium  of  the  regenerating  glands.  The 


+From  Laboratory  of  Surgical  Pathology,  Clyde  K. 
Emery  Clinic  for  Neoplastic  and  Allied  Disease. 

♦ Read  before  Section  of  Pathology,  California  State 
Medical  Association,  Los  Angeles,  Calif.,  May  5,  1945. 
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level  of  mitotic  activity  decreased  continually 
throughout  the  cycle.  During  the  same  period,  the 
epithelial  cells  hypertrophied  steadily  until,  shortly 
preceding  menstruation  when  nuclear  division  had 
almost  come  to  a standstill,  the  cytoplasm  differen- 
tiated rapidly,  and  the  cell  bodies  bulged  into  the 
lumen,  giving  the  free  epithelial  border  a tufted  or 
serrated  appearance. 

Further  demonstration  of  the  principle  was  made 
in  a study  of  salivary  gland  and  kidney  in  young 
rats.^  Peak  of  mitotic  division  in  the  aforementioned 
organs  stood  opposite,  in  time  relation,  highest 
levels  of  food  intake  and  of  urinary  output  respec- 
tively. The  conclusion  was  reached  that  in  normal, 
nonneoplastic  tissues,  function  restrains  growth. 

Recently,  in  a study  of  twenty-four  young  rats, 
tissues  from  thyroid  and  salivary  glands,  kidney, 
liver,  brain  and  skin  were  prepared  with  Ihe  Da 
Fano  cobalt  nitrate  method  for  the  golgi  apparatus. 
This  structure,  whose  degree  of  development  is 
held  to  represent  level  of  functional  activity  of  the 
cell,  was  impregnated  most  successfully  in  thyroid. 
The  group  was  too  small  for  statistical  evaluation. 
However,  it  was  found  that,  while  mitosis  reached 
its  peak  shortly  after  noon,  the  golgi  apparatus 
appeared  more  prominent  in  tissues  removed  dur- 
ing early  morning. 

Rhythm  of  mitosis,  as  has  been  said,  occurs  in  all 
nonneoplastic  tissues;  for  example,  in  regenerating 
epidermis  at  the  site  of  wounds.^®  The  rhythm,  how- 
ever, does  not  occur  in  neoplasms  studied  so  far. 
No  difference  was  found  between  rate  of  mitotic 
division  in  biopsy  specimens  removed  during  morn- 
ing and  night  from  carcinomas  of  the  intestine  in 
humans,^''  at  intervals  throughout  the  twenty-four- 
hour  period  from  carcinomas  of  the  skin  in  mice,^^ 
and  at  intervals  during  a similar  period  from  carci- 
nomas of  a few  different  types  in  humans.^® 

Malignant  neoplasms,  which  by  breaking  through 
anatomic  barriers  disobey  normal  rules  of  archi- 
tectural relations,  also  fail  to  conform  to  the  normal 
law  of  rhythm  of  growth  activity;  their  cells  repro- 
duce at  an  unchanging  rate.  The  solution  of  the 
mystery  of  this  nonconformity  may  be  linked 
vitally  with  the  unravelling  of  the  whole  problem 
of  the  origin  and  growth  of  malignant  neoplasms. 

10.  Blumenfeld,  C.  M. : Studies  of  Normal  and  Abnormal 
Mitotic  Activity  : Rate  and  Periodicity  of  Mitotic  Activity 
in  Regenerating  Epidermis  of  Healing  Wounds  in  Rabbits. 
Arch.  Path.,  36:493-498,  Nov.,  1943. 

11.  Dublin.  W.  S.,  Gregg,  R.  O.  and  Broders,  A.  C. : 
Mitosis  in  Specimens  Removed  During  Day  and  Night 
from  Carcinoma  of  Large  Intestine.  Arch.  Path.,  30  :893- 
895,  Oct.,  1940. 

12.  Blumenfeld,  C.  M. : Studies  of  Normal  and  Abnormal 
Mitotic  Activity.  Rate  and  Periodicity  of  Mitotic  Activity 
of  Experimental  Epidermoid  Carcinoma  in  Mice.  Arch. 
Path.,  35:667-673,  May,  1943. 

13.  Dublin.  W.  B. : Absence  of  Daily  Rhythm  of  Growth 
of  Malignant  Neoplasms.  Northwest  Med.,  43:232-233, 
Aug.,  1944. 


SUMMARY 

Normal,  nonneoplastic  tissues  exhibit  a regular 
rhythm  of  nuclear  division.  Malignant  neoplasms 
studied  thus  far  show  no  mitotic  rhythm,  but  grow 
at  a constant  rate. 

Peak  of  mitosis  in  nonneoplastic  tissues  occurs 
when  physiologic  function  is  minimal,  and  vice 
versa  nucleus  and  cytoplasm  function  at  energy 
levels  which  are,  roughly  speaking,  inversely  pro- 
portional. 

DIAGNOSTIC  POINTERS  IN  BLOOD 
DISEASES 

Edward  Podolsky,  M.D. 

BROOKLYN,  N.  Y. 

The  face  and  ears  exhibit  a peculiar  dusky  red- 
ness in  polycythemia  vera  and  is  seen  in  no  other 
disease. 

In  patients  suffering  from  erythema  there  is 
usually  found  firm,  red,  tender  nodules  on  the  tho- 
racic and  abdominal  skin.  These  nodules  are  peri- 
vascular collections  of  oxidase-positive  cells. 

Sternal  tenderness  is  characteristic  of  myeloid 
leukemia.  The  tenderness  is  limited  to  a small  por- 
tion of  the  sternum,  most  often  the  gladiolus  or  op- 
posite the  fifth  costal  cartilage,  and  the  patient  is 
frequently  unaware  of  tenderness  until  pressure  is 
made  at  the  proper  point. 

Joint  deformities  with  varying  degrees  of  limita- 
tion of  motion  are  common  in  hemophilia. 

The  curious,  humming  “bruit  de  diable”  over  the 
vessels  of  the  neck  is  found  in  pernicious  anemia 
and  severe  posthemorrhagic  anemia. 

Edema,  when  it  is  found  in  association  with  any 
form  of  anemia,  suggests  a very  unfavorable  out- 
come. 

Delerium,  when  found  in  association  with  an- 
emia, signifies  that  the  patient  has  reached  the 
terminal  stage. 

Exhausting  diarrheal  attacks,  when  found  in  a 
patient  suffering  from  pernicious  anemia,  is  of 
grave  import.  When  vomiting  sets  in,  the  outcome 
is  usually  a fatal  one. 

All  cases  of  atypical  hemolytic  icterus,  such  as 
those  with  an  absence  of  increased  fragibility  of  the 
erythrocytes  or  those  with  macrocytosis  instead  of 
microcytosis,  deserve  an  examination  of  the  blood 
for  sickle  cells. 

Leukemia  cutis  is  characterized  by  nodular  tu- 
mors in  the  skin,  which  may  break  down  rapidly, 
hemorrhagic  pigmentation  of  the  skin  and  fever. 
The  spleen  and  lymph  glands  may  be  little,  if  at 
all,  enlarged. 
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In  aplastic  anemia  the  tongue  has  an  extreme 
pallor.  It  is  covered  with  petechiae. 

If  pernicious  anemia  becomes  severe  enough,  the 
vessels  of  the  neck  begin  to  pulsate  and  a loud 
venous  hum  is  often  heard. 

The  skin  and  sclerae  of  patients  suffering  from 
hemolytic  anemia  always  appears  yellowish,  due  to 
hyperbilirubinemia. 

Fever,  usually  of  the  intermittent  type,  is  the 
almost  invariable  accompaniment  of  active  and  ex- 
cessive hemolysis. 

Formication  is  a very  significant  sign  that  the 
nervous  system  is  being  involved  in  pernicious 
anemia. 

Dyspnea,  rapid  action  of  the  heart  and  faintness 
are  the  prominent  symptoms  of  an  acutely  produced 
anemia. 

Enlargement  of  the  tonsils  is  a relatively  early 
symptom  in  chronic  leukemia. 

Individuals  suffering  from  sickle  cell  anemia  fre- 
quently give  a history  of  rheumatism  with  pains  in 
the  joints  and  muscles.  They  also  complain  of  ab- 
dominal pain. 

Chronic  pulmonary  diseases,  such  as  chronic 
bronchitis,  emphysema  and  stenosis  of  the  air  pass- 
ages, give  rise  to  erythrocyanosis  in  individuals 
whose  health  is  otherwise  good. 

The  absence  of  nervous  symptoms  and  the  fact 
that  hemolytic  anemia  occurs  under  thirty-five 
years  of  age  differentiates  this  condition  from  per- 
nicious anemia. 

Puffiness  of  the  face  and  swelling  of  the  ankles 
in  young  girls,  in  whom  no  heart  or  kidney  lesions 
can  be  demonstrated,  are  usually  suffering  from 
anemia. 

Tapeworm  anemia  resembles  pernicious  anemia 
very  closely.  A close  search  for  tapeworm  should 
always  be  made.  Once  they  are  expelled  from  the 
body,  the  patient  begins  to  recover  rapidly. 

In  patients  with  a tendency  to  secondary  ane- 
mia, for  which  no  cause  can  be  found,  a congenital- 
ly inefficient  bone  marrow  is  usually  responsible. 

Recognition  of  sickle  cell  anemia  in  white  per- 
sons may  be  facilitated,  if  its  resemblance  to  con- 
genital hemolytic  icterus  is  kept  in  mind. 

Sicklemia  is  not  in  itself  a manifestation  of  dis- 
ease, since  it  has  been  found  in  persons  who  have 
never  had  any  anemia  of  any  kind. 

Elliptic  human  erythrocytosis  represents  a de- 
parture from  the  round  forms  usually  found  and 
are  not  in  themselves  indicative  of  any  disease,  but 
are  an  inherited  characteristic. 


Pain  and  tenderness  over  the  long  bones  are 
early  symptoms  in  chronic  myeloid  leukemia. 

In  pernicious  anemia  the  superficial  fat  is  well 
preserved  until  very  late  in  the  disease,  and  the 
skin,  particularly  smooth  and  velvety,  has  a deli- 
cate lemon  yellow  tint. 

The  greenish  yellow  tint  of  the  face  is  the  most 
characteristic  symptom  in  chlorosis. 

The  basal  metabolic  rate  is  increased  in  poly- 
cythemia vera. 

Axillary  nodes,  perisplenic  friction,  liver  enlarge- 
ment and  ascitis  in  addition  to  deafness  are  some 
of  the  earliest  signs  in  chronic  myelocytic  leukemia. 

There  is  a hypoeosinophilia  during  and  between 
attacks  of  primary  granulopenia. 

Hemorrhage  from  the  mucous  membrane,  pre- 
ceded by  hypersensitivity  of  the  buccal  and  pharyn- 
geal surfaces,  is  suggestive  of  acute  myeloid  leuke- 
mia. 

Anemia,  progressive  weakness,  fatiguibility,  en- 
largement of  accessible  lymphatic  glands  and  a 
blood  picture  showing  clearly  a large  increase  in  the 
number  of  leukocytes  present  an  absolute  domi- 
nance of  the  mononuclear  cell  in  the  leukocytic  field 
mean  chronic  lymphatic  leukemia. 

Deafness  and  priapism,  occurring  together,  are 
pathognomonic  of  chronic  myelocytic  leukemia.  The 
deafness  is  due  to  leukemic  infiltration  of  the  laby- 
rinth, while  the  priapism  is  due  to  thrombosis  of 
the  veins  of  the  penis. 

Sickle  cell  anemia  occurs  almost  exclusively  in 
the  negro  race. 

When  a negro  presents  a greenish  yellow  tinge 
to  the  sclerae  and  unexplained  leg  ulcers,  sickle  cell 
anemia  may  be  the  cause. 

The  skin  lesions  in  lympathic  leukemia  are  sug- 
gestive of  a generalized  lichen  scrofulophyma. 

In  severe  anemias  the  basal  metabolism  may  be 
increased. 

In  general,  cardiac  murmurs,  associated  with 
anemia,  are  systolic  in  time  and  do  not  occupy  all 
of  systole,  and  are  maximal  in  the  second  pulmonic 
interspace. 

Menstrual  disturbances,  most  often  amenorrhea 
in  the  female  and  loss  of  libido  in  the  male  are  fre- 
quent manifestations  of  anemia. 
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UNION  COUNTY  PHYSICIANS  FACE  ISSUE  SQUARELY 


Frequently  it  becomes  the  privilege  of  some  of  the 
smaller  component  units  in  the  field  of  medical  organi- 
zations to  point  the  way.  A.  courageous  action  of  the 
part  of  Union  County  Medcial  Society  is  a recent  in- 
stance. The  course  is  so  uncommon  that  we  print  the 
letter  of  the  society  president  in  full  as  having  put  into 
words  and  action  things  that  many  of  the  rest  of  the 
societies  are  saying  but  only  infrequently  do. 

Mrs.  John  Miller,  Secretary 
Union  County  Health  .\ssociation 
803  N.  .\venue 
La  Grande,  Oregon. 

Dear  Mrs.  Miller; 

We  had  a meeting  of  the  Union  County  Medical  So- 
ciety on  July  25,  1945,  at  which  time  it  was  voted  to 
ask  that  the  portable  X-ray  unit  not  be  brought  to 
Union  County.  While  there  were  some  things  to  be  said 
in  its  favor,  it  was  felt  that  this  unit  would: 

1.  Spoil  the  doctor- patient  relationship. 

2.  It  is  another  stepping  stone  to  socialized  medicine. 


3.  Would  largely  contact  only  the  groups  that  are  al- 
ready covered  by  a prepaid  contract. 

4.  It  is  sponsored  by  certain  groups  that  were  quite 
interested  in  promoting  socialized  medicine. 

5.  People  have  enough  money  at  the  present  time  to 
pay  for  their  own  x-rays. 

(s.We  would  not  sponsor  a W.P-.A.  type  of  medicine 
in  which  we  are  teaching  the  people  to  expect  something 
for  nothing.  Sincerely  yours, 

C.  L.  Gilstrap,  M.D., 
President  Union  County 
Medical  Society. 

It  requires  discernment  to  analyze  the  programs  of 
the  various  organizations  formed  with  a Do  Good 
Worthy  Motive  (which  frequently  as  they  function  are 
not  in  the  long  range  public  interest),  and  to  detect  the 
fallacies.  Further,  it  requires  courage  to  point  out  these 
pitfalls  to  the  public  and  especially  to  the  Worthy  Mo- 
tive interests  themselves.  On  both  counts  doctors  of 
Union  County  are  to  be  commended. 


EDUCATORS  LAUNCH  “HEALTH 
PROGRAM”  AT  EXPENSE  OE 
OREGON  DOCTORS 


Sponsors  of  Oregon’s  so-called  “school  health  law,’’  who 
are  now  engaged  in  giving  the  project  a practical  run  co- 
incident with  the  reopening  of  schools  this  month,  appear 
to  be  either  the  victims  of  an  overenthusiastic,  confused 
press  or  determined  to  invite  some  rough  receptions  for 
their  brain  child,  regardless. 

View'ed  from  the  angle  of  the  medical  profession  which, 
being  extensively  and  intensively  trained  in  medical  prac- 
tice and  sciences,  is  presumed  to  have  a slight  familiarity 
with  health  and  health  problems,  recent  press  releases  and 
interviews  have  done  little  or  nothing  to  dispel  any  doubts 
they  may  have  that  a clever  plan  is  afoot  to  exploit  certain 
features  of  health  to  the  advantage  of  professional  educa- 
tors and  the  detriment  of  the  medical  profession  and  the 
public.  On  the  contrary,  there  is  an  increasing  determination 
on  the  part  of  the  profession  to  look  intently  at  all  phases 
of  this  project  as  it  reaches  its  practical  test,  due  to  the 
distortion  and  confusion  resulting  from  recent  publicity 
blurbs  on  the  subject. 

Headlined  with  “State’s  Health  Plan  Ready”  and  gen- 
erously sprinkled  with  such  terms  as  “pioneering  health 
program,”  “stamina  and  body,”  “alarming  physical  unfit- 
ness revealed  by  selective  service,”  “communicable  disease” 
and  the  like,  the  most  casual  reader  cannot  avoid  the  im- 
pression that  something  is  afoot  involving  the  health  of  the 
state,  that  Oregon  has  embarked  on  a full-blown  health 


program  compelled  by  law.  If  he  has  any  doubts  on  the 
subject,  he  has  but  to  read  “the  law  is  a mandate  of  re- 
sponsibility to  the  schools  for  the  health  of  all  of  Oregon’s 
children,”  a statement  frequently  appearing  in  publicity 
releases  in  connection  with  the  project.  He  may  wonder 
why  professional  educators  rather  than  doctors  are  deemed 
more  competent  to  guide  in  school  health  matters,  but  the 
tone  of  the  articles  leaves  no  doubt  of  this.  Names  of  a 
dozen  educators  are  prominently  featured;  the  practicing 
medical  profession  rates  six  lines,  incidental  to  mention  of 
medical  examinations,  at  the  conclusion  of  a full  column 
article. 

This  great  regard  for  the  profession  in  a plan  ballyhooed 
as  a health  program  should  fool  no  one,  least  of  all  the 
doctors  of  Oregon,  despite  the  fact  the  editor  of  The  Jour- 
nal of  the  American  Medical  Association  seems  to  have 
fallen  for  the  line  in  giving  the  subject  an  ill-informed  edi- 
torial mention,  without  first  checking  the  facts  with  regular 
medical  circles  in  Oregon. 

To  anyone  familiar  with  the  all-inclusive  wording  sub- 
mitted to  the  legislature  in  the  original  bill,  it  would  be  a 
foregone  conclusion  that  any  editorial  mention,  such  as 
furnished  by  the  august  Journal,  would  be  avidly  pounced 
upon  and  interpreted  as  official  approval  by  the  medical 
profession  of  the  ambitious  “health”  program,  when  such 
is  not  the  case.  Exactly  this  has  happened. 

Originally  the  bill  was  nothing  if  not  ambitious  in  its 
do-good  scope,  as  can  be  realized  from  the  following  ex- 
tract. “It  shall  be  the  purpose  of  these  programs  to  pro- 
mote, develop  and  maintain  among  pupils  at  all  age  levels 
optimum  physical  growth,  health,  and  physical  fitness,  to 
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prepare  them  as  youth  and  as  adults,  to  meet  the  varied 
physical  and  menial  demands,  and  exceptional  emergency 
stresses  and  strains  oj  lije  with  reserves  of  physical  energy, 
of  desirable  mental  and  social  attitudes,  and  of  physical 
health.”  This  indefinite,  ambiguous  language  in  the  new- 
dealism  pattern  proved  too  much  for  the  practical  legis- 
lature to  stomach,  but  it  is  doubtful  that  elimination  of 
certain  unattainable  purposes  necessary  to  secure  passage 
of  the  bill  has  dampened  the  ardor  or  lessened  the  goal  of 
its  sponsors,  to  judge  from  recent  publicity. 

The  cold  fact  remains  that  nothing  in  the  law  was  in- 
tended to  give  anyone,  including  the  professional  educators, 
any  mandate  of  responsibility  for  the  health  of  Oregon’s 
children.  Certainly  the  doctors  of  the  state,  who  are  best 
qualified  to  discharge  such  a duty,  do  not  have  or  want 
any  such  mandate.  .According  to  competent  legal  opinion 
nothing  of  the  kind  exists.  If  the  professional  physical 
educationists  are  foolish  enough  to  believe  their  own  propa- 
ganda, it  is  high  time  someone  set  them  right.  The  chances 
are  there  are  enough  interested  parents  left  in  the  state  who 
might  enjoy  testing  the  constitutionality  of  the  law  in  the 
courts,  if  the  educators  continue  to  show  an  inclination  to 
wander  off  the  course. 

•As  passed  by  the  legislature,  the  bill  was  “to  provide 
programs  of  health  instruction  and  physical  education”  and 
the  law  does  provide  that  all  elementary  and  high  schools 
in  the  state  shall  give  such  courses.  The  medical  profession 
would  probably  freely  grant  that  such  instruction  and 
education  might  have  a long  range  effect  in  eventually 
bettering  the  health  of  the  state,  in  that  most  useful  educa- 
tional efforts  tend  to  be  in  the  public  interest.  That  it  will 
do  anything  immediately  or  in  the  future  for  the  “glaring 
physical  unfitness  disclosed  by  selective  service”  is  very 
doubtful,  since  inherited  characteristics  cannot  be  changed 
at  will.  The  educators  are  too  intelligent  not  to  know  this, 
which  casts  serious  reflections  on  the  intent  of  their  entire 
program. 

Whether  he  sought  it  or  not,  about  which  there  is  some 
doubt,  responsibility  for  the  planning,  supervision,  direc- 
tion and  evaluation  of  this  program  rests  by  law  with  Mr. 
Rex  Putnam,  superintendent  of  public  instruction.  To  judge 
from  the  publicity  released  to  date,  for  a political  office 
holder  not  averse  to  receiving  credit  for  doing  good  Mr. 
Putnam  has  been  unusually  modest,  which  suggests  that 
those  to  whom  he  has  delegated  his  responsibility  may  be 
running  with  the  ball  for  their  own  exclusive  benefit.  From 
the  selfish  viewpoint  of  his  own  political  future  it  might 
be  timely  for  Mr.  Putnam  to  take  a fresh  look  at  the 
protege. 

The  law  as  it  stands  also  requires  that  the  State  Board 
of  Health  shall  act  in  an  advisory  capacity,  an  addition  to 
its  other  multitudinous  duties  which  it  did  not  seek.  Dr. 
Harold  M.  Erickson,  state  health  officer,  has  been  called 
upon  to  advise  what  medical  examinations,  if  any,  shall  be 
done.  Lacking  the  authority,  medical  personnel  and  funds 
for  e.xamination  of  the  state’s  youngsters.  Dr.  Erickson  has 
quite  properly  referred  the  matter  through  a committee  to 
the  Oregon  State  Medical  Society.  In  any  action  which  the 
latter  may  recommend,  no  reflections  can  properly  be  di- 
rected toward  either  Dr.  Erickson  or  the  state  board  of 
health. 

What  action,  if  any,  may  be  recommended  or  taken  by 
the  Oregon  State  Medical  Society  is  doubtful.  The  society 
was  not  consulted  in  the  preparation  of  the  plan  as  might 
have  been  expected,  since  medical  matters  are  certainly 


involved,  according  to  publicity  for  the  “health”  plan. 
When  first  seen  by  a representative  of  the  medical  profes- 
sion’s organization,  the  bill  was  already  completely  written. 
Later  the  society  was  invited  to  name  one  representative  lo 
a “joint  committee”  heavily  overloaded  with  professional 
educators  and  bureaucrats,  but  the  deliberations  of  this 
committee  centered  chiefly  on  securing  passage  of  the  pre- 
viously prepared  “plan”  through  the  legislature.  A member 
of  the  profession  still  meets  with  the  committee  but  is  vir- 
tually powerless  in  its  decisions  through  sheer  force  of 
numbers. 

When  the  bill  was  before  the  legislature,  the  medical 
profession  did  not  oppose  it.  Neither  did  it  endorse  it.  The 
bill  was  represented  as  being  a purely  educational  measure 
by  its  sponsors.  But  if  current  publicity  is  to  be  believed, 
it  has  assumed  much  greater,  far-reaching  effects,  has 
ceased  to  be  a purely  health  education  and  instruction  meas- 
ure and  threatens  to  become  another  wedge  in  politicalizing 
medical  practice. 

There  is  every  likelihood  that  state-wide  medical  exami- 
nations for  all  children,  to  which  sponsors  give  very  inci- 
dental mention  as  the  “third  provision  of  the  bill,”  will  not 
materialize.  Already  sensitive  to  threats  of  socialization  and 
becoming  increasingly  suspicious  of  all  efforts  to  exploit  it, 
members  of  the  profession  have  noted  that,  although  this 
“plan”  is  a tax-supported  venture  with  adequate  remun- 
eration for  its  educational  directors,  payment  to  the  pro- 
fession for  health  services  it  may  render  has  been  gener- 
ously overlooked.  Also,  the  short  handed  medical  profes- 
sion which  has  frequently  warned  against  any  action  which 
tends  to  create  a mass  demand  for  medical  services  at  this 
time,  cannot  discharge  an  unsought  obligation  of  this  na- 
ture thrust  upon  it  by  either  physical  fitness  enthusiasts  or 
law.  It  is  just  physically  impossible. 

What  is  the  answer  ? Several  Eugene  physicians  have 
warned  that  the  whole  venture  is  nothing  but  a well 
planned  move  toward  further  domination  of  medical  prac- 
tice by  bureaucrats  or  at  the  very  least  a necessary  creation 
of  opportunities  for  physical  education  graduates  to  justify 
the  continued  existence  of  the  School  of  Physical  Educa- 
tion at  the  University  of  Oregon.  Be  that  as  it  may,  while 
Oregon’s  doctors  are  increasingly  suspicious  of  sponsors’  mo- 
tives, as  indicated  by  publicity  which  many  feel  is  confused 
and  misleading  to  say  the  least,  the  educationists  might 
well  restrain  their  enthusiasm  within  factual  bounds  and 
get  back  on  the  strictly  educational  beam,  where  the  pro- 
gram has  its  best  chance  for  any  success  destined  to  come 
its  way. 


MEDICAL  UNION  MAY  BE  TRIED 
AGAINST  RAILROAD  ABUSES 


Of  contrasting  interest  to  Oregon  physicians  seeing  pa- 
tients who  are  railroad  employees  is  the  action  taken  re- 
cently by  certain  San  Francisco  doctors  to  form  a medical 
union,  as  related  in  the  following  dispatch: 

GUILD  ORGANIZED  BY  PHYSICIANS 

San  Francisco,  Aug.  1. — (INS) — Approximately  40  San 
Francisco  physicians  and  surgeons  have  formed  a guild 
to  serve  as  a collective  bargaining  agency,  it  was  learned 
Wednesday. 

The  physicians  are  all  on  the  staff  of  the  Southern  Pa- 
cific hospital. 

“The  purpose  of  the  guild,”  Dr.  James  Guilfoil,  presi- 
dent, said,  “is  to  provide  a collective  bargaining  agency 
under  the  provisions  of  the  Wagner  act — to  represent  the 
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doctors  in  matters  of  wages  and  hours,  if,  as  and  when 
necessary.” 

The  union,  according  to  members,  did  not  grow  out  of 
any  controversy  with  the  labor-employer  management  of 
the  hospital. 

Inside  story,  according  to  San  Francisco  informants,  is 
that  the  contract  set-up  with  the  Southern  Pacific  Rail- 
road as  regards  hospital  and  medical  care  is  being  subjected 
to  certain  pressures,  with  a desire  on  the  part  of  the  cor- 
poration to  be  relieved  of  part  of  its  responsibility  in  favor 
of  the  railroad  unions.  In  the  pressure  plays  some  doctors 
feared  they  might  be  caught  in  the  middle  of  the  squeeze 
and  become  the  ultimate  victims.  Purely  as  a security 
weapon  it  was  felt  advisable  by  the  doctors  now  employed 
by  the  Southern  Pacific  hospital  set-up  to  form  this  union. 
Significant  tip-off  is  the  wording  “if,  as  and  when  neces- 
sary.” Whether  the  union  (the  term  guild  should  fool  no 
one)  will  affiliate  with  .4.  F.  of  L.  or  the  C.  I.  O.  was  not 
announced ! 

Oregon  physicians  doing  railroad  work  are  not  too  en- 
thusiastic of  the  course  adopted  by  the  San  Francisco 
doctors,  contending  that  the  Oregon  plan  of  restoring  rail- 
road employees  to  a private  patient  status  is  much  fairer 
to  patient,  doctor  and  railroad. 


PERSONAL 


R.  W.  Ripley  has  resigned  as  city  health  officer  at  Cor- 
vallis to  accept  a position  in  the  state  department  of 
health,  Connecticut. 

W.  T.  Edmundson  has  been  appointed  county  health 
officer  for  Hood  River  county,  effective  August  1,  1945,  in 
succession  to  Dr.  C.  McCain,  resigned. 

-\llen  Boyden  and  Frank  E.  Fowler  of  -Astoria  have 
been  placed  on  the  inactive  reserve  list  and  expect  to  re- 
sume their  civilian  practices  in  the  near  future.  Dr.  Fowler 
is  a former  member  of  the  state  board  of  medical  examiners. 


OBITUARIES 


Dr.  Raymond  E.  Watkins,  63,  died  in  Emmanuel  Hos- 
pital, Portland,  in  early  .August.  He  was  born  in  Fairdale, 
111.,  in  1882,  attended  Harvey  College,  Chicago,  and  took 
his  medical  training  at  the  University  of  Illinois.  He  came 
to  Portland  in  1911,  and  in  1922  was  named  professor  of 
gynecology  at  University  of  Oregon  Medical  School.  He 
retired  from  private  practice  three  years  ago,  devoting  his 
full  time  to  his  medical  school  departmental  duties.  He  was 
a member  of  the  Multnomah  County  Medical  Society, 
Oregon  State  Medical  Society,  American  Medical  Associa- 
tion and  the  .American  College  of  Surgeons,  as  well  as  a 
member  and  former  officer  of  several  societies  connected 
with  his  specialties. 

Dr.  J.  Chris  O’Day,  78,  former  Portland  physician  and 
surgeon,  died  in  Honolulu  recently.  Born  in  Dunkirk,  N.  Y., 
early  in  his  medical  career  he  established  residence  in 
Portland  and  for  many  years  was  prominent  in  medical 
and  civic  activities.  Some  thirty  years  ago  he  removed  to 
Hawaii,  where  he  engaged  in  practice  and  did  considerable 
writing.  He  had  retired  prior  to  Pearl  Harbor,  but  again 
gave  his  services  to  aid  in  the  emergency. 

Dr.  Toi\'0  Johhannes  Forsstrom,  78,  Astoria,  died  in 
that  city  .August  16.  He  was  born  in  Finland  in  1867,  grad- 
uated in  medicine  from  the  University  of  Helsingfors,  and 
took  additional  training  at  medical  establishments  in  Berlin 
and  Vienna.  In  1906  he  came  to  Astoria  to  establish  prac- 
tice and  spent  the  balance  of  his  life  there.  He  was  a 
member  of  Clatsop  County  Medical  Society,  and  Oregon 
State  Medical  Society  as  well  as  several  fratennal  organi- 
zations. 

Dr.  Howard  L.  Dumble,  85,  pioneer  doctor  of  Hood 
River  valley,  died  July  6 in  the  Hood  River  hospital,  fol- 
lowing an  illness  of  several  years.  He  graduated  from 
National  University,  Medical  Department,  District  of  Co- 
lumbia, in  1893.  He  located  for  practice  in  Hood  River  in 
1901. 


FLUORESCENT  LIGHT  IS  NOT  HARMEUL 
Does  fluorescent  light  possess  harmful  qualities  not  found 
in  other  forms  of  artificial  illumination?  The  Council  on 
Industrial  Health  of  the  .American  Medical  Association 
says  “No.” 

Following  an  investigation  by  a joint  committee  on 
Industrial  Ophthalmology,  the  Council,  through  its  secre- 
tary, C.  M.  Peterson,  M.D.,  reports  in  the  .A.M..A.  Jownal 
of  August  25: 

“Fluorescent  lighting  is  not  harmful  to  vision.  It  should 
not  cause  eyestrain  if  properly  installed  and  used.” 

It  was  found  that  the  light  from  fluorescent  lamps  re- 
sembles daylight  more  closely  than  that  from  tungsten-fila- 
ment lamps.  “This  color  resemblance  to  daylight,”  the 
Council  reports,  “is  a desirable  quality,”  adding: 

“Infra-red  energy  found  in  fluorescent  lighting  as  now 
manufactured  produces  no  known  physiologic  effect  except 
that  due  to  heating.  Fluorescent  light  generates  less  heat 
per  candlepower  than  tungsten  lamps. 

“Glare  occurs  in  any  system  of  lighting.  . . . Excessive 
light  may  produce  symptoms  of  eyestrain  in  susceptible 
individuals  regardless  of  source.  Constitutional  factors 
should  be  corrected  as  well  as  the  amount  and  kind  of 
light.” 


TUBERCULOSIS  .AND  TOBACCO 
“Statistical  studies  have  not  shown  tuberculosis  infec- 
tion or  disease  to  be  more  frequent  in  users  of  tobacco 
than  in  those  who  abstain,”  says  The  Journal  of  the 
American  Medical  Association  for  August  11,  The  Journal 


adds  that  among  tuberculosis  patients  it  has  been  found 
that  those  who  smoke  are  apt  to  have  a higher  incidence 
of  throat  involvement  and  that  such  complications  appear 
to  be  adversely  affected  by  persistence  in  smoking.  Most 
physiologists  are  convinced  that,  for  the  tuberculosis  pa- 
tient, smoking  can  do  no  good  and  may  do  harm. 


PLASTIC  ARTIFICIAL  EYES 

Thirty  installations,  twenty-nine  general  hospitals  and 
one  regional  hospital,  have  been  designated  plastic  eye 
centers  for  the  .Army  Medical  Department.  “There  is  no 
existing  backlog  for  plastic  eyes  and  it  is  not  contemplated 
that  any  more  centers  will  be  opened,”  said  Major  Trygve 
Gundersen,  MC,  Chief  Consultant  in  Ophthalmology  to 
Major  General  Norman  T.  Kirk,  The  Surgeon  General. 

.All  existing  laboratories  have  adequate  space,  personnel, 
and  supplies,  with  the  exception  of  one  general  hospital, 
and  action  is  being  taken  to  expand  the  facilities  so  that 
production  can  be  increased  at  this  establishment. 

.As  of  June  30,  1945,  approximately  5100  plastic  artifi- 
cial eyes  have  been  made  and  fitted.  In  addition,  the  plastic 
eye  laboratories  have  made  conformers,  eye  spheres  and 
other  appliances  for  the  eye  clinics. 

Experimental  work  is  still  being  carried  on  in  the  plastic 
artificial  eye  program.  Technicians  are  continually  endeav- 
oring to  improve  and  give  these  plastic  eyes  greater  mo- 
bility and  lessen  abrasion. 

Three  teams  of  officers  and  enlisted  men  who  are  experi- 
enced in  making  plastic  artificial  eyes  are  overseas,  and 
four  additional  teams  are  now  being  trained  in  this  work. 
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HOUSE  OF  DELEGATES 
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GENESIS  AND  DEVELOPMENT  OF 
MEDICAL  SERVICE  BUREAU  SYSTEM 


The  tremendous  and  perplexing  problem  of  providing 
security  to  the  wage  earner  against  the  unpredictable  ex- 
pense incurred  by  illness  does  not  constitute  an  unsolved 
problem  with  the  Washington  State  Medical  Association. 
Doctors  in  this  Commonwealth  are  more  convinced  than 
ever  that  they  were  right  in  their  original  thinking,  when 
they  prepared  to  meet  the  much  discussed  question  years 
ago  by  offering  a prepaid  medical  program  through  a 
bureau  system.  The  idea  was  born  in  Pierce  County  in 
1917,  first  and  foremost  in  the  minds  of  the  physicians 
being  the  fundamental  principles  of  the  practice  of  medi- 
cine that  the  patient  should  have  a free  choice  of  doctor, 
that  all  doctors  have  the  right  to  participate  in  the  pro- 
gram on  a fee-for-service  basis,  and  that  there  be  no  third 
party  interference  between  doctor  and  patient. 

With  every  precaution  taken  to  preserve  these  princi- 
ples, the  first  medical  service  bureau  was  formed  as  a non- 
profit organization,  incorporating  the  principle  of  insur- 
ance on  a strictly  service  basis.  In  this  program  on  a state- 
wide average,  92 per  cent  of  gross  receipts  are  expended 
for  medical  care  and  714  per  cent  for  acquisition  and  ad- 
ministrative costs. 

Since  1931  seventeen  similar  medical  service  bureaus  have 
been  started  in  other  counties,  where  population  warranted, 
and  we  are  in  the  process  of  establishing  three  others.  With 
the  realization  that  there  is  close  relationship  of  one  county 
bureau  to  another  and  that  reciprocal  agreements  existed 
between  bureau  physician  members,  Washington  State 
Medical  Bureau  was  set  up  as  a coordinating  and  parent 
body  to  assist  in  raising  the  standards  of  the  local  bureaus, 
and  to  cooperate  with  Washington  State  Medical  .Associa- 
tion in  solution  of  those  questions  involving  the  business 
side  of  medicine.  While  the  local  county  bureaus  exercise 
certain  local  autonomy  to  meet  the  needs  of  their  respective 
communities,  the  plan  as  a whole  is  state-wide  and  is  re- 
ferred to  as  the  “Washington  Plan.”  This  plan  is  under 
the  supervision  and  guidance  of  the  State  Medical  .Asso- 
ciation but  is  administered  by  the  Washington  State  Medi- 
cal Bureau  system. 

There  was  a general  belief  at  the  outset  that  the  plan 
of  the  bureau  was  to  serve  members  of  society  within 
certain  income  brackets,  and  with  variations  meeting  local 
conditions  this  was  adhered  to.  .As  the  enterprise  grew 
and  its  benefits  became  apparent  to  the  public,  there  was  an 
increasing  demand  for  extension  of  the  program  to  in- 
clude members  of  the  worker’s  family  and  for  a broaden- 
ing of  the  provisions  of  the  contracts.  Through  the  years 
the  county  bureaus  have  operated  under  competent  lay 
management,  successfully  meeting  competition  in  the  field 
of  prepaid  medical  and  hospital  care.  Valuable  actuarial 
experiences  have  now  been  recorded,  offering  a basis  from 
which  accurately  to  determine  types  of  coverage  and 
premium  costs  in  the  future. 

.Although  in  these  times  one  hears  of  and  reads  often 


about  “prepaid  medicine,”  twenty-eight  years  ago,  when 
the  movement  was  started  in  this  state,  that  term  was 
scarcely  known.  It  was  truly  a pioneering  venture  for  the 
doctors.  There  were  virtually  no  statistics  available  on 
which  to  base  a premium.  The  doctors  knew  a plan  was 
needed  to  give  medical  service  to  wage  earners  at  a mini- 
mum cost.  They  simply  took  the  chance.  Today  the  Wash- 
ington Plan  is  known  nation-wide. 

The  doctors  gave  lavishly  of  their  time  and  effort  to 
build  up  the  necessary  organization  to  provide  the  public 
with  this  service,  and  even  contributed  in  a financial  way 
to  extend  this  coverage.  The  financial  contributions  were 
made  on  the  part  of  the  doctors  by  accepting  for  their 
services  drastically  reduced  fees.  Thus,  when  our  bureaus 
are  incorporated  under  the  charitable  institution  statute, 
the  words  “charitable”  and  “nonprofit”  have  a real  mean- 
ing. 

The  service  offered  is  free  from  the  taint  of  political 
medicine  and  of  compulsion,  at  half  the  price.  This  service 
is  a movement  which  has  had  a profound  effect  upon  the 
practice  of  medicine  in  Washington  and  to  a lesser  extent 
in  many  other  states.  While  expansion  of  the  program  has 
been  somewhat  handicapped  during  the  war  because  a 
great  many  of  the  physician  members  are  serving  in  the 
armed  forces,  the  bureaus  have  definite  plans  for  further 
development  when  more  doctors  are  available. 

In  order  that  the  medical  service  bureaus  may  be  legal 
in  every  respect  and  thus  meet  requirements  of  the  State 
Insurance  Code,  the  physician  members  of  the  bureaus 
personally  organized  and  financed  an  insurance  company 
which  places  the  State  Medical  Bureau  and  its  component 
county  agents  under  the  supervision  of  the  State  Insur- 
ance Department  which  certifies  to  the  financial  stability 
of  the  plan  through  adequate  reserves  deposited  therewith. 
Thus,  a bureau  subscriber,  say  in  King  County,  may  be 
hurt  or  taken  ill  in  any  part  of  the  state  and  have  his 
medical  and  hospital  bills  paid  by  the  King  County  Medi- 
cal Service  Bureau. 

The  bureaus’  medical  and  hospital  services  not  only  find 
ready  acceptance  among  groups  of  employees  and  their  em- 
ployers, but  unions  themselves  have  contracts  with  us, 
covering  their  administrative  help.  Relationship  between 
the  unions  and  the  medical  service  bureaus  is  one  of  real 
cooperation,  to  the  mutual  benefit  of  the  bureaus  and  re- 
cipients of  the  service.  The  assistance  rendered  by  the  com- 
mittees of  the  unions  has  been  of  great  value  in  determin- 
ing policy  and  coverage. 

Medical  service  and  hospitalization  for  the  worker  only 
partially  solve  the  overall  problem.  Families  of  the  wage 
earners  should  also  be  provided  with  professional  care,  if 
the  wage  earner  is  to  have  medical  economic  security.  It  is 
obvious,  however,  that  with  the  reduction  in  the  number 
of  physicians,  the  bureaus  must  be  cautious  about  obligat- 
ing the  doctors  to  further  responsibilities,  inasmuch  as  it 
is  fairly  well  recognized  that  patient  demands  on  the 
doctors  increase  two  and  a half  times  under  a prepaid 
plan,  as  compared  with  payment  at  time  of  treatment  or 
posttreatment  payment.  However,  family  plans  have  been 
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put  into  extensive  operation  by  many  of  the  county  bu- 
reaus, and  some  of  them  are  having  good  success  in  servic- 
ing these  contracts.  This  phase  of  the  program  will  be 
greatly  e.xpanded  now  that  the  war  is  over.  Thus,  the 
wage  earner  and  his  family  now  have  excellent  opportunity 
for  medical  economic  security,  and  the  doctors  of  this  state 
have  found  a way  to  provide  it  on  a voluntary  basis,  free 
from  government  intervention  and  at  no  cost  to  the  tax- 
payer. 

The  entire  bureau  system  development  in  prepaid  medi- 
cine has  been  on  an  experimental  basis  with  rates,  coverage 
and  inclusion  of  service  being  sufficiently  flexible  to 
permit  changes  as  more  experience  is  obtained.  Through- 
out our  process  of  experimentation,  however,  the  service 
bureaus  and  doctors  have  adhered  to  two  fixed  ideas:  first, 
that  irrespective  of  the  low  charge,  the  highest  type  of 
medical  service  be  guaranteed  to  the  covered  employee; 
second,  that  the  bureaus  maintain  the  fundamental  right 
of  every  man  to  have  a free  choice  of  physician,  with  no 
interference  by  a third  party  in  the  relationship  of  patient 
to  physician. 

To  be  slightly  more  specific,  participants  in  the  Wash- 
ington Plan  now  number  approximately  250,000  and  we 
are  rapidly  adding  to  that  total;  premiums  run  from  $1.75 
to  $2.75,  depending  upon  the  type  of  general  contract, 
and  up  to  $7.75  for  full  family  coverage;  income  runs  in 
the  neighborhood  of  half  a million  dollars  a month ; there 
is  no  surplus  or  reserve,  as  the  bureaus  are  operated  as 
charitable  or  nonprofit  concerns;  benefits  are  limited  to 
from  six  months  to  a year’s  t;me.  The  bureau  service  does 
not  deal  in  principal  sums  nor  monetary  limitations  but 
rather  in  time  limitations.  For  example,  care  of  any  one 
illness,  injury  or  condition  is  provided  up  to  one  year, 
with  hospitalization  for  from  three  to  six  months.  It  is 
obvious  that  under  this  plan  the  patient  has  greater 
security,  inasmuch  as  his  medical  bill  may  be  $10  or  $1,000 
and  in  many  cases  more. 

In  conclusion,  attention  may  be  directed  to  the  unique 
position  now  occupied  by  Washington  doctors:  (1)  pre- 
paid medical  and  hospital  coverage  to  individuals  and 
families,  (2)  bureau  autonomy  to  meet  local  conditions, 
(3)  physician  control  of  medical  services  offered,  (4) 
physician  owned  Insurance  Company  to  underwrite  bu- 
reau liability  contracts.  Under  these  conditions  the  phy.si- 
cians  of  Washington  are  prepared  to  meet  every  reason- 
able demand  with  respect  to  prepaid  medical  and  hospital 
care  with  both  individual  and  family  coverage.  Its  organiza- 
tion is  flexible  enough  to  expand  its  coverage  and  guar- 
antee its  fulfillment  as  conditions  demand. 


STATE  DEPARTMENT  OF  HEALTH 


BUBONIC  PLAGUE  IN  TACOMA 
In  its  current  Health  Department  Bulletin,  the  city  of 
Tacoma  states  that  is  is  again  “free  of  plague  infection” 
through  a concerted  program  of  rodent  control.  The 
statement  “free  of  plague  infection”  came  from  the  United 
States  Public  Health  Service,  and  C.  R.  Fargher,  Tacoma 
Health  Director,  said  control  of  bubonic  plague  is  again 
put  in  “the  hands  of  Tacoma.” 

During  the  past  three  years  the  Port  of  Tacoma  has  been 
in  quarantine  about  twenty-one  months  and  in  this  period 
has  been  quarantined  and  reopened  twice.  There  have  been 
no  human  cases.  Dr.  Fargher  stressed,  but  a rat  suppres- 


sion program  is  being  maintained.  The  control  program,  as 
outlined  by  Dr.  Fargher,  consists  of  building  out  the 
rodents,  starving  and  killing  them. 

Rats  will  be  built  out  by  eliminating  enclosed  spaces 
where  they  live,  by  blocking  entrances  into  buildings,  mak- 
ing sure  that  all  doors  and  windows  fit  tightly,  filling 
openings  around  pipes  and  wires,  screening  all  windows 
and  other  openings  with  heavy  wire  mesh,  extending 
foundations  at  least  twenty-four  inches  below  ground 
level,  providing  cement  floors  at  least  three  inches  thick, 
and  eliminating  all  places  where  rats  can  nest  and  breed. 

Rats  will  be  starved  out  by  storing  garbage  in  tightly 
covered  metal  containers,  placing  garbage  containers  up 
off  the  ground  at  least  eighteen  inches,  keeping  floors  and 
stairways  free  from  food  or  particles  of  food,  keeping 
yards,  streets  and  alleys  free  from  garbage,  and  keeping 
entire  premises  free  from  rubbish  and  wood  piles. 

Rats  will  be  killed  by  setting  several  traps  at  a time  at 
possible  places  of  entry'  to  buildings  or  where  rats  may 
pass.  Poison  baits  will  be  carefully  chosen  and  prepared, 
then  placed  where  frequented  by  rats.  It  is  felt  that  a con- 
tinuous and  city-wide  program  is  needed,  if  rats  are  to  be 
reduced  to  a minimum,  and  it  is  only  in  this  way  that  a 
community  may  feel  safe  from  rat-borne  diseases. 


RAPID  TREATMENT  OF  SYPHILIS 

Simplification  of  the  recommended  treatment  of  gonor- 
rhea has  made  it  unnecessary  for  further  hospitalization 
of  this  type  of  disease  in  the  Rapid  Treatment  Center 
operated  by  the  State  in  Seattle,  Arthur  L.  Ringle,  State 
Health  Director,  announces.  The  Rapid  Treatment  Center 
now  operates  for  syphilis  alone,  both  male  and  female 
patients  being  hospitalized  at  the  Seattle  site.  The  center 
was  transferred  to  Seattle  from  Grand  Mound,  and  since 
July  1 has  been  offering  treatment  to  both  sexes.  Not  only 
are  cases  of  primary  and  secondary  syphilis  treated  at 
the  state  operated  center,  but  congenital  and  asymptomatic 
neural  syhpilitic  cases  also  are  given  care. 

The  course  of  treatment  consists  in  most  cases  of  a 
combination  of  arsenical  bismuth  and  penicillin,  adminis- 
tered over  a period  of  approximately  nine  days.  Patients 
are  admitted  from  all  parts  of  the  State,  most  of  them 
coming  on  a voluntary  basis,  with  an  average  at  the  Rapid 
Treatment  Center  of  about  fifty  daily.  The  center  is  under 
direction  of  Dr.  John  G.  Fonts,  a commissioned  officer  of 
the  United  States  Public  Health  Service.  Patients  are  re- 
ferred to  the  center  through  their  local  health  departments 
which  make  arrangements  for  entry. 


NEW  STATE  ASSOCIATION  PRESIDENT 


.At  the  September  meeting  of  the  House  of  Delegates  at 
Seattle  George  H.  .Anderson  of  Spokane  was  inducted  as 
President  of  Washington  State  Medical  Association,  the 
retiring  President  being  Raymond  L.  Zech  of  Seattle. 

Dr.  .Anderson  is  a fellow  in  American  College  of  Physici- 
ans, a charter  member  of  North  Pacific  Society  of  Internal 
Medicine,  member  of  the  Pacific  Interurban  Clinical  Club, 
and  is  certified  by  the  Board  of  Internal  Medicine.  .A 
Hoosier  by  birth,  he  attended  public  schools  in  Indiana, 
obtained  his  B.S.  Degree  at  the  University  of  Wisconsin 
and  medical  degree  at  Rush  Medical  College. 

Being  a member  of  the  Medical  Reserve  Corps,  he  was 
called  into  the  armed  forces  as  a first  lieutenant  after  his 
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internship,  and  served  in  this  country  during  World  War  i 
in  cardiovascular  work.  After  the  war  he  took  additional 
training  and  came  to  Spokane  to  enter  private  practice, 
where  he  has  become  a leading  practitioner. 


MEDICAL  NOTES 


Hospital  Facilities  May  Terminate.  It  was  reported  in 
early  August  that,  unless  negotiations  for  taking  over  the 
Riverview  Hospital  and  Clinic  in  Raymond  can  be  com- 
pleted within  the  next  few  weeks,  Willapa  Harbor  will  be 
entirely  without  hospital  service  on  September  1.  Positive 
announcement  was  made  that  these  facilities  will  close  on 
that  date. 

Plans  for  Veterans  Hospital.  The  Beacon  Hill  Veterans 
Hospital,  approval  for  which  is  virtually  assured,  will  start 
with  300  beds.  Building  of  the  general  medical  and  surgical 
hospital  on  the  44-acre  Beacon  Hill  golf  course  is  subject 
to  approval  by  the  federal  board  of  hospitals  and  the 
President. 

Temporary  Organization  for  Memorial  Hospital. 
Temporary  directors  were  appointed  by  the  mayor  of 
Monroe  to  investigate  various  features  for  the  proposed 
construction  of  a memorial  hospital.  It  was  the  opinion 
that  plans  should  be  made  to  make  it  a memorial  hospital 
in  honor  of  the  boys  and  girls  of  that  region  who  have 
participated  in  World  War  II. 

County  Hospital  .Architects  to  Be  Selected  Soon. 
The  selection  of  one  or  more  architectural  firms  to  prepare 
plans  for  extensions  to  King  County  hospital  system,  in- 
cluding a new  hospital  at  Georgetown  and  additions  to 
King  County  Hospital,  will  be  announced  soon  by  the 
board  of  trustees.  The  architects  will  begin  immediately  to 
prepare  preliminary  plans  for  the  proposed  facilities  in 
order  to  determine  estimated  costs  and  other  details. 

Plans  for  New  Hospital.  A general  figure  of  100  beds 
for  the  new  hospital  at  Mount  Vernon  is  now  being  talked 
as  suitable  for  the  city’s  needs.  Preliminary  discussions 
moved  ahead  as  chamber  of  commerce,  service  club  and 
medical  association  committeemen  met  for  their  second  ses- 
sion. 

County  Medical  Plan  Is  Illegal.  A recent  ruling  by 
the  attorney-general’s  office  held  that  the  proposed  plan 
was  illegal,  whereby  the  board  of  King  County  commis- 
sioners would  provide  free  medical  attention  for  all  county 
employees.  It  was  pointed  out  that  a board  of  county 
commissioners  cannot  enter  into  a contract  with  a medical 
aid  association  to  furnish  medical  treatment  to  county 
employees  at  county  expense. 

Doctors  .Amass  Veterans  Fund.  The  medical  officers 
beneficial  fund  of  Spokane  County  Medical  Society  now 
has  total  assets  amounting  to  $47,151.  This  fund  is  main- 
tained by  the  society  to  provide  financial  assistance  to  re- 
turning veterans  in  Spokane  County. 

Dr.  Westman  Takes  Louisiana  Position.  Ragnar  T. 
Westman,  U.  S.  Public  Health  Officer,  who  serv'ed  as  Se- 
attle’s health  commissioner  for  the  past  two  years,  has 
recently  started  his  new  post  as  health  officer  of  Calcasieu 
Parish,  Louisiana. 

Retires  From  Practice.  C.  R.  McKinley,  of  Brew- 
ster, announces  that  he  is  retiring  from  active  medical 
practice,  after  having  served  the  people  of  Brewster  and 
vicinity  for  forty-four  years. 


Hospital  Construction  Started.  Ground  for  the  new 
Valley  Memorial  Hospital  at  Sunnyside  was  broken  re- 
cently and  actual  construction  started. 

Sixtieth  .Anniversary.  J.  E.  Bittner,  Sr.  observed  his 
sixtieth  anniversary  recently  as  a practicing  physician  and 
surgeon  of  Moxee  and  Yakima.  Dr.  Bittner  started  his 
medical  career  in  Quebec  in  1885,  and  migrated  to  the 
great  Pacific  Northwest  in  1889. 

Hospital  Committee  Calls  Mass  Meeting.  The  hos- 
pital committee,  formed  to  investigate  various  phases  for 
institution  of  a community  hospital  for  Chelan,  has  com- 
pleted its  work  and  reported  its  findings  at  a public  meet- 
ing .August  10. 

Plans  .Adopted  for  Memorial  Hospital.  Plans  and 
specifications  for  a nineteen-bed  Prosser  memorial  hospital 
were  adopted  by  the  board  of  trustees  at  a special  meet- 
ing held  recently.  The  design  provides  for  addition  of  other 
units  in  the  future  if  desired. 

■Appointed  Health  Officer.  W.  M.  Morgan  was  re- 
cently appointed  city  health  officer  of  Kent.  He  succeeds 
George  M.  MacGregor  who  resigned  the  post  June  1. 


OBITUARIES 


Dr.  Clyde  L.  Welsh  of  Seattle,  age  46,  has  been  offi- 
cially reported  to  have  died  December  15,  1944,  when  the 
unmarked  Japanese  prison  ship  sank  after  being  bombed, 
on  which  was  Lt.  Comdr.  Clyde  L.  Welsh,  MC,  USNR. 
He  was  born  at  Mandan,  N.D.,  February  2,  1899.  He 
graduated  from  Tulane  University  Medical  School  in  1928. 
■After  practicing  a year  and  a half  in  .Aberdeen,  Wash., 
he  located  in  Seattle  in  1932,  specializing  in  eye,  ear, 
nose  and  throat  work.  He  entered  naval  service  .April  10, 

1941.  He  was  reported  missing  in  the  Philippines  in  July, 

1942.  Later  he  was  reported  caring  for  wounded  men  in 
a Japanese  prison  camp.  Recently  official  news  was  received 
of  his  death. 

Dr.  Frederick  W.  Jones,  age  66,  of  Bremerton,  died 
June  1 as  a result  of  a sudden  heart  attack.  He  was  born 
in  England  in  1878.  .After  attending  .Andover  preparatory 
school,  he  received  his  medical  degree  in  1909  at  the 
Medico-Chirurgical  College  of  Philadelphia.  He  settled  in 
Bremerton  in  1927,  specializing  in  eye,  ear,  nose  and  throat 
work  after  postgraduate  work  in  Budapest.  He  had  been 
active  in  his  special  line  of  practice  until  five  years  ago 
when  he  retired.  He  was  in  apparent  good  health  until  the 
time  of  this  fatal  heart  attack. 

Dr.  W.  C.  Brandon,  age  78,  died  at  Colfax  July  4 after 
a prolonged  illness.  He  was  born  in  1867  at  Dover,  Tenn. 
He  obtained  his  medical  degree  from  Vanderbilt  L'niversity 
School  of  Medicine  at  Nashville,  Tenn.,  in  1892.  He  prac- 
ticed in  Whitman  County  for  forty-five  years,  being  first 
located  at  Palouse,  later  at  Endicott  and  .Albion.  For  the 
past  twenty-six  years  he  had  been  located  at  Garfield. 

Dr.  Cline  F.  Davidson  of  Seattle,  age  65  years,  died 
after  a brief  illness  July  21.  He  was  bom  in  Crawford- 
ville,  Ind.,  in  1879.  He  obtained  his  medical  degree  at  The 
Johns  Hopkins  University  School  of  Medicine.  He  located 
for  practice  in  Seattle  in  association  with  his  older  brother. 
Dr.  H.  J.  Davidson,  who  died  about  a year  ago.  He  spe- 
cialized in  endocrinology  in  addition  to  general  practice, 
and  was  recognized  as  a leader  in  that  special  line  of  work. 
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Dr.  Millard  T.  Nelson  of  Tacoma,  age  47  years,  died 
July  2 after  a short  illness.  He  was  born  in  Pendleton, 
Ore.,  and  graduated  from  Washington  University  School 
of  Medicine  at  St.  Louis  in  1921.  He  located  for  practice 
in  Tacoma  in  1924.  He  was  well  known  as  a leading  sur- 
geon of  that  city.  His  hobby  was  thoroughbred  race  horses 
and  for  two  years  he  was  chairman  of  the  Washington 
State  Horse  Racing  Commission.  At  one  time  he  owned 
small  thoroughbred  farms  in  Oregon  and  California. 

Dr.  .Adam  D.  Schlotthauer,  of  Newport,  age  6S,  died 
July  16  after  a prolonged  illness.  He  was  born  at  Marion, 
Kansas,  in  1880,  and  came  to  the  State  of  W'ashington 
with  his  parents  in  1889.  He  graduated  from  the  College 


of  Medical  Evangelists  at  Los  Angeles  in  1918.  He  came  to 
Newport  in  1924  from  Walla  Walla,  where  he  had  been 
superintendent  of  a hospital  and  sanitarium  for  more  than 
four  years. 

Dr.  William  E.  Gibson,  of  Issaquah,  died  July  5 at  the 
age  of  86.  Dr.  Gibson  was  born  in  Jefferson  County,  Pa. 
He  entered  upon  the  study  of  medicine  in  a doctor’s  office 
in  Wilsonville,  Nebraska,  and  later  became  a student  in 
the  College  of  Physicians  and  Surgeons,  at  Keokuk,  Iowa, 
now  Drake  University,  where  he  graduated  with  the  class 
of  1888.  He  then  returned  to  Wilsonville  to  practice  for  a 
year,  after  which  he  settled  in  Issaquah  where  he  took  over 
the  practice  of  his  former  preceptor.  Dr.  Shoemaker. 


IDAHO  STATE 
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Hospital  Under  Department  of  Public  Health.  At 
the  request  of  Gov.  Charles  C.  Gossett,  the  Idaho  Depart- 
ment of  Public  Health  has  taken  temporary'  control  of  the 
State  Hospital,  South,  at  Blackfoot.  Dr.  L.  J.  Lull,  medical 
consultant  of  the  State  Health  Department,  will  be  acting 
medical  superintendent  in  place  of  Dr.  G.  R.  Smith,  former 
director.  These  changes  result  from  recent  investigation  by 
a committee  appointed  by  Gov.  Gossett,  following  charges 
of  mismanagement  against  this  institution.  The  Governor 
has  stated  that  if  any  criminal  offenses  have  been  com- 
mitted in  connection  with  the  management  of  the  institu- 
tion, it  will  be  turned  over  to  the  grand  jury. 

Hospital  Plans  Being  Completed.  Building  program 
plans  to  improve  the  Blackfoot  hospital  have  not  been 
completed,  but  will  probably  be  so  in  the  near  future. 

Haines  Plans  for  Hospital.  Two  lots  belonging  to  the 
city  of  Haines  have  been  set  aside  by  the  city  council  to 
be  used  as  site  for  a hospital.  Since  the  removal  of  all 


doctors  from  Chilkoot  Barracks  almost  a year  ago,  Haines 
has  been  without  medical  aid. 

Haines  Will  Have  Fine  Hospital.  Since  removal  of 
doctors  from  Chilkoot  Barracks  a year  ago,  Haines  has 
been  wdthout  medical  service.  Two  lots  belonging  to  the 
city  of  Haines  have  been  set  aside  as  a site  for  the  hos- 
pital. This  building  will  be  30  by  100  feet,  including 
doctors  offices,  dispensary,  two  four-bed  wards,  with  pri- 
vate rooms. 


OBITUARY 


Dr.  Lyman  F.  West,  age  44,  was  killed  .August  14  when 
a big  Navy  plane  crashed  into  Puget  Sound  near  LaConner. 
Lt.  Comdr.  West  attempted  to  jump  from  the  plane  when 
his  parachute  caught,  preventing  his  escape.  He  and  an- 
other man  crashed  with  the  plane,  while  fourteen  others 
escaped  without  serious  injury.  Dr.  West  had  recently  been 
promoted  to  the  rank  of  Commander.  Formerly  he  prac- 
ticed in  Boise  and  was  the  Union  Pacific  Railroad’s  medi- 
cal consultant  at  Sun  Valley. 


SURGICAL  TEACHING  FOR  CHINESE 

Dr.  Leo  Eloesser,  490  Post  Street,  San  Francisco,  Cali- 
fornia, is  now  enroute  to  an  assignment  in  Chungking  as 
teaching  specialist  in  surgery  for  the  Chinese  medical 
training  program  of  the  United  Nations  Relief  and  Reha- 
bilitation .Administration.  Dr.  Eloesser  is  especially  well 
qualified  for  the  job  of  teaching  surgeon  as  he  has  been 
for  over  30  years  clinical  professor  of  surgery  at  Stanford 
University.  He  has  also  carried  on  his  private  practice  as 
a surgeon  in  San  Francisco  since  1910. 

The  medical  training  project,  which  is  part  of  UNRR.A’s 
relief  program  in  China  now  rapidly  getting  under  way, 
was  planned  jointly  by  UNRR.A  and  CNRR.A — the  Chi- 
nese government  relief  agency — to  train  on  a short-term 
basis  all  types  of  workers  to  be  used  in  emergency  medical 
relief  units.  Operations  were  begun  in  June  this  year,  and 
a detailed  plan  of  opieration  for  an  emergency  field  medi- 
cal service,  which  will  utilize  the  trainees,  has  also  been 
worked  out  by  CNRR.A  and  the  Chinese  National  Health 
.Administration. 

Recruitment  is  presently  in  progress  for  doctors,  bac- 
teriologists, nurses,  public  health  experts,  sanitary  engi- 
neers and  other  trained  personnel  to  act  as  instructors  in 
the  program. 


Dr.  Eloesser  joined  UNRR.A  last  June.  He  was  educated 
at  the  University  of  California  and  at  Heidelberg,  Ger- 
many, where  he  received  his  M.D.  in  1907.  He  served  as 
military  surgeon  in  the  U.  S.  .Army  in  World  War  I in 
1918-19. 
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THE  HEALTH  COMMISSIONER 


C.  Earl  Albrecht,  M.D.,  who  on  July  1 became  Alaska’s 
first  full  time  Commissioner  of  Health,  proved  himself  a 
true  pioneer  shortly  after  his  arrival  in  the  Territory  in 
June,  1935,  when  he  assumed  responsibility  for  the  imme- 
diate health  needs  of  the  Matanuska  \'alley  during  the 
early  days  of  the  famed  Alaska  rehabilitation  project, 
established  a medical  program,  built  a hospital  at  Palmer 
and  acted  as  Superintendent  of  this  institution  until  his 
entry  into  the  Armed  Forces  of  the  United  States  in  1941. 

Dr.  Albrecht  was  ably  fitted  for  his  successful  under- 
taking in  the  Matanuska  \'alley  for  he  comes  of  a pioneer 
American  family  which  has  contributed  not  only  to  the 
development  of  new  country  in  the  United  States  but  was 
also  among  the  early  builders  of  midwestern  Canada.  Dr. 
Albrecht  was  born  near  Edmonton,  Canada,  June  25, 
1905,  when  his  father  was  a pioneer  clergv’man  in  the 
western  provinces  of  the  Dominion.  In  1911  the  family 
returned  to  the  United  States  to  make  its  home  in  South 
Central  Minnesota  and  later  in  North  Dakota,  where  the 
doctor  received  his  elementary  and  high  school  education. 

He  graduated  from  Moravian  College  in  1926,  receiving 
a B..4.  degree,  and  from  the  Theological  Seminary  in  1928 
when  he  received  his  B.D.  degree.  Having  completed  his 
training  for  the  ministry  and  desiring  to  become  a medical 
missionary,  he  entered  Jefferson  Medical  College  in  Phila- 
delphia, from  which  he  graduated  in  1932.  He  served  one- 
year  rotating  internship  at  .\bington  Memorial  Hospital, 
North  Philadelphia.  Following  this,  he  spent  one  year  in 
clinical  pathology,  during  which  time  he  served  as  .Assistant 
Director  of  Laboratories.  The  next  year  was  spent  in  the 
capacity  of  Chief  Resident  Physician  and  Surgeon  at  this 
hospital. 

In  June,  1935,  Dr.  Albrecht  went  to  .Anchorage,  Alaska, 
to  serve  as  superintendent  of  the  .Alaska  Railroad  Hospital. 
His  plans  were  to  transfer  at  a later  date  to  the  Kusko- 
kwim  region  as  a medical  missionary.  However,  when  dur- 
ing the  summer  of  that  year  a critical  need  for  a physician 
arose  in  the  Matanuska  Valley,  he  accepted  the  new  and 
challenging  task.  During  the  time  he  was  medical  director 
and  physician  and  surgeon  in  the  Matanuska  Valley  Hos- 
pital, he  was  also  contract  surgeon  for  the  Eklutna  Voca- 
tional School,  Office  of  Indian  .Affairs,  and  was  designated 
physician  for  the  Veterans  Administration. 

Under  the  Territorial  Department  of  Health  program 
for  Maternal  and  Child  Health,  a demonstration  center 
was  established  at  the  Matanuska  A'alley  Hospital  under  his 
direction  and  an  active  program  was  conducted  in  the 
MatanuskaValley  in  cooperation  with  the  Health  Depart- 
ment. The  U.  S.  Children’s  Bureau  assisted  financially  in 
carr>’ing  out  this  program.  In  1940  he  was  selected  by  the 
Territorial  Department  of  Health  for  postgraduate  study  in 
obstetrics  and  pediatrics. 

Dr.  .Albrecht  was  caled  to  active  duty  in  the  .Armed 
Forces  in  the  rank  of  Captain  in  November,  1941.  He  was 


appointed  as  ward  surgeon  in  charge  of  a surgical  ward  at 
the  Station  Hospital,  Fort  Richardson.  In  a few  months  he 
was  appointed  a Chief  of  the  Surgical  Service,  at  which 
time  he  was  promoted  to  the  rank  of  Major.  After  seven- 
teen months  service  as  a Major,  he  was  promoted  to  the 
rank  of  Lieutenant  Colonel  and  appointed  Executive  Officer 
of  the  Station  Hospital. 

In  November,  1944,  he  became  the  Commanding  Officer 
of  the  Station  Hospital  and  Post  Surgeon,  which  appoint- 
ments he  held  until  July,  1945,  when  he  was  released  from 
the  .Armed  Forces  to  assume  the  position  of  Commissioner 
of  Health  of  the  Territorial  Department  of  Health, 
to  which  position  he  was  appointed  by  the  Department’s 
Board  of  Health. 

Dr.  .Albrecht  was  married  to  Miss  Blanche  Smith  of 
Parkesburg,  Pennsylvania,  in  1935.  Mrs.  .Albrecht  is  a 
graduate  nurse  of  the  Methodist  Hospital,  Philadelphia, 
and  after  completing  training  specialized  in  surgical  nurs- 
ing. They  are  the  parents  of  two  children,  a son  and  a 
daughter,.  The  family  will  make  its  home  in  Juneau. 


MEMBERS  OF  THE  BOARD  OF  HEALTH 


The  first  meeting  of  the  Board  of  Health  of  the  Terri- 
torial Department  of  Health,  established  by  the  1945  Ter- 
ritorial Legislature,  has  been  called  for  the  early  part  of 
September  in  Juneau. 

Four  residents  of  .Alaska,  one  from  each  judicial  divi- 
sion, were  appointed  by  Governor  Ernest  Gruening  to 
serve  with  him  as  Board  members,  and  were  approved  by 
the  Legislature  in  accordance  with  the  provisions  of  the 
new  Health  Department  law.  .Appointed  to  the  Board  are: 
Dwight  L.  Cramer  of  Ketchikan;  George  Preston,  Sr.,  of 
Fairbanks;  Mrs.  Katherine  Kehoe  of  Nome  and  Rev. 
Rolland  .Armstrong  of  .Anchorage. 


ONE  APPROACH  TO  THE  ALASKA 
TUBERCULOSIS  PROBLEM 

The  .Alaska  Tuberculosis  .Association  has  for  some  time 
played  an  active  role  in  the  attack  against  the  .Alaska 
tuberculosis  problem.  Its  most  recent  activity  was  the  re- 
newal, with  some  changes,  of  a contractual  agreement  with 
the  Territorial  Department  of  Health  for  continuation  and 
expansion  of  the  existing  tuberculosis  control  program. 

Under  the  terms  of  this  contract  the  .Alaska  Tuberculo- 
sis .Association  agrees  to  turn  over  to  the  Territorial  De- 
partment of  Health  the  sum  of  $11,625  to  be  expended  for 
specific  phases  of  the  tuberculosis  control  program  as  set 
forth  in  the  contract.  Such  an  arrangement  makes  it  pos- 
sible for  the  Territorial  Department  of  Health  to  acquire 
additional  funds  for  Alaska  from  Federal  monies  allocated 
for  tuberculosis  control  on  a matching  dollar-for-dollar 
basis.  These  matching  funds  become  available  for  the  pro- 
gram under  the  health  department.  This  cooperative  plan 
increases  the  available  funds  so  sorely  needed  for  further- 
ance of  a vital  program  funds  which  would  otherwise  be 
lost  to  the  Territory. 
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Native  Service  Purchases  Army  Hospital.  The  Alaska 
native  service  has  purchased  the  .Army’s  hospital  at  Fort 
Raymond,  Seward,  and  has  been  given  another  hospital  at 
Skagway.  Both  will  be  used  as  tuberculosis  sanitariums,  at 
least  until  permanent  hospitals  can  be  built  at  Saxman 
and  -Anchorage  or  Nome. 


Superintendent  of  Health  Vessel  Hygiene.  .Ann  P. 
Kent  of  Washington,  D.  C.,  has  joined  the  staff  of  the 
Territorial  Department  of  Health  as  field  physician  in 
charge  aboard  the  mobile  health  unit  vessel  Hygiene.  Dr. 
Kent  received  her  medical  degree  from  the  University  of 
Maryland  Medical  School  and  a degree  from  Johns  Hop- 
kins School  of  Hygiene  and  Public  Health. 


CLINICAL  FORUM 


PEDI.ATRIC  PROBLEM  FOR  SEPTEMBER 

B.  L.  S.  was  born  May  16,  194S,  with  a perfectly  normal 
deliverx'.  Because  of  limited  hospital  facilities  the  mother 
and  child  went  home  within  a few  days. 

When  nine  days  old  this  child  was  brought  into  the 
Children’s  Hospital  in  serious  condition.  She  was  cyanotic, 
legs  and  arms  cold,  and  decidedly  bluish  in  hue.  She  w’as 
very  apathetic  and  with  a history  that  she  was  discovered 
in  this  condition  that  morning  and  could  not  be  aroused. 
Physical  examination  was  negative  except  as  recorded  in 
the  above  history,  also  there  was  marked  degree  of  dehydra- 
tion. Oxygen  was  given,  fluid  intake  forcibly  administered; 
and  within  less  than  thirty-six  hours  the  child  was  well  on 
the  way  to  recovery.  .After  about  eight  days  the  little  patient 
was  progressing  normally  and  was  discharged  from  the 
hospital  in  a satisfactory  condition. 

Two  days  later  the  child  again  app>eared  at  the  hospital 
very  much  dehydrated.  The  mother  stated  the  baby  could 
keep  nothing  on  her  stomach  and  her  outlook  appeared 
serious.  Much  of  the  same  treatment  as  described  above 
was  instituted,  with  no  vomiting;  intake  of  food  and  water 
ample.  She  was  w'ell  on  the  road  to  recovery  in  a few  days. 
.Again,  when  one  month  and  four  days  old,  she  was  dis- 
charged from  the  hospital. 

Three  days  after  her  departure  her  mother  frantically 
returned  her  to  the  hospital  complaining  that  the  child  had 
been  coughing  and  at  times  “turning  blue,”  for  more  than 
twenty-four  hours.  The  child  appeared  to  be  in  a most  seri- 
ous condition.  The  general  cyanosis  was  so  marked  that  the 
mucous  membranes  of  mouth  and  throat  were  dark.  Phy- 
sical examination  revealed  nothing  other  than  the  cyanosis 
and  dehydration.  .After  oxygen,  clysis  and  proper  feeding, 
the  child  was  apparently  perfectly  normal  in  four  days.  Her 
progress  from  then  on  was  that  of  a normal  child  six  weeks 
old,  and  in  two  weeks  she  left  the  hospital  after  an  excel- 
lent progress.  To  the  astonishment  of  all,  six  days  later  the 
mother  aagin  reentered  the  child,  apathetic,  dehydrated  and 
extremely  cyanotic. 

What  is  your  diagnosis  and  especially  prognosis  and  sug- 
gestions for  further  care? 


COMMENTS  ON  OBSTETRIC  PROBLEM 
IN  AUGUST  ISSUE 

First  commentator  states  as  follows:  This  obsteric  case 
presents  a situation  quite  outside  the  usual.  One  would  con- 
sider that  the  peculiar  scar  in  the  lower  abdomen  presented 
a very  important  factor  relative  to  the  engagement  of  the 
head  in  the  first  place,  and,  second,  in  delivery  of  the  child. 
This  is  based  on  the  fact  that  the  patient  had  given  birth 
to  four  children  previous  to  this  operation ; then,  subse- 
quent to  the  abdominal  incision,  she  had  been  delivered  of 
a child  and  such  difficulties  were  encountered  that  it  did 
not  survive  delivery. 

Unfortunately,  we  are  not  given  any  data  which  could 
specifically  clear  up  any  point  of  difficult  deliver>'.  Since 
so  much  seems  to  indicate  that  the  point  of  dystocia  is  in 
the  abdominal  scar,  also  because  she  is  a young  woman  and 


undoubtedly  will  be  exposed  to  further  pregnancies  and 
subsequent  deliveries,  it  would  appear  best  to  do  a cesarian. 
.At  the  time  of  this  operation,  whatever  importance  this 
scar  may  have  relative  to  deliveries  occurring  after  the 
operation  performed  a few  years  ago,  whatever  appears 
necessary  can  be  done  to  obviate  future  dystocia. 

Second  commentator  offers  these  views:  The  fact  that  this 
patient  gave  birth,  presumably  normally,  to  four  children 
and  then  lost  a fifth  following  the  operation  presents  an 
interesting  problem.  The  scar  in  the  abdomen  in  itself  is 
descriptive  of  an  unusual  result.  It  is  also  suggestive  that 
probably  therein  lies  the  reason  for  the  cerxdx  lying  even 
above  the  pelvic  brim.  It  also  may  be  indicative  of  the  rea- 
son for  the  fifth  child’s  delivery  being  so  difficult  that  it 
caused  death. 

It  is  hard  to  conceive  that  merely  an  incision,  peculiar  as 
it  is,  of  the  abdominal  wall,  could  possibly  be  a factor  for 
dystocia  by  itself.  I would  feel  that  some  surgery  involving 
the  uterus  itself  must  have  taken  place  at  the  same  time. 

Since  the  patient  is  a large  woman,  I feel  that  the  pro- 
cedure to  date  was  correct.  The  membranes  should  be  rup- 
tured as  is  recorded,  and  the  amniotic  fluid  allowed  to 
escape  very  slowly  in  order  to  hold  back  the  cord  from 
entering  the  rent  and  being  flushed  out  at  the  same  time. 
It  would  then  be  best  to  await  a few  hours  to  allow  the 
woman  to  deliver  herself.  Since  she  had  been  in  labor  for 
quite  a long  period  it  would  be  necessary  to  give  her  some 
sedation,  also  glucose  and  normal  saline  i.v.  If,  within  two 
or  three  hours  she  had  not  delivered  herself,  and  almost 
surely  she  would  because  she  had  already  normally  had 
four  children,  the  next  procedure  would  be  to  do  a podalic 
v'ersion  and  delivery. 

Conclusion  of  Obstetric  Problem:  .After  about  seven 

hours  more  of  labor  another  vaginal  examination  revealed 
practically  no  change  except  the  cervix  w'as  completely  open. 
Inserting  my  arm  so  far  that  the  patient’s  vulva  was  al- 
most in  my  arm-pit,  I could  barely  reach  the  baby’s  elbow. 

The  placenta  was  discovered  on  the  left  side  up  near  the 
horn.  By  pressure  on  the  outside,  a knee  was  brought  down 
to  displace  the  elbow  and  a version  was  finally  accom- 
plished. .After  allowing  the  baby  to  “sit  on  the  perineum” 
six  to  eight  minutes,  according  to  the  Potter  method,  dur- 
ing which  time  the  baby  recovered  from  the  shock  of  the 
version  and  the  presenting  part  could  still  further  prepare 
the  cervical  canal  for  the  baby’s  head,  the  baby  was  de- 
livered, a normal  child,  weighing  10  pounds  and  6 ounces. 
Convalescence  was  normal. 
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The  compensatory  increase  in  chest  di- 
mensions, whether  in  bronchial  asthma 
or  in  cardiac  failure,  means  one  thing — 
insufficient  oxygen. 

In  both  types  of  condition,  Searle 
Aminophyllin*  is  of  value.  It  overcomes 
circulatory  stasis  by  increasing  the  per- 
fusion of  the  myocardium,  and  results 
in  an  improved  heart  action,  an  increased 
blood  velocity  and  elimination  of  edema 
fluids  by  the  renal  route. 

G.  D.  SEARLE  & CO 

^Contains  at  least  80%  aniiyclrous  theophyllin 


Both  heart  and  lungs  are  thus  enabled 
to  function  with  decreased  effort,  and 
oxygen  transmission  is  aided. 


Indications . 


Cardiac  decompensation 
Bronchial  asthma 
Paroxysmal  dyspnea 
Aid  in  preventinganginal  attacks 
Selected  cardiac  cases 
Cheyne- Stokes  respiration 


In  all  usual  dosage  forms 

CHICAGO  80,  ILLINOIS 
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Cancer  of  the  Colon  and  Rectum.  Its  Diagnosis  and 
Treatment.  Second  Printing.  By  Fred  W.  Rankin,  B..\., 
M.A.,  LL.D.,  Sc.-D.,  F.A.C.S.  Surgeon,  St.  Joseph’s  and 
Good  Samaritan  Hospitals,  Lexington,  Ky.,  and  A.  Ste- 
phens Graham,  M.D.,  M.S.  (in  Surgery),  F..4.C.S.  Surgeon, 
Stuard  Circle  Hospital,  Richmond,  Va.  358  pp.  $5.50. 
Charles  C.  Thomas,  Springfield,  111.,  1945. 

In  this  comprehensive  survey  the  authors  have  conveyed 
their  facts  in  a simple,  concise  manner,  free  from  the 
voluminous,  small  details  of  possible  interest  so  often 
found  in  publications  upon  a specialized  subject.  In  a clear, 
forcible,  concise  manner  they  give  results  of  their  wonder- 
ful experience  in  this  field.  They  also  discuss  views  and 
results  of  some  of  their  contemporaries  in  this  special  line 
of  surgery. 

Throughout  the  volume  one  is  impressed  with  the  large 
number  of  black  and  white  illustrations  concerning  the 
anatomy,  blood,  nerve  and  lymph  supplies  of  the  organs 
involved  and  also  illustrating  the  steps  in  the  various  sur- 
gical procedures.  These  illustrations  are  unusually  well 
chosen,  with  unusual  clearness  and  fitness,  and  are  of  great 
value  to  one  contemplating  work  in  this  special  field. 

Stotistics  form  a part  of  the  chapters  on  incidence,  oper- 
ability, prognosis,  mortality  rates  and  results,  being  read- 
able and  informative  and  are  not  confusing  or  burdensome. 
There  is  an  excellent  chapter  on  pre-  and  postoperative 
treatment  of  these  cases,  given  in  detail.  One  notes  that  the 
authors  have  given  up  the  use  of  intraperitoneal  vaccine 
(Rankin  and  Bargen),  that  they  have  discarded  the  use  of 
spinal  anesthesia.  One  notices  also  that  they  do  not  mention 
the  role  of  sulfasuxidine  in  sterilization  of  the  rectum,  nor 
sodium  pentothal  as  an  anesthetic.  One  would  infer  that 
they  are  not  in  favor  of  them. 

The  chapter  on  operative  surgical  technic  of  the  various 
lesions  of  the  right,  transverse  and  left  colon,  of  the  recto- 
sigmoid and  rectum  are  given  in  unusual  detail  and  clear- 
ness. These  illustrations  are  ideal  and  informative.  There 
is  a short,  excellent  article  on  the  relationship  of  radio- 
therapy in  carcinoma  of  the  rectum  which  is  unusually 
clear  and  to  the  paint. 

One  cannot  go  over  all  of  the  good  points  in  this  volume, 
but  can  say  that  the  work  is  excellent,  very  readable,  com- 
prehensive, full  of  surgical  information  and  surgical  meat. 
It  could  be  heartily  recommended  not  only  to  the  general 
man  but  to  one  who  expects  to  do  active  surgery  in  lesions 
of  the  colon  and  rectum.  Conr.ad  Jacobsen. 


Pulmonary  Tuberculosis  in  the  Adult.  Its  fundamen- 
tal Aspects.  By  Max  Pinner,  M.D.  Chief,  Division  of  Pul- 
monary Diseases,  Montifiore  Hospital  for  Chronic  Diseases, 
New  York,  etc.  579  pp.  $7.50.  Charles  C.  Thomas,  Spring- 
field,  111.,  1945. 

The  author  states  the  primary  aim  of  this  book  is  not 
to  impart  knowledge,  but  to  create  understanding  by  stress- 
ing the  fundamental  aspects  of  tuberculosis  to  a degree  not 
found  in  the  usual  textbook  on  the  subject.  To  illustrate 
how  this  method  is  applied,  the  subject  of  pleurisy  with 
effusion  may  be  used.  Pleuritis  is  not  considered  separately 
as  an  entity  with  the  conventional  development  of  the 
subject  from  definition  through  symptomatology  to  treat- 
ment, but  is  considered  in  several  places  in  relation  to  cer- 
tain of  the  fundamental  aspects  of  tuberculosis.  .Among  these 
are  its  relationship  to  associated  parenchymal  lesions  and 
to  the  immunologic  phases  of  phthisis.  The  pathologic  fea- 


tures of  effusions  in  general  are  also  considered  in  their 
relationship  to  collapse  therapy. 

The  first  three  chapters  on  the  bacillus,  histogenesis  and 
immunology  present  a good  resume  of  existing  knowledge, 
principles  and  theories  associated  with  these  aspects  of 
pulmonary  tuberculosis.  Other  chapters  considered  espe- 
cially important  are  those  on  diagnostic  principles,  physi- 
ology of  respiration,  physiology  of  pulmonary  collapse, 
medical  and  collapse  treatment  and,  above  all,  the  one 
titled  “Evaluation  of  Results  of  Treatment.”  .Another  un- 
usual and  valuable  feature  of  the  book  comprises  the  brief 
annotations  of  the  essence  of  each  reference,  cited  at  the 
end  of  each  chapter. 

The  reviewer  confesses  to  great  admiration  for  this  book 
and  thoroughly  enjoyed  reading  it.  It  should  be  especially 
valuable  to  those  taking  residencies  in  tuberculosis  institu- 
tions and  to  any  one  entering  upon  the  study  of  this  dis- 
ease. -Although  the  author  states  he  has  “not  striven  for 
impartial  catholicity”  and  advocates  one  opinion  on  de- 
batable points,  practicing  the  principles  propounded  should 
result  in  logical  and  consistent  management  of  the  patient, 
and  give  him  the  best  chance  to  make  a functional  as  well 
as  anatomic  recovery  from  tuberculosis.  B.  F.  Francis. 

Constitution  and  Disease.  .Applied  Constitutional  Path- 
ology. By  Julius  Bauer,  M.D.  Professor  of  Clinical  Medi- 
cine, College  of  Medical  Evangelists,  Los  -Angeles,  etc. 
Second  Edition  Revised  and  Enlarged.  247  pp.  $4.  Grune  & 
Stratton,  New  York,  1945. 

In  consequence  of  broad  medical  scholarship  and  ex- 
tensive clinical  observation,  the  author  of  this  book  offers 
clinical  observations  concerning  the  normal  and  abnormal 
qualities  and  functions  of  various  organic  systems  and  their 
interreactions.  Constitution  is  defined  as  “the  sum  total  of 
an  individual’s  characteristics  as  they  are  potentially  de- 
termined at  the  moment  of  fertilization.”  It  is  observed 
that  the  potential  energy  of  the  germ  plasm  accounts  for 
development  of  a full-fledged  human  being  from  a ferti- 
lized human  ovum  in  the  short  period  of  nine  months.  This 
potential  energy  is  what  we  may  call  individual  constitu- 
tion. 

The  extensiv'e  clinical  judgment  of  the  author  and  his 
keen  technical  analyses  are  displayed  in  the  discussion  of 
such  subjects  as  obesity,  high  blood  pressure,  overweight, 
pregnancy,  menopause,  diabetes,  peptic  ulcer  and  cancer. 
The  physician,  with  the  constitutional  insight,  is  prepared 
by  preventive  medicine  to  guard  the  patient  against  unfa- 
vorable influences  that  may  be  affected*by  his  constitutional 
deficiencies.  The  object  of  this  publication  is  to  impress  the 
reader  that  “the  ultimate  aim  of  medicine  is  to  help  the 
sick,  to  cure  sometimes,  to  relieve  often,  to  comfort 
always.”  

Francois  Magendie.  Pioneer  in  Experimental  Physiology 
and  Scientific  Medicine  in  XIX  Century  France.  By  J.  M. 
D.  Olmsted,  Professor  of  Physiology,  LTniversity  of  Cali- 
fornia. With  a Preface  by  John  F.  Fulton.  299  pp.  $5. 
Schuman’s.  New  A'ork,  1945. 

The  name  of  Magendie  is  among  the  medical  immortals. 
.All  physicians  are  familiar  with  Magendie’s  foramen,  law, 
solution  and  spaces.  His  life  covered  the  most  terrible  and 
momentous  period  of  French  history,  from  1783  to  1855, 
during  which  time  monarchy  was  destroyed,  revolution 
prevailed,  and  the  French  Republic  came  into  being.  Dur- 
ing his  lifetime  French  medicine  gained  commanding  in- 
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Jh  the  iAct'mty  of  tke 
Sndoctim  (jlands 

The  depth  to  which  protein  permeates  the  fabric  of  metabolic 
life,  and  the  role  it  plays  as  ''raw^material”  and  component  of 
elaborated  secretions  is  indicated  in  hormonal  composition. 

Thyroxine,  the  active  principle  of  the  thyroid  gland,  is  an 
iodinated  phenyl^ether  derivative  of  the  amino  acid  tyrosine. 
Epinephrine,  the  active  principle  of  the  adrenal  medulla,  is  also 
a tyrosine  derivative.  Insulin,  as  elaborated  by  the  islands  of 
Langerhans,  has  been  isolated  in  crystalline  form  and  found  to 
be  a protein. 

Only  from  the  proteins  of  the  foods  eaten  can  the  organism  de' 
rive  the  protein  substances  required  for  these  complex  purposes. 

Among  man’s  protein  foods  meat  ranks  high,  not  only  because 
of  the  percentage  of  protein  contained,  but  principally  because 
its  protein  is  of  highest  biologic  quality,  applicable  wherever 
protein  is  required. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

AMERICAN  MEAT  INSTITUTE 

MA/N  OFFICE,  CH  I CAGO  . . . M E M B E RS  THROUGHOUT  THE  UNITED  STATES 
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fluence  in  the  Western  world,  followed  by  German  leader- 
ship which  now  has  come  to  England  and  the  United 
States. 

Descended  from  a medical  father,  Magendie  naturally 
absorbed  medical  lore.  He  was  distinguished  as  a physiol- 
ogist, especially  in  its  neurologic  aspects.  He  first  recog- 
nized the  special  functions  of  the  dorsal  and  ventral  nerve 
roots  of  the  spinal  cord.  He  attained  fame  by  publication 
of  his  discoveries  concerning  cerebrospinal  fluid  and  estab- 
lished his  genius,  resulting  from  his  study  of  the  functions 
of  the  central  nervous  system. 

He  became  famous  as  a teacher  following  appointment 
as  professor  at  the  College  de  France.  Naturally  he  par- 
ticipated in  political  affairs,  as  was  true  of  all  scientists  of 
his  day.  This  volume  is  replete  with  interesting  incidents 
concerning  his  scientific  achievements  and  his  personal 
relationships  with  the  distinguished  scientists  of  that  era. 
■Anyone  desiring  information  regarding  the  progress  of 
medicine  and  its  relation  to  political  and  social  life  of  that 
period  will  find  intense  interest  in  reading  this  book. 


.An  Index  of  Differential  Diagnosis  of  Main  Symp- 
toms. By  A'arious  Writers.  Edited  by  Herbert  French, 
C.V.O.,  C.B.E.,  M..A.,  M.D.  Oxon.,  F.R.C.P.,  Consulting 
Physician,  Guy’s  Hospital,  etc.  .Assisted  by  .Arthur  H.  Douth- 
waite,  MD.,  F.R.C.P.,  Physician,  Guy’s  Hospital,  etc.  Sixth 
Edition.  1128  pp.  Seven  Hundred  and  Ninety-eight  Illus- 
trations, of  which  Two  Hundred  and  Thirty-one  are  Col- 
oured. pp.  1128.  $17.  The  Williams  and  Wilkins  Company, 
Baltimore,  1945. 

This  book  represents  a vast  amount  of  medical  informa- 
tion catalogued  according  to  symptoms.  Its  purpose  is  to 
bring  information  to  medical  men,  whenever  difficulty 
arises  in  the  precise  use  of  any  particular  symptom  of 
which  the  patient  may  complain.  It  supplies  one  with  a 
quick  reference  in  respect  to  any  particular  symptom. 

The  material  is  presented  in  outline  form  with  bold 


headings  and  variations  in  subtypes,  all  of  which  greatly 
facilities  assimilation  of  the  subject  matter.  One  is 
amazed  at  the  amount  of  medical  material  contained.  .A 
striking  feature  is  the  abundance  of  illustrations  with  an 
unusual  number  in  color,  all  of  which  helps  materially  in 
making  this  a valuable  adjunct  in  evaluation  of  a given 
symptom. 

•An  unusual  feature  of  this  volume  is  the  general  index 
at  the  end,  containing  184  pages  with  four  columns  to  a 
page.  While  the  body  of  the  book  deals  with  symptoms, 
this  index  carries  under  separate  headings  the  various  dis- 
eases in  which  a given  symptom  may  occur.  While  each 
symptom  may  be  considered  but  once,  the  disease  may  be 
discussed  under  the  heading  of  each  of  its  more  important 
symptoms.  Hence  is  evident  the  usefulness  of  this  general 
index.  K.  B.  Skubi 

Common  .Ailments  of  Man.  Edited  by  Morris  Fishbein, 
M.D.  Editor  Hygeia,  The  Health  Magazine.  177  pp.  $1.00. 
Garden  City  Publishing  Co.,  Inc.,  New  York,  1945. 

This  volume  comprises  a series  of  articles  published  in 
Hygeia,  a health  magazine  for  the  public.  The  book  is  in- 
tended for  instruction  and  guidance  of  the  layman.  It  covers 
a large  number  of  conditions  to  which  every  individual 
may  be  subjected,  many  of  which  seem  trivial  to  him  while 
in  reality  they  are  important.  The  editor  emphasizes  the 
importance  of  any  individual  consulting  a competent  physi- 
cian, when  he  develops  abnormal  conditions  of  health,  even 
though  they  may  seem  to  him  to  be  trivial.  Every  doctor 
should  offer  such  advice  to  his  patients  in  order  to  keep 
them  in  a vigorous  state  of  bodily  health.  Any  doctor  ad- 
vising a patient  to  consult  this  book  will  confer  a benefit 
to  him.  It  contains  much  material,  with  some  of  which 
the  ordinary  layman  may  not  be  familiar.  The  articles  are 
written  in  language  that  any  reader  can  understand  and 
from  the  reading  of  which  he  will  benefit. 


STRICT  SANITARY  CONDITIONS  CAN  END  DYE 
POISONING  AMONG  BABIES 

Many  cases  of  dye  poisoning,  especially  among  babies, 
can  be  prevented,  say  four  New  Orleans  investigators,  by 
strict  sanitary  measures  in  the  handling  of  all  supplies 
entering  the  nursery.  Julian  Graubarth,  M.D.,  Charles 
James  Bloom,  M.D.,  Francis  Carter  Coleman,  M.D.,  and 
Harry  N.  Solomon,  B.S.,  in  their  report  in  the  .August  18 
issue  of  The  Journal  of  the  American  Medical  .Association, 
review  several  cases  of  cyanosis — a dark  coloring  of  the 
blood  and  tissues — caused  by  diapers  stamped  with  an 
aniline  dye. 

■Aniline  is  an  oily,  poisonous  liquid,  colorless  when  pure, 
which  is  the  basis  of  many  dyes.  When  aniline  intoxi- 
cation occurs  ,in  the  body,  chemical  changes  take  place  in 
the  coloring  matter  of  the  red  blood  cells  which  render 
them  incapable  of  transporting  the  normal  amounts  of 
oxygen.  The  grayish  blue  color  which  aniline  intoxication 
imparts  to  the  skin  is  considered  a specific  symptom.  The 
Journal  article  explains  that  aniline  has  a direct  and  toxic 
effect  on  the  nervous  system.  This  is  evidenced  by  such 
nervous  symptoms  as  convulsions,  involuntary  trembling, 
dizziness,  ringing  in  the  ears  and  later  paralysis — signs 
which  are  not  easily  detectable  in  young  infants.  There  is 
also  nausea,  vomiting,  abdominal  pain  and  diarrhea. 

“Because  of  the  rarity  of  aniline  dye  intoxication  in 
nurseries,’’  the  article  points  out,  “the  diagnosis  is  seldom 
thought  of  when  extremely  pronounced  and  unexpected 
cyanosis  appears.”  Cyanosis  in  the  newborn  or  young  baby 
may  often  resemble  a condition  caused  by  certain  heart 
malformations  which  are  present  at  birth.  Two  of  the  com- 
monest causes  of  cyanosis  encountered  in  the  infant  are 
pneumonia  and  the  aspiration  or  breathing  in  of  a foreign 
substance  such  as  milk  curds,  mucus  or  mechanical  objects. 


The  article  states  that  “the  treatment  lies  first  in  the 
prevention,  then  in  removing  the  source.”  The  authors 
caution  that  only  small  portions  of  aniline  dye  are  neces- 
sary to  produce  intoxication  in  infants,  and  this  is  true 
also  for  adults.  If  diapers  bearing  the  ink  stamp  with  ani- 
line dye  are  laundered  before  using,  the  dye  is  rendered 
harmless. 


PACIFIC  MEDICAL  CONFERENCE 

One  of  the  most  important  medical  meetings  of  this  war 
was  held  in  the  Office  of  The  Surgeon  General,  Washington, 
D.  C.,  on  July  30,  31,  and  .August  1,  and  was  attended  by 
outstanding  experts  in  surgery,  medicine  and  disease  con- 
trol from  all  theaters  of  operation  throughout  the  world. 

Major  General  Norman  T.  Kirk,  The  Surgeon  General, 
called  the  meeting  “to  pool  the  knowledge  and  experience 
of  the  men  from  the  fighting  fronts  in  order  that  the  les- 
sons learned  thus  far  in  the  war  can  be  more  thoroughly 
applied  than  ever  before  in  the  conservation  of  human 
life.” 

In  addition  to  about  forty  of  the  country’s  leading  medi- 
cal experts  from  the  overseas  theaters.  General  Kirk  had 
officers  from  virtually  every  division  and  branch  of  the 
Office  of  The  Surgeon  General  attend  the  meetings  and 
thoroughly  discuss  all  phases  of  medical  and  surgical  care, 
supply,  transportation,  training,  and  related  subjects. 

Such  problems  as  the  redeployment  of  millions  of  men 
to  the  Pacific  areas  were  discussed.  It  was  pointed  out  that 
the  transfer  of  such  vast  numbers  of  .American  troops  will 
invariably  present  health  problems,  but  does  not  make  the 
job  impossible  or  unnecessarily  difficult  because  of  the 
experience  of  three  and  one-half  years  of  facing  and  suc- 
cessfully fighting  and  controlling  disease  hazards  of  these 
areas. 
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of  moderate  cost,  beyond  which  the  contributor  may  pro- 
vide anything  he  desires.  Arrangements  can  be  made  by 
'■nrrespondence. 

This  journal  is  not  responsible  for  opinions  or  statements 
made  by  authors  in  communications  or  papers  which  have 
been  published.  The  author  will  be  held  entirely  responsible. 


EDITORIALS 


IS  THE  EMIC  PROGRAM  TO 
CONTINUE  POSTWAR? 

The  Emergency  Maternal  and  Infant  Care  Pro- 
gram is  of  signal  interest  to  physicians  in  the  state 
of  Washington  and  the  Pacific  Northwest.  It  was 
initiated  in  the  Fort  Lewis  area  a few  months  be- 
fore the  Pearl  Harbor  calamity.  Assistance  was 
requested  from  the  State  Department  of  Health 
Maternal  and  Child  Welfare  division  by  the  mili- 
tary authorities  in  caring  for  personnel  maternity 
cases  which  in  increasing  numbers  were  taxing  the 
capacity  of  the  Fort  Lewis  hospital.  Plans  to  care 
for  these  girls  with  scant  funds  in  Tacoma  hos- 
pitals and  by  Tacoma  physicians  were  evolved  and 
approved  by  military  and  state  health  authorities 
and  a committee  from  the  Washington  State  Med- 
ical Association.  The  funds  employed  were  federal 
and  matched  by  the  state  for  the  general  purpose 
of  maternal  and  infant  care,  per  Congressional  Act 
of  1935. 

Within  a little  over  a year  the  Federal  Children’s 
Bureau  had  adopted  this  plan  with  some  variations, 
and  had  it  operating  in  nearly  every  state  in  the 
Union.  Much  dissatisfaction  has  been  expressed  by 
the  medical  profession  because  of  the  method  and 
manner  of  administration.  The  Bureau  selected  its 
own  advisory  committee  which  apparently  is  im- 
potent, since  the  Bureau  pleases  (to  quote  the 
J.  A.  M.  .4.),  “to  disregard  the  advice  of  the  com- 
mittee he,  himself,  selects.” 

In  the  January,  1944,  issue  of  Parent’s  Magazine 
there  appeared  an  article,  originating  in  the  Chil- 
dren’s Bureau,  which  related  the  magnanimous  of- 
fering of  the  Children’s  Bureau  to  the  serviceman’s 
wife  in  need  of  maternal  care  and  indicated  the 
possibilities  of  its  postwar  virtues.  The  writer  of 
this  article  was  interrogated  at  the  meeting  of  the 
.Academy  of  Pediatrics  in  November,  1944,  as  to 
the  import  of  this  article.  .An  assurance  was  given 
that  the  EMIC  program  would  cease  six  months 
after  the  cessation  of  hostilities. 

On  January  28.  1945.  a “Steering  Committee,” 
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chosen  from  the  Bureau,  announced  a widely  com- 
prehensive medical  and  economic  program,  involv- 
ing children  of  every  class,  regardless  of  economic 
status.  Included  in  this  project  was  proffered  full 
maternity  care.  Again  and  again,  in  this  outline  of 
proposed  universal  medical  organization,  the  Chil- 
dren’s Bureau  is  urged  to  promote  and  administer 
the  same  and  to  request  Congress  to  appropriate 
generously  to  its  maintenance. 

The  medical  profession  has  been  much  disturbed 
concerning  the  Wagner-Murray-Dingell  bill.  Be- 
cause of  rather  outspoken  opposition,  revamping 
has  repeatedly  been  necessary.  So  far  its  chief 
efficiency  lies  in  the  fact  that  it  attracts  the  atten- 
tion of  the  public  and  physicians  away  from  the 
activities  of  the  Children’s  Bureau  which  has  been 
quietly,  efficiently  and  solidly  establishing  a va- 
riety of  medical  economics  which  can  be  interpreted 
as  preparatory  to  the  more  inclusive  medical  scope 
of  the  Wagner-iSIurray-Dingell  bill. 

On  July  26,  1945,  a News  Release  announced  a 
Maternal  and  Child  Welfare  Act,  Senate  Bill  1318, 
introduced  by  Senator  Pepper  of  Florida.  It  is  very 
similar  to  the  general  plan  developed  by  the  Chil- 
dren’s Bureau’s  selected  “Steering  Committee,” 
announced  in  the  J . A.  M . A.,  i\Iarch  3.  It  has  the 
suggestion  of  authority  because  emanating  from  a 
small  Senate  group.  It  places  unreservedly  enor- 
mous financial  resources  at  the  pleasure  of  the 
Children’s  Bureau.  All  maternity  cases  and  all  chil- 
dren, regardless  of  economic  status,  are  to  be  re- 
sponsible to  the  Children’s  Bureau,  relative  to 
medical  necessity  and  educational  guidance  until 
twenty-one  years  of  age.  There  is  a suggestion,  at 
least,  of  a well-laid  plan  of  regimentation. 

On  August  14  the  Spokesman  Review  carried  a 
full  column  article  printed  in  capitals.  It  extolled 
the  virtues  of  Senate  Bill  1318  and  announced  that 
the  project  would  be  administered  by  the  Children’s 
Bureau.  It  was  a paid  advertisement.  About  the 
same  time  the  same  similar  one  appeared  in  the 
Seattle  Post-Intelligencer . From  the  above  sequence 
of  evidently  well-planned  administrative  effort,  the 
future  of  the  EMIC  program,  possibly  in  a modi- 
fied form,  seems  fairly  well  assured. 

Who  comprise  the  Children’s  Bureau?  According 
to  the  Yearbook  of  Congress,  February,  1945,  there 
are  three  chief  members:  Katharine  Lenroot,  Chief; 
Dr.  Martha  Eliot,  Associate  Chief;  Gay  B.  Shep- 
person  (man  or  woman?).  Assistant  Chief.  There 
are  ten  divisions  under  these  three.  There  are  two 
doctors:  Dr.  Katherine  Bain  and  Dr.  A.  L.  Van 
Horn  (man  or  woman?). 


In  other  words,  this  Bureau  is  comprised  of 
eleven  women  and  two  men,  three  of  whom  are 
doctors.  They  are  going  down  the  road  with  in- 
creasing impetus  to  help  gain  control  of  the  com- 
plete economic  situation  in  the  United  States. 

BAFFLING  POLIOMYELITIS 

During  recent  years  the  causes  of  many  diseases 
have  been  discovered  which  had  previously  been 
unsolved  mysteries,  and  subsequently  methods  of 
cure  were  established.  Of  the  baffling  diseases, 
cancer  and  poliomyelitis  are  among  the  most  no- 
table. It  is  believed  that  the  persistent  investiga- 
tions of  laboratory  research  workers  will  in  time 
discover  their  causes  which  will  lead  to  effective 
therapy. 

Many  interesting  and  suggestive  facts  have  been 
recorded  in  recent  years  concerning  the  appear- 
ances and  manifestations  of  poliomyelitis.  It  seems 
established  that  it  is  particularly  prevalent  during 
the  late  summer  and  early  fall,  but  one  of  the  most 
mysterious  disclosures  is  the  variation  in  the  num- 
ber of  cases  from  year  to  year  in  different  parts  of 
our  country.  Recently  comparisons  have  been  pub- 
lished concerning  the  prevalence  in  different  states 
as  indicated  by  the  records  of  1945  compared  with 
those  of  1944.1  Some  of  the  most  notable  are  thus 
recorded. 

In  the  following  states  increases  have  been  given 
for  the  year  1945  to  August  25,  compared  with  the 
same  period  for  1944.  The  most  striking  are  Texas 
681-134;  New  Jersey  440-120;  Tennessee  228-60; 
Illinois  338-188.  There  appear  some  equally  no- 
table decreases,  those  of  1945  being  compared  with 
1944  as  follows:  N^ew  York  870-2,310;  [Michigan 
61-314;  North  Carolina  71-616;  Ohio  150-396; 
Pennsylvania  246-603;  Virginia  81-369.  It  is  grati- 
fying to  note  that  the  total  for  1945  is  recorded  3s 
5,207  compared  with  7,792  for  1944. 

In  our  Pacific  Northwestern  states  appear  the 
following  reports:  In  Washington  for  1945  to 
.■\ugust  25  are  recorded  115  cases  against  61  for 
1944  to  August  25,  while  Oregon  records  16  cases 
for  this  year  against  110  for  the  previous  year. 
Idaho  reports  only  3 cases  for  1945  against  7 for 
1944. 

While  these  figures  offer  no  solution  for  this 
most  baffling  disease,  they  indicate  a mysterious 
etiologic  factor  which  seems  to  prevail,  resulting 
in  increase  for  one  year,  followed  subsequently  by 
a decrease  in  the  same  locality.  It  is  evident  that 
accurate  records  of  prevalence  of  this  disease  will 
be  of  value  in  helping  to  solve  this  problem. 

1.  National  Foundation  News,  No.  10,  Auk.,  104.'). 
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FEDERAL  AID  FOR  ADVANCEMENT  OF 
SCIENTIFIC  RESEARCH 

The  atomic  bomb,  as  nothing  before,  has  em- 
phasized to  the  public  the  importance  of  science 
in  the  progress  and  defense  of  a nation.  On  the 
request  of  the  late  President  Roosevelt,  Dr.  Van- 
nevar  Bush,  Director  of  the  Office  of  Scientific 
Research  and  Development,  presented  his  report 
for  a national  policy  in  science  in  July,  1945. 

Dr.  Bush  points  out  that  research  in  certain  as- 
pects of  science,  in  which  the  public  interest  is 
great,  should  be  advanced  by  active  government 
support,  in  that  support  from  private  sources  would 
be  entirely  inadequate.  Specifically,  the  report  ex- 
amines the  need  for  government  aid  and  coordina- 
tion in  research  for  public  health,  public  defense 
and  public  welfare.  It  points  out  the  need  for 
government  aid  in  public  education  of  scientific 
talent,  in  which  is  included  an  indictment  of  army 
draft  policies  which  have  “plowed  under  the  seed 
corn,'’  thereby  producing  a deficit  of  trained  re- 
search personnel  for  years  to  come;  and  for  the 
social  reconversion  of  science  of  war  to  peace. 

Medical  research  is  considered  the  bedrock  of 
national  wealth  and  security.  The  tremendous  ad- 
vancement of  medical  sciences  in  the  past  forty 
years  is  shown,  which  increased  the  life  expectancy 
during  1900  to  1942  from  forty-nine  to  sixty-five 
years.  There  still  exists  the  present  serious  chal- 
lenge of  the  malignant  and  degenerative  diseases. 
On  the  face  of  things  it  would  seem  wise  to  let  well 
enough  alone,  that  the  progress  has  been  very  sat- 
isfactory in  the  past,  and  so  should  continue  in 
the  future  through  the  traditional  private  sources 
of  support.  But  these  traditional  sources  of  support, 
largely  endowment  income,  foundation  grants  and 
private  donations,  are  diminishing  and  will  prob- 
ably continue  to  do  so  with  probable  high  taxes 
which  will  continue  to  be  imposed  on  private  income. 
Meanwhile,  research  costs  have  steadily  risen. 

Dr.  Bush  suggests  that  the  government  should 
extend  financial  support  to  basic  medical  research 
in  medical  schools  and  in  the  universities  through 
grants  both  for  research  and  fellowships.  The  cost 
is  planned  at  five  million  dollars  the  first  year  and 
twenty  million  dollars  a year  after  the  program  is 
under  way.  This,  it  would  seem,  is  spending  fed- 
eral funds  for  a very  worthy  cause.  Research  de- 
partments could  be  developed  in  medical  schools 
that  heretofore  have  had  little  financial  support, 
and  continued  or  increased  in  the  stronger  institu- 
tions which  may  otherwise  suffer  in  the  future  due 
to  diminished  financial  support. 


VICTORY 


THE  GREAT  VICTORY  LOAN 

During  the  participation  in  the  World  War  of  the 
Lmited  States,  our  citizens  subscribed  generously  in 
a series  of  campaigns  for  purchase  of  war  bonds. 
The  resulting  accumulation  of  funds  aided  mate- 
rially in  victories  over  Ailed  enemies,  not  only  pro- 
viding arms  and  sustenance  for  our  own  fightng 
forces  but  also  extending  vital  assistance  to  our 
.Allies.  Probably  the  general  impression  prevailed 
that  victories  would  result  in  termination  of  these 
national  campaigns  for  additional  contributions 
from  our  citizens.  This  mistaken  impression  has 
been  dissipated  by  the  announcement  of  the  ap- 
proaching great  Victory  Loan  campaign,  which  will 
start  October  29,  continuing  until  December  8,  with 
final  accounting  December  31. 

During  this  campaign  all  citizens  will  be  urged 
to  purchase  bonds  for  securing  the  victory  of  peace. 
This  Victory  Loan  will  not  only  commemorate  our 
glorious  war  victories  but  will  symbolize  vigilance 
for  new  tasks,  healing  of  the  ill  and  maimed,  restor- 
ing our  sons  to  a happy  and  prosperous  way  of  life, 
and  maintaining  a stable  economy  which  are  vic- 
tories yet  to  be  won. 

.All  classes  of  citizens  will  be  e.xpected  to  partici- 
pate in  this  purchase  of  bonds  to  help  maintain  a 
stable  and  permanent  peace.  The  medical  profes- 
sion will  generously  participate  in  this  campaign  as 
it  has  in  all  previous  ones  for  purchase  of  war  bonds. 
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ORIGINAL  ARTICLES 


ABNORMALITIES  OF  CONJUGATE 
OCULAR  MOVEMENTS* 

S.  E.  C.  Turvey,  M.  D. 

VANCOUVER,  B.  C. 

The  eyes  are  moved  by  voluntary  muscles  in  the 
same  way  that  the  lips  or  legs  are  moved,  but  only 
a small  proportion  of  ocular  movements  is  volun- 
tary or  due  to  an  effort  of  will.  Ocular  fixation  on 
an  object  is  most  frequently  not  voluntary.  It  is 
essential  that  both  eyes  should  work  together,  that 
the  images  should  fall  on  the  same  portion  of  each 
retina  simultaneously  and  that  these  images  should 
be  sharply  outlined  and  distinct. 

The  mechanism  for  this  involuntary  or  reflex 
coordination  is  found  in  the  midbrain  and  pons; 
that  for  the  voluntary  or  purposive  movements  lies 
in  the  second  frontal  convolution  in  both  cerebral 
hemispheres.  If  these  latter  areas  are  destroyed, 
ocular  movements  are  still  possible  but  these  are 
not  associated  with  changes  in  consciousness.  To 
coordinate  the  conjugate  movements  of  the  eyelids, 
there  has  been  suggested  a supranuclear  center 
which  would  receive  impulses  from  all  parts  of  the 
brain  that  could  excite  conjugate  movements:  vol- 
untary impulses  from  the  opposite  frontal  lobe, 
reflex  impulses  from  the  visual  and  auditory  regions 
in  the  occipital  and  temporal  lobes,  from  the  tectum, 
Deiter’s  nucleus  and  from  the  medial  longitudinal 
faaciculus  (to  coordinate  the  muscles  of  the  neck). 

This  center  has  not  been  demonstrated  anatomi- 
cally but  its  destruction  would  affect  group  move- 
ments of  muscles  of  the  eyes  and  not  the  movements 
of  individual  muscles.  Collier  did  not  believe  this 
hypothesis  to  be  sound  or  necessary,  and  stated 
that  the  oculomotor  nuclei  should  be  considered 
only  as  a region  for  the  rearrangement  “of  nerve 
fibrils  from  the  terms  in  which  we  use  our  eyes 
into  the  terms  of  peripheral  nerves.”  Impulses  ar- 
riving at  these  nuclei  are  in  terms  of  conjugate 
upward,  downward,  lateral  movement  and  conver- 
gence. Any  lesion  of  the  cerebronuclear  path  will 
cause  paralysis  of  this  kind  of  movement.  As  the 
fibres  descend  lateral  to  the  nucleus  of  the  third 
nerve,  they  turn  inwards  in  the  order  of  upward, 
downward,  convergence  and  then  lateral  move- 
ments. Hence,  lesions  at  various  levels  along  this 
tuming-in  of  the  fibres  will  cause  differing  losses 
of  function  in  terms  of  vision.  This  extremely  com- 
plex matter  has  not  yet  been  decided. 

♦ Head  before  a Meeting  of  North  Pacific  Society  of 
Neurology  and  I’sychiatry,  Seattie.  Wa.sh.,  Nov.  4,  1944. 


Gordon  Holmes^  described  a patient,  in  whom 
ocular  movements  were  still  possible  but  these 
movements  were  not  voluntary  or  associated  with 
any  change  in  consciousness: 

“A  man  who  had  had  several  strokes  as  a result  of  occlu- 
sion of  cerebral  vessels  complained  of  disturbances  of  vision, 
but  other  symptoms  which  he  presented  must  be  referred 
to  as  they  throw  light  on  the  nature  of  his  ocular  troubles. 
As  far  as  the  functions  subserved  by  the  bulbar  mechanisms 
are  concerned  he  was  almost  a pure  reflex  machine. 

“There  was  complete  paralysis  of  the  voluntary  move- 
ments of  his  face,  but  his  face  moved  well,  even  excessively, 
when  he  was  made  to  smile  or  laugh.  He  could  not  protrude 
his  tongue  when  asked  to,  but  he  licked  away  readily  lemon 
juice  from  his  lips.  He  was  unable  to  open  his  mouth  or 
chew  to  order,  but  he  masticated  vigorously  bread  placed 
between  his  teeth.  He  failed  to  close  his  eyes  to  order,  but 
he  blinked  at  once  when  a threatening  object  approached 
his  face. 

“The  voluntary  movements  of  his  eyes  were  similarly 
affected;  he  was  unable  to  look  to  the  left,  upward  or 
downward,  or  to  converge  on  a near  object,  and  deviation 
to  the  right  was  seriously  restricted.  When,  however,  his 
eyes  were  fixed  on  a point  he  could  follow  this  point  when 
it  was  moved  slowly  in  any  direction,  and  if  his  head  was 
rotated  passively  his  eyes  remained  in  their  original  direc- 
tion ; in  other  words,  they  deviated  through  a corresponding 
angle  in  the  opposite  direction.  Frequently,  too,  his  eyes 
turned  in  the  direction  of  an  unexpected  sound.  No  nys- 
tagmus occurred  when  his  labyrinthine  apparatus  was 
stimulated,  hut  his  eyes  deviated  strongly,  and  remained 
deviated  for  several  seconds  after  the  stimulation  ceased,  in 
the  direction  of  the  slow  phase,  even  though  this  movement 
was  impossible  on  voluntary  effort. 

“During  these  tests  an  interesting  fact  was  observed: 
When  the  eyes  moved  toward  one  side  in  response  to  a 
sound  or  a passive  displacement  of  his  head,  they  swung 
back  quickly  to  their  position  of  rest ; on  labyrinthine 
stimulation  this  occurred  after  a short  delay  which  prob- 
ably represented  persisting  stimulation  of  the  semicircular 
canals.  On  the  other  hand,  when  his  eyes  followed  an  object 
in  any  direction,  they  remained  in  their  new  position  as 
long  as  they  were  fixed  on  the  object,  despite  the  patient’s 
efforts  to  bring  them  back ; under  these  circumstances  he 
was  quite  as  powerless  to  move  them  from  the  left  to  the 
central  position  of  rest  as  in  the  opposite  direction.  If, 
however,  fixation  was  broken  by  placing  a screen  in  front 
of  his  face  or  by  blinking,  his  eyes  at  once  slid  back.  On 
further  testing  it  was  found  that,  if  his  head  was  passively 
rotated  while  his  eyes  were  not  interested  in  any  object, 
they  receded  quickly  to  their  position  of  rest  when  the 
movement  ceased ; if,  on  the  other  hand,  his  eyes  were  fixed 
on  a point  when  his  head  was  moved,  they  remained  in 
compensatory  deviation  on  the  point  as  long  as  fixation 
was  interrupted.” 

There  was  loss  of  voluntary  movements  of  the 
eyes  with  retention  of  reflex  movements  which  could 
be  excited  by  retinal,  auditory  or  labyrinthine 
stimulation.  Furthermore,  there  occurred  a “release 
phenomenon”  which  Holmes  has  named  “spasm  of 
fixation”  insofar  as  there  was  an  inability  to  dis- 
engage the  eyes  from  an  object  on  which  they  were 

1.  Ilolme.s,  G. : Uooking-  and  Seeing;  Movements  and 
Fixations  of  Kyes.  Irish  .1  M.  Sci.,  ui).  56.5-.576,  Sept.,  1936 


October,  1945 


CONJUGATE  MOVEMENTS — TURVEY 


307 


fixed,  even  though  the  head  was  moved  actively  or 
passively.  This  reflex  of  the  macula  was  only  broken 
when  fixation  was  interrupted  by  the  examiner.  It 
is  comparable  to  the  increased  tendon  reflexes,  but, 
unlike  them,  it  involves  perception  of  the  object  as 
well  as  fixation,  and  it  is,  therefore,  a cortical  func- 
tion involving  consciousness.  The  spasm  is  due  to 
the  uninhibited  activity  of  this  cortical  reflex. 

In  other  instances  the  patient  is  unable  to  keep 
his  eyes  fixed  on  any  object  beyond  the  position  of 
primary  fixation. 

CASE  REPORTS 

Case  1.  Male  aet.  64,  had  a right  cerebral  thrombosis 
three  months  ago  with  slight  weakness  of  the  left  face,  arm 
and  leg  for  three  weeks,  and  mental  confusion  for  a month. 
He  recovered  from  the  w'eakness  and  confusion  but,  though 
he  can  move  the  eyes  to  look  at  an  object,  he  cannot  keep 
looking  at  it  for  more  than  a few  seconds.  The  eyes  invol- 
untarily swing  back  to  the  original  position  of  primary 
fi.xation,  only  returning  to  fi.xate  the  object  by  a voluntary 
effort.  The  visual  acuity,  fields  of  vision,  fundi  and  external 
ocular  movements  are  all  normal.  He  has  excellent  insight 
into  his  inability  to  maintain  conjugate  deviation. 

Similar  inability  to  maintain  fixation  also  occurs 
in  paresis  of  the  ocular  muscles,  in  nystagmus,  de- 
fective central  vision,  myasthenia  gravis  and  failure 
of  attention,  but  in  these  the  mechanism  is  obvious. 
\'oluntary  effort  alone  cannot  keep  an  object  in 
central  vision.  An  intact  reflex  mechanism  is  also 
necessary  and  this  involves  the  central  visual  sys- 
tem, the  visual  cortex,  the  anterior  quadrigeminal 
bodies  in  the  dorsal  part  of  the  midbrain,  and  the 
entire  mechanism  for  ocular  movements. 

Another  disorder  of  ocular  movements  is  the  he- 
reditary ophthalmoplegia  externa  described  by  Wil- 
brand  and  Saenger,-  Collins,'^  and  Langdon  and 
Cadwalader.^  This  is  illustrated  by  the  following 
report : 

Case  2.  Hereditary  Ophthalmoplegia  (Collins  type).  The 
patient  is  a male  Englishman,  a saddler,  aet.  57,  who  has 
had  a drooping  of  both  upper  eyelids  all  his  life,  poor 
vision  for  thirty  years  and  a burning  pain  in  his  eyes  for 
one  year.  The  ptosis  W’as  present  at  birth,  did  not  become 
marked  till  adolescence,  but  in  the  last  year  it  has  increased 
so  that  the  pupils  are  occluded.  Twenty-eight  years  ago  an 
operation  on  his  lids  seemed  to  help  temporarily.  About 
thirty-eight  years  ago  his  vision  began  to  fail,  and  though 
glasses  corrected  this  at  first,  in  the  last  several  years  they 
have  been  of  no  avail.  Otherwise  he  is  well. 

His  father  had  similar  affliction  of  his  eyes,  also  lasting 
all  his  life.  His  mother’s  eyes  were  normal.  He  is  an  only 
child.  He  knows  nothing  about  any  of  his  grandparents. 

On  examination,  there  is  ptosis  of  both  eyelids  of  such 
severity  that  the  commissure  is  only  one-eighth  inch  wide, 
and  both  pupils  are  occluded  unless  splints  are  worn  on  the 
frames  of  his  spectacles.  A bilateral  tarsectomy  has  been 

2.  Wilbrand,  H.  and  Saenger,  A.:  Die  Neurologie  de.s 
Anges.  1:117,  1900;  2:170,  1901. 

3.  Collins,  E.  T. : Heieditary  Ocular  Palsies.  Intel-. 

Congr.  Ophth.,  Washington,  p.  103,  1922. 

4.  Langdon,  M.  and  Cadwalader,  W.  B. : Chronic  Pro- 
gressive External  Opthalmoplegia.  Brain,  ,'51:321-333, 
Oct.,  1928. 


performed  at  some  previous  date  (1920  ?).  The  voluntary 
external  ocular  movements  are  entirely  absent  in  all  direc- 
tions except  a downward  conjugate  deviation  of  2-3  mm. 
There  is  no  power  of  convergence  and  thus  the  pupils  react 
only  to  light  and  accommodation,  are  equal  and  round. 

When  the  eyes  are  fixed  on  a slowly  moving  object,  or 
when  the  head  is  moved  with  the  eyes  fixed  on  a stationary 
object,  the  ophthalmoplegia  persists  so  the  lesion  cannot  be 
supranuclear.  The  visual  acuity  is  20/200  20/200  without 
glasses,  and  20/100,  21/100  with  glasses,  though  the  images 
are  all  blurred.  There  is  a myopia  of  six  to  seven  diopters. 
The  fundi  and  the  fields  of  vision  are  within  normal  limits. 
Neurologic  and  general  physical  examinations,  as  well  as  all 
tests  of  blood,  urine  and  spinal  fluid  are  normal. 

In  this  condition  there  is  a gradual  onset  in  in- 
fancy or  adult  life,  and  the  internal  ocular  muscles 
always  escape.  It  has  been  suggested  that  it  is 
either  nuclear  in  origin,  or  that  it  is  an  actual 
“abiotrophy”  of  the  muscles.  It  is  always  bilateral 
and  there  are  no  other  signs  of  disease.  Postmortem 
cellular  changes  have  been  found  in  the  nuclei  of 
the  third,  fourth  and  sixth  cranial  nuclei. 

In  1868  von  Graefe’’  described  a congenital  form 
of  chronic  progressive  ophthalmoplegia  which  usu- 
ally affects  the  external  and  internal  muscles  of  the 
eye,  and  is  associated  with  narrowed  fields  of  vision. 
In  case  3 no  history  of  heredity  was  obtained,  and 
so  far  the  fields  of  vision  are  unaffected. 

Case  3.  Progressive  Ophthalmoplegia.  Female,  aet.  13, 
was  healthy  till  she  was  seven  years  of  age,  when  she  began 
to  have  difficulty  in  opening  the  lids  fully  and  in  turning 
the  eyeballs  to  the  normal  extent.  Both  parents  and  two 
older  siblings  have  normal  eyes  but  nothing  could  be  ascer- 
tained of  the  grandparents.  The  diminution  of  range  of 
movements  of  the  eyeballs  and  of  the  eyelids  has  increased 
until  now  there  are  no  voluntary  movements  of  the  eyeballs, 
and  the  lids  occlude  two-thirds  of  the  pupils. 

The  pupils  are  medium-sized,  round  and  equal,  but  do 
not  react  to  light,  accommodation  or  convergence.  When 
the  eyes  are  fixed  on  a slowly  moving  object,  or  when  the 
head  is  moved  with  the  eyes  fixed  on  a stationary  object, 
the  ophthalmoplegia  persists,  indicating  that  the  lesion  can- 
not be  supranuclear.  But  the  interesting  finding  is  that  the 
orbiculares  oculorum,  the  frontales,  and  the  levator  pal- 
pebrae  arc  also  weak,  while  the  corrugatores,  the  orbicularis 
oris,  the  buccinators  and  the  muscles  of  mastication  are 
normal.  The  visual  acuity  and  the  fields  of  vision  are 
normal. 

Thus,  there  is  a flaccid  paralysis  of  the  muscles 
supplied  by  the  third,  fourth  and  sixth  nerves,  and 
a paresis  of  the  muscles  of  the  face  associated  with 
ocular  movement.  Only  part  of  the  muscles  supplied 
by  the  facial  nerve  are  involved. 

The  eyes  usually  move  in  coordination  with  cer- 
tain facial  muscles,  and  likewise  the  processes  of 
swallowing  and  phonation  are  associated  with  other 
facial  muscles  as  functional  units.  This  is  illustrated 
by  the  following  patient: 

Case  4.  .Amyotrophic  Lateral  Sclerosis:  Female  aet.  29, 
has  amyotrophic  lateral  sclerosis  with  bulbar  and  pseudo- 

.'5.  Oraefe,  A.  von:  Case  of  Chronic  Drogrossivc  Opthal- 
moplegia. (lerg.  Klin.  M'och.,  5:l2(i,  ISfiS. 
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bulbar  signs.  There  is  a spastic  palsy  of  the  muscles  in- 
nervated by  the  tenth,  eleventh  and  twelfth  nerves.  How- 
ever, the  interesting  finding  is  that  the  muscles  of  mastica- 
tion, the  orbicularis  oris,  the  buccinators  and  the  muscles 
of  expression  in  the  lower  face  are  affected  by  the  spastic 
palsy,  while  the  orbiculares  oculorum,  the  frontales  and  the 
levator  palpebrae  (see  case  3)  are  normal.  Here,  again,  only 
a part  of  those  muscles  which  are  supplied  by  the  facial 
nerve  are  involved. 

There  has  been  noted  a close  functional  associa- 
tion of  the  frontalis,  the  corrugator,  and  the  orbicu- 
laris oculi  muscles  with  the  ciliary  muscles  for  many 
years.  In  fact,  these  muscles  have  been  classed  as 
“accessory  muscles  of  accommodation.”  It  has  been 
suggested  that  the  fibres  supplying  the  muscles  of 
the  eyelids  and  forehead  arise  from  a more  dorsally 
placed  group  of  facial  nuclear  cells  which  is  dis- 
tinguished as  a “superior  facial  nucleus.”  As  these 
muscles  usually  escape  in  a supranuclear  lesion,  we 
would  have  to  postulate  a bilateral  innervation 
from  the  motor  centres  of  both  cerebral  hemispheres 
to  these  muscles. 

Nuclear  ophthalmoplegia  is  a paralysis  in  terms 
of  voluntary  conjugate  movements  of  the  eyes  up- 
ward, downward,  laterally  and  convergent.  There 
is  usually  no  diplopia  or  strabismus,  the  pathway 
for  these  movements  being  lateral  to  those  for 
upward  and  downward  movements.  Unless  the 
cause  be  a simple  atrophy  of  the  nerve  cells  (in 
encephalitis  or  in  a condition  akin  to  progressive 
muscular  atrophy),  the  nuclear  lesion  must  of 
necessity  involve  some  of  the  supranuclear  fibres 
and  some  of  the  lower  motor  neurones  as  in  tumors, 
hemorrhages,  neurosyphilis  or  injuries.  In  these  the 
movements  of  the  eyes  will  tend  to  be  involved 
irregularly.  Total  internal  ophthalmoplegia  occurs 
in  lesions  of  the  anterior  part  of  the  third  nerve 
nucleus  or  of  the  lenticular  ganglion  in  the  orbit. 

Recent  investigations  by  Clark®  have  discovered 
some  of  the  central  connections  of  the  million  or  so 
optic  nerve  fibres.  So  far,  no  connection  has  been 
shown  between  these  fibres  and  the  hypothalmus. 
The  lateral  geniculate  body  has  been  shown  to  be 
a remarkable  structure,  in  that  it  has  six  laminae 
and  the  crossed  fibres  end  in  layers  one,  four  and 
six,  whereas  the  uncrossed  end  in  layers  two,  three 
and  five.  There  is  no  mechanism  for  fusion  at  this 
level. 

The  topographic  representation  of  the  retina  in 
the  lateral  geniculate  body  is  very  precise  and  is  of 
a three-fibre  unit.  Clark  speculates  on  the  possi- 
bility of  this  having  any  significance  concerning  the 
trichromatic  theory  of  color  vision  for  the  three 
fundamental  color  sensations.  Complete  destruction 

6.  Clark,  VY.  ET  I.,. : Discussion  on  the  Visual  Path- 


of  one  occipital  lobe  causes  a complete  cellular 
atrophy  of  the  homolateral  geniculate  body  and, 
therefore,  it  is  thought  that  there  are  no  mesence- 
phalic connections  and  no  crossed  connections  to 
the  visual  cortex  to  account  for  macular  sparing. 

The  conducting  unit  of  optic  radiation  is  a six- 
fibre  unit.  Also,  the  visual  cortex  is  not  connected 
by  long  association  fibres  with  distant  areas  of  the 
cortex.  The  visual  association  fibres  are  very  short 
and  extend  out  into  a narrow  zone  immediately  sur- 
rounding area  18,  and  no  farther.  Then  from  area 
18  short  association  fibres  go  to  area  19  and  no 
farther. 

SUMMARY 

1.  Reflex  fixation  of  the  eyes,  with  spasm  of  fixa- 
tion and  inability  to  maintain  fixation  are  dis- 
cussed. 

2.  A case  of  the  Treacher  Collins  type  of  heredi- 
tary ophthalmoplegia  externa  is  described. 

3.  A case  of  the  von  Graefe  type  of  progressive 
internal  and  external  ophthalmoplegia  is  described. 

4.  The  “functional  units”  of  ocular  and  certain 
facial  muscles,  and  of  the  muscles  of  mastication 
and  swallowing  with  other  facial  muscles  are  il- 
lustrated. 

5.  Nuclear  ophthalmoplegia  is  discussed. 

6.  The  central  connections  of  the  fibres  of  the 
optic  nerve  are  discussed  briefly. 


POLICY  ON  OVERSE.AS  ASSIGNMENT 

Only  .Army  doctors  who  have  not  yet  been  overseas  will 
be  given  assignments  in  foreign  theaters  under  the  Medical 
Department  policy.  Major  General  Norman  T.  Kirk,  Sur- 
geoeon  General  of  the  .Army,  has  announced. 

The  same  plan  will  be  followed  with  reference  to  dentists, 
nurses,  and  other  officers  of  the  Medical  Department,  Gen- 
eral Kirk  said. 

There  will  also  be  an  age  limit  for  any  officer  who  is  to 
be  given  an  overseas  assignment,  ranging  from  40  years  as 
the  maximum  for  doctors  and  dentists  down  to  30  years 
for  nurses,  dietitians  and  physical  therapists. 

.Any  officer  who  is  sent  abroad  for  duty  in  the  Medical 
Department  must  be  under  the  age  shown  in  the  table  and 
must  have  a point  score  below  that  listed  in  the  following: 


Corps 

ASR 

Age 

MC 

45 

45 

DC 

45 

40 

SnC 

45 

35 

VC 

30 

35 

MAC 

30 

35 

ANC 

12 

30 

MDD,  PT 

18 

30 

This  revised  policy  on  overseas  assignments  is  part  of 
the  new  separation  program  just  announced  by  which  more 
than  13,000  doctors,  25,000  nurses  and  3,500'  dentists  will 
be  relea.sed  from  military  service  by  the  end  of  the  year. 
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THE  ADMINISTRATION  OF  PENICILLIN 
A SIMPLIFIED  TECHNIC 
Lt.  Comdr.  Norman  W.  Clein 

MEDICAI-  CORPS,  UNITED  STATES  NAVV 
SAN  FRANCISCO,  CALIF. 

The  end-result,  a favorable  therapeutic  effect,  is 
the  chief  factor  in  evaluating  any  form  of  medical 
treatment.  When  a new  drug  such  as  penicillin  is 
introduced,  certain  established  procedures  in  ad- 
ministering that  agent  become  popularized.  With 
wide  and  extensive  experience  by  many  medical 
men  in  various  types  of  cases,  certain  short  cuts  or 
improvements  will  manifest  themselves.  In  other 
words,  the  more  simple,  most  practical,  methods  of 
administering  a drug  that  will  result  in  the  greatest 
therapeutic  victor}^  should  be  the  more  readily  ac- 
ceptable means  of  treatment.  The  suggestions  that 
follow  have  many  advantages  to  the  medical  pro- 
fession as  well  as  the  patient,  and  are  based  solely 
on  clinical  evaluation. 

Keefer  et  aP  have  suggested  that  penicillin  in 
the  average  case  be  administered  by  hypodermic 
injection  ev'ery  three  hours  day  and  night  to  pro- 
duce its  maximum  benefit.  They  claim  that  this  is 
necessary  in  order  to  maintain  an  optimum  blood 
level,  due  to  the  fact  that  most  of  the  penicillin  is 
excreted  from  the  body  in  three  hours.  The  basis 
of  this  contention  is  primarily  the  result  of  exten- 
sive laboratory  data.  Exactly  the  same  reasoning 
has  been  responsible  for  administering  sulfa  drugs 
day  and  night.  But  clinical  experience  has  shown 
that  the  same  results  may  be  obtained  by  giving 
sulfa  drugs  in  various  diseases,  either  in  one  mas- 
sive dose  or  in  several  doses  at  intervals  only  dur- 
ing the  day  time  hours.  It  has  also  been  demon- 
strated that  the  favorable  therapeutic  effect  is  not 
necessarily  dependent  on  the  height  of  the  blood 
level.  In  other  words,  the  clinical  result  is  the  most 
important  consideration  in  treatment  rather  than 
the  laboratory  analysis. 

Although  many  suggestions  have  been  made  rela- 
tive to  administration  of  penicillin  by  mouth,  no 
simple  adequate  method  is  available  at  this  time. 
We  have  used  several  important  changes  in  the 
method  of  administering  penicillin  by  injection 
which  have  proven  very  satisfactory.  In  addition, 
the  patient  was  much  more  comfortable  and  more 
tolerant  of  the  idea  of  receiving  his  injections. 
Patients  receiving  regular  three  hour  injections  of 
penicillin  dread  each  one;  this  means  eight  times 
in  twenty-four  hours.  The  cumulative  strain  and 
uncertainty  as  to  how  long  the  injections  are  going 

1.  Keefer,  C.  S.  et  al:  Penicillin  in  Treatment  of  Infec- 
tions; .A  report  of  500  case.s,  .1,  A.  M.  A.  122  121 7 Aus 
194:L 


to  be  continued  is  often  «a  psychologic  shock. 
Patients  frequently  complain  more  about  the  hurt 
of  the  treatment  than  their  ultimate  fate. 

The  following  simplified  procedure  was  used  in 
treating  approximately  one  hundred  patients.  The 
preparation  of  the  penicillin  solution  may  be  sim- 
plified. The  injections  can  be  made  much  less  pain- 
ful to  the  patient,  if  5 cc.  of  normal  saline  or  dis- 
tilled water  instead  of  20  cc.  is  used  to  dilute  the 
vial  of  crystalline  penicillin  which  contains  100,000 
units.  Therefore,  1 cc.  of  the  penicillin  solution 
(rather  than  4 cc.)  contains  20,000  units.  From 
the  patient’s  standpoint  it  is  less  painful  and  more 
comforting  to  receive  a 1 cc.  injection  rather  than 
4 cc.,  the  standard  procedure,  particularly  if  it 
must  be  repeated  frequently  for  days,  often  in  the 
same  anatomic  region,  the  buttocks. 

Patients  receiving  the  concentrated  dose  ( 1 cc.  to 
20,000  units)  did  not  complain  of  pain,  burning  or 
soreness  at  the  site  of  injection  but  remarked  very 
favorably  on  the  improvement  over  their  previous 
injections.  The  concentrated  dose  was  much  more 
acceptable  and  in  all  of  our  cases  was  equally  or  per- 
haps more  effective  therapeutically  than  the  stand- 
ard method.  Although  we  did  not  experiment  with 
a still  more  concentrated  mixture,  there  seems  to  be 
no  reason  on  the  basis  of  the  above  experience  why 
one  could  not  use  40,000  units  or  more  in  1 cc.  of 
diluent  with  equally  favorable  results. 

The  number  of  injections  in  a twenty-four  hour 
period  and  the  time  interval  between  injections 
may  be  conveniently  shortened.  It  should  not  be 
necessary  to  give  any  medications  during  the  night 
sleeping  hours.  Sleep  is  still  one  of  our  most  val- 
uable assets  in  effecting  a cure  of  any  disease.  IMany 
of  these  patients  have  been  given  barbiturates  or 
other  sedatives  to  put  them  to  sleep.  The  rationale 
of  awakening  a patient  every  three  or  four  hours 
day  and  night  for  an  injection,  when  he  also  needs 
rest,  is  quite  paradoxical.  We  have  found  that  giv- 
ing larger  doses  every  four  hours  during  the  day 
time  only  is  sufficient  to  achieve  the  desired  result. 
If  100,000  units  in  a twenty-four  hour  period  is 
ordered,  this  may  be  given  as  25,OQO  units  four 
times  daily.  The  treatment  may  be  given  one-half 
to  one  hour  earlier  or  later  in  case  the  patient  is 
having  a nap. 

Clinically  it  makes  very  little  difference,  but  the 
patient  is  much  more  comfortable  and  more  re- 
ceptive to  the  treatment.  As  he  improves,  the  dos- 
age can  be  decreased,  that  is,  20,000  units  three 
times  daily  and  the  following  day  to  20,000  units 
twice  daily  and,  if  advisable,  on  the  fourth  day  to 
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10,000  units  twice  daily.  It  has  been  found  that 
gradually  diminishing  doses  each  succeeding  day 
are  equally  or  more  effective  than  consistent  high 
dosages  every  day  that  are  suddenly  discontinued 
when  the  patient  has  been  well  for  a few  days. 
The  tapering  off  process  is  quite  effective  in  the 
same  manner  as  with  the  use  of  sulfa  drugs.  If  the 
maximum  effect  does  not  occur  within  twenty-four 
to  forty-eight  hours,  the  dosage  may  alw'ays  be  in- 
creased. In  chronic  infections  there  seems  to  be  no 
good  reason  why  penicillin  cannot  be  given  during 
the  daytime  only  over  a long  period  of  time. 

There  is  another  decided  advantage  with  this 
method  of  treatment,  the  increased  efficiency  of  the 
hospital  staff.  Not  only  does  the  patient  benefit  by 
receiving  four,  instead  of  eight,  injections  in  twen- 
ty-four hours,  but  it  means  one-half  as  much  work 
for  the  nurses,  or  50  per  cent  fewer  of  the  hospital 
personnel  engaged  in  giving  injections,  sterilizing 
syringes,  etc.  This  is  quite  important,  especially  at 
night,  when  a number  of  patients  are  receiving 
penicillin  and  when  fewer  nurses  are  on  duty. 


ynx,  especially  along  the  lateral  walls.  Cervical  glands  were 
moderately  enlarged  and  tender.  Nasal  mucosa  was  inflamed 
and  edematous  and  the  nose  was  obstructed  by  a thick 
purulent  discharge.  Conjunctivae  were  inflamed.  The  re- 
mainder of  the  examination  was  normal.  White  Blood 
Count,  16,800,  polymorphonuclears  82  per  cent,  lympho- 
cytes 16  per  cent.  Urine,  normal. 

On  account  of  the  fact  that  he  had  not  improved,  al- 
though he  had  received  sulfadiazine  previously,  he  was 
given  25,000  units  of  penicillin  when  admitted,  and  three 
later  injections.  On  the  second  day  he  felt  much  better  and 
swallowed  with  less  difficulty.  His  temperature  was  100.4°. 
The  nasal  discharge  was  free  and  he  was  able  to  breathe 
easily  with  the  aid  of  nasal  saline  irrigations  and  one  per 
cent  neosynephrine  drops  every  two  hours.  The  swelling 
above  the  tonsils  was  diminished  in  size  and  redness.  Peni- 
cillin was  decreased  to  20,000  units  (1  cc.  of  the  solution 
four  times  daily.)  On  the  third  hospital  day  his  throat 
looked  much  improved.  There  was  less  swelling,  redness  and 
only  a few  pus  follicles  on  the  tonsils.  The  ovula  was  prac- 
tically normal  in  size.  Temperature  99°,  pulse  80.  Penicillin 
was  reduced  to  20,000  units  three  times  daily.  On  the  fourth 
day  he  felt  fine  and  did  not  complain  of  his  throat.  Tem- 
perature was  normal.  The  penicillin  was  reduced  to  10,000 
units  three  times  daily  and  on  the  fifth  day  to  10,000  units 
twice  daily. 

The  patient  was  discharged  on  the  tenth  day.  No  throat 
cultures  were  obtained  as  we  did  not  feel  this  would  affect 
our  clinical  treatment  in  any  way.  We  feel  reasonably  cer- 
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290,000 
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Fig.  1.  Outline  of  treatment  for  throat  infection  with  tonsillar  involvement. 


The  average  acute  upper  respiratory  infection, 
severe  enough  to  need  penicillin,  may  require  a 
total  of  100,000  to  300,000  units.  The  amount  may 
vary  in  either  direction.  Since  our  experience  has 
revealed  that  the  rate  and  time  of  cure  are  approxi- 
mately the  same  with  this  method  as  with  the 
standard  technic,  this  is  a decided  advantage  to  the 
hospital  personnel  as  well  as  to  the  mental  and 
physical  comfort  of  the  patient.  This  observation  is 
based  entirely  on  clinical  results  in  approximately 
100  cases. 

CASE  REPORT 

This  case  report  illustrates  the  above  treatment. 

J.  S.,  male,  age  twenty  years.  For  three  days  the  patient 
had  a sore  throat  which  became  worse  so  that  swallowdng 
was  painful.  Chills  and  fever  developed  the  morning  of  the 
third  day.  He  had  received  8 Gm.  of  sulfadiazine  the  day 
before  admission  to  the  hospital,  with  no  apparent  improve- 
ment. 

Physical  examination:  temperature  10.5.6°,  pulse  110, 

respiration  20.  Throat  was  very  red,  inflamed  and  swollen. 
There  was  no  membrane.  The  uvula  was  twice  normal  size. 
The  tonsils  were  large  and  angry  looking  with  scattered 
purulent  material  protruding  from  many  follicles  and  there 
was  a beginning  right  peritonsilar  swelling.  Patches  of  puru- 
lent exudate  and  inflamed  areas  were  pre.sent  in  the  phar- 


tain  from  further  inquiry  that  this  man  was  not  a carrier, 
as  we  did  not  receive  any  additional  patients  from  his  con- 
tacts. 

Chart  number  1 summarizes  the  above  case. 
With  the  proposed  method  of  treatment  this  pa- 
tient received  on  the  first  day  4 injections  of  1.25 
cc.  each  for  a total  of  5 cc.  of  the  solution  or  100,- 
000  penicillin  units,  whereas  with  the  standard 
method  he  would  have  received  8 injections  of  3 
cc.  each  (15,000  units),  a total  of  24  cc.  of  the 
solution.  In  the  five  day  period  of  treatment  with 
the  method  presented,  he  received  a total  of  16  in- 
jections, contained  in  14.5  cc.  of  concentrated  peni- 
cillin solution,  290,000  units,  whereas  by  the  stand- 
ard procedure  he  would  have  received  40  injections 
of  58  cc.  to  receive  the  same  total  dose. 

SUMMARY 

A simple  practical  procedure  for  administering 
penicillin  is  presented  with  the  following  advan- 
tages: 

1.  A more  concentrated  solution  is  used,  requir- 
ing fewer  injections  at  less  frequent  intervals. 
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2.  All  treatments  given  during  daytime  hours 
only. 

3.  There  is  less  pain  and  less  discomfort  to  the 
patient. 

4.  The  efficiency  of  the  hospital  personnel  is  im- 
proved, even  though  fewer  nurses  are  required. 

5.  The  therapeutic  results,  using  the  proposed 
technics  were  equal  to  or  better  than  with  the  stand- 
ard method  used  at  present. 


SIX  PROJECTS  FOR  IMPROVEMENT  OF 
ARTIFICIAL  LIMBS 

.\n  intensified  program  for  the  improvement  of  artificial 
limbs  which  involves  six  separate  projects  will  be  under- 
taken by  the  .Army  in  coordination  with  the  National 
Research  Council,  according  to  an  announcement  by  Major 
General  Norman  T.  Kirk,  Surgeon  General  of  the  .Army. 

In  February  of  this  year  the  National  Research  Council 
through  its  Committee  on  Prosthetic  Devices,  which  com- 
prises some  of  the  country's  outstanding  scientists,  started 
work  on  the  problem  of  providing  better  arms  and  legs 
for  amputees.  Cooperating  with  this  committee  are  the 
Veterans  .Administration,  Navy,  .Army,  National  Bureau 
of  Standards,  Federal  Security  Agency  and  engineers  from 
some  of  the  nation’s  top  industrial  concerns. 

The  research  activities  of  the  Committee  on  Prosthetic 
Devices  will  continue  along  the  same  lines  but  the  Army 
will  give  further  cooperation  in  certain  additional  phases  of 
the  program.  The  plan  of  Army  scientists  is  to  comple- 
ment what  is  being  carried  on  under  the  National  Research 
Council  auspices. 

The  .Army  will  conduct  its  research  work  at  .Army  Gen- 
eral Hospitals  which  are  amputation  centers.  The  presence 
in  these  hospitals  of  orthopedic  surgeons  who  are  handling 
these  amputation  cases  and  the  clinical  evaluation  possible 
under  such  circumstances  is  expected  to  prove  of  definite 
value. 

The  aim  of  both  projects  is  the  general  improvement  in 
the  quality  of  artificial  limbs,  more  standardization  of 
parts  and  the  facilities  of  production  and  fitting. 

The  six  phases  of  the  program  in  which  the  .Army  will 
devote  its  efforts  include: 

1.  Further  development  and  improvement  of  knee  as- 
sembly and  ankle  assembly. 

2.  Investigation  of  materials  for  producing  a cosmetic 
hand  or  for  covering  a mechanical  hand. 

3.  Evaluation  of  usefulness  of  plastics  in  socket  or  limb 
sections. 

4.  Broad  study  of  metals  and  alloys  used  in  fabrication 
of  artificial  limbs. 

5.  Investigation  of  fabrics  and  techniques  of  manufacture 
and  fitting  for  protheses  at  or  below  the  ankle. 

6.  Production  of  a motion  picture  record  of  the  .Army 
amputation  and  prosthetic  program. 

Private  industry  will  play  an  important  part  in  this 
program.  The  Committee  on  Prosthetic  Devices  of  the  Na- 
tional Research  Council  contracts  with  individual  concerns 
for  basic  research  which  is  carried  on  in  the  laboratories  of 
the  company  contracted. 

Northrup  Aviation  Company  in  California  has  done  an 
outstanding  piece  of  work  in  the  improvement  of  a rotary 
wrist  mechanism  which  gives  an  arm  amputee  far  better 
use  of  the  artificial  hand.  This  work  has  been  done  in  col- 
laboration with  Bushnell  General  Hospital  at  Brigham 
City,  Utah. 

The  government  authorizes  payment  for  all  expenses 
under  these  contracts  and  the  .Army  through  its  amputation 
centers  will  afford  every  possible  means  of  cooperation. 

The  War  Department  hopes  to  broaden  this  aspect  of 
the  project  by  enlisting  the  help  of  more  industrial  con- 
cerns which  have  the  laboratory  facilities  to  engage  in 
such  work. 

.An  aporopriation  has  been  authorized  sufficient  to  con- 
tinue this  Army  project  as  long  as  the  Surgeon  General 
expects  to  have  amputee  cases  in  .Army  General  Hospitals. 


STREPTOCOCCIC  DISSOCL^TION  IN 
OTITIS  AND  M.\STOIUITIS* 

Capt.  Edward  E.  Brown 

MEDICAL  CORPS,  ARMY  OF  THE  UNITED  STATES 
FORT  LAWTON,  WASH. 

Evidence  suggestive  of  dissociation  of  the  hemo- 
lytic streptococcus  in  otitis  and  mastoiditis  is  pre- 
sented. Erom  infected  middle  ears  and  mastoids  at 
Queens  General  Hospital,  Jamaica,  New  York,  in 
cases  of  scarlet  fever  and  in  the  general  pediatric 
wards  cultures  were  compared  and  analyzed.  Be- 
tween 1940  and  1943  cultures  on  100  consecutive 
patients  of  each  group  were  noted  (table  1). 

It  is  generally  accepted  that  scarlet  fever  is 
caused  by  a hemolytic  streptococcus.  It  would  be 
logical  to  expect  that  complications  in  scarlet  fever 
would  be  caused  by  this  organism  since  it  is  highly 
virulent.  Indeed,  such  is  the  rule.  However,  other 
organisms  may  be  found,  sometimes  in  combination 
with  the  hemolytic  streptococcus.  These  organisms 
are  mainly  staphylococcus  aureus,  diphtheroid  ba- 
cillus, streptococcus  viridans,  nonhemolytic  strepto- 
coccus and  staphylococcus  albus.  Many  believe  that 
this  particular  group  of  organisms  are  dissociants  of 
the  hemolytic  streptococcus.^ 

DISSOCIATION  IN  SCARLET  FEVER 

Zuelzer  and  Zuelzer-  consider  that  the  hemolytic 
streptococcus  of  scarlet  fever  is  not  a well  defined 
organism  but  rather  a group  of  organisms  with  con- 
siderable variability  • and  mutability.  They  state, 
“not  even  hemolysis  can  be  considered  a constant 
quality.”  Sysak^  found  considerable  differences  in 
degree  of  hemolysis  of  streptococci  isolated  from 
patients  dying  of  scarlet  fever.  Not  only  did  hemo- 
lysis disappear  but  formerly  hemolytic  organisms 
became  viridans  (alpha)  streptococci  and  in  some 
of  these  hemolysis  reappeared  spontaneously. 

Friedemann  and  coworkers^  converted  beta  to 
alpha  streptococci  by  adding  trypaflavin  to  the 
medium  and  were  able  to  restore  the  hemolytic 
streptococcus  by  passage  of  the  alpha  streptococcus 
through  animals.  Morgenroth-^  converted  hemolytic 
streptococci  to  nonhemolytic  streptococci  and 
Freund®  obtained  hemolytic  streptococci  from  viri- 

*Read  before  a Meeting-  of  Journal  Club,  Station  Hos- 
])ital,  F'ort  Lawton,  Wash.,  Feb.  10,  1945. 

1.  Brown,  E.  E. : Streptococcic  Dissociation  and  It.s  Sig- 
nificance. Northwest  Med.  44:272-277,  Sept.,  1945. 

2.  Zuelzer,  G.  and  Zuelzer,  W. : Problems  of  Scarlet 
F'ever.  M.  Hec.,  145:149,  Feb.  17,  1937. 

3.  Sysak,  N. : Pathologic  Changes  in  Scarlet  E’evei-. 

Virchow'S  Arch.  f.  j>ath.  Anat.,  259:647-665,  1926. 

4.  F'riedemann,  LT.,  Deicher.  H.  and  Abraham,  L. : 
Weitere  Experimeutelle  und  klinische  Unter.suchungen 
liber  den  Scharlach  ; liber  die  Veranderlichkeit  der  Schar- 
lachstreptokokken.  Ztschr.  f.  Hyg.  u Infektionskr,  108: 

1 81-191,  1 927. 

5.  Morgenroth,  quoted  by  Sysak,  3 supra. 

6.  Freund,  quoted  by  Sysak,  3 suiira. 


312 


STREPTOCOCCIC  DISSOCIATION — BROWN 


\’OL.  44.  Xo.  10 


clans.  Pryer"  found  that  hemolytic  streptococci  from 
scarlet  fever  cases  became  staphylococci  in  sugar 
media.  Tunnicliff'’’  noted  avirulent  rough  colonies 
in  convalescence  from  various  diseases;  on  sub- 
culturing there  was  reversion  to  typical  scarlet 
fever  streptococci. 

Scarlet  General 
Fever  Ward 


% % 

Hemolytic  streptococcus  alone 69  24 

Hem.  str.  alone  or  in  combination  with  an- 
other organism  84  47 

Staphylococcus  aureus  alone 13  7 

Staph,  aur.  alone  or  in  combination.  .. 37  S3 

Hem.  str.  and  staph,  aur.  in  same  culture....  24  25 

Staph,  aur.  and  diphtheroid  bacillus  in  same 

culture  3 20 

Pneumococcus  alone  or  in  combination 0 13 

Hem.  strep,  and  diphtheroid  bac.  in  same 

culture  7 3 

Influenza-like  bacillus  in  combination  with 

another  organism  0 6 


Table  1.  Cultures  of  otitis  or  mastoiditis  in  100  cases  of 

scarlet  fever  and  in  100  cases  in  general  pediatric  ward. 

Apart  from  the  organisms  listed  in  table  1,  bac- 
teria encountered  less  commonly  were  streptococcus 
viridans,  nonhem.olytic  streptococcus  and  staphylo- 
coccus albus.  Contaminating  cultures  are  omitted 
from  the  table.  They  were  noted  as  follows;  bacillus 
pyocyaneus  in  13  of  200  patients;  proteus  vulgaris 
in  20  of  200  patients. 

RESULTS 

Certain  differences  in  ear-mastoid  cultures  are 
evident  in  the  two  groups  ( table  1 ) . One  notable 
difference  is  the  higher  percentage  of  hemolytic 
streptococcus  cultures  in  cases  of  scarlet  fever  (84 
per  cent)  in  contrast  to  general  pediatric  cases  (47 
per  cent).  In  pure  culture  almost  a three-fold  differ- 
ence is  observed  (69  versus  24  per  cent). 

Other  cultural  differences  can  be  seen.  Staphylo- 
coccus aureus  is  found  in  a distinctly  higher  per- 
centage (53  per  cent)  in  general  pediatric  cases 
than  in  scarlet  fever  cases  (37  per  cent).  Pneumo- 
coccus did  not  appear  in  scarlet  fever,  in  contrast  to 
13  per  cent  in  the  pediatric  ward.  Likewise,  influ- 
enza bacillus  did  not  complicate  scarlet  fever, 
whereas  this  organism  was  recovered  in  6 per  cent 
of  ward  cases. 

Repeat  Cultures:  Whereas  the  majority  of  repeat 
cultures  of  the  ear  or  mastoid  showed  the  same 
organism,  a few  revealed  another  organism  or 
organisms.  In  scarlet  fever  30  repeat  cultures  on  19 
patients  were  analyzed.  Eleven  cultures  differed 
from  the  first.  Of  the  11  changes,  seven  were  less 
virulent  and  4 more  virulent,  as  follows: 

7.  Pryer,  R.  W. : Cause  of  Scarlet  Fever.  Am.  J.  Pub. 
Health.  15:847-8.53,  Oct.,  1925. 

8.  Tunnicliff.  R. : Various  Colonies  of  Hemolytic  Strep- 
tococci in  Scarlet  Fever.  J.  Infect.  Dis.,  49:357-365,  Oct., 
1931. 


a.  Change  to  less  virulent  organism;  hemolytic 
streptococcus  to  staphylococcus  aureus  (three 
times);  hemolytic  streptococcus  to  hemolytic  strep- 
tococcus and  staphylococcus  aureus  (three  times); 
hemolytic  streptococcus  to  diphtheroid  (once). 

b.  Change  to  more  virulent  organism:  staphylo- 
coccus aureus  to  hemolytic  streptococcus  (twice); 
hemolytic  streptococcus  and  diphtheroid  to  hemo- 
lytic streptococcus  and  staphylococcus  aureus 
(once) ; nonhemolytic  streptococcus  and  viridans 
streptococcus  to  staphylococcus  aureus  (once). 

In  the  general  wards,  less  consistent  variation 
appeared  in  repeated  cultures;  in  11  patients,  6 of 
16  repeat  cultures  showed  a different  organism,  no 
two  changes  being  alike.  .\11  organisms  were  of  the 
group  outlined  above,  except  for  the  appearance  in 
one  culture  of  a pneumococcus,  type  23,  not  previ- 
ously noted. 

ANALYSIS 

How  may  we  interpret  the  cultural  differences  in 
otitis  media  and  mastoiditis  in  patients  of  the  two 
groups?  At  least  three  reasons  may  be  assigned  for 
the  differences;  (1)  primary  attack  by  organisms 
other  than  the  hemolytic  streptococcus  in  the  gen- 
eral ward  cases,  (2)  acuteness  and  (3)  greater 
clinical  severity  of  the  scarlet  fever  cases  over  those 
in  the  general  ward. 

1.  Primary  attack  by  organisms  other  than  the 
hemolytic  streptococcus:  This  is  suggested  by  cul- 
ture of  the  influenzalike  bacilli  and  pneumococci 
in  ward  cases  only.  Influenza  bacillus  has  never 
been  reported  as  a streptococcus  variant  and  may 
be  a primary  inciter  of  disease.  Pneumococcus  is  a 
well  known  primary  agent  in  many  cases  of  pneu- 
monia and  may  be  primary  in  otitis.  However,  the 
pneumococcus  may  at  times  dissociate  frcm  the 
hemolytic  streptococcus,^  particularly  type  HI,  for- 
merly designated  as  streptococcus  mucosus  capsu- 
latus.  Furthermore,  one  type  of  pneumococcus  can 
readily  be  transformed  into  another.'’’  'i-  ’4  i3 

2.  Acuteness  of  onset  in  scarlet  fever  cases: 
Whereas  scarlet  fever  is  an  acute  fulminating  dis- 
ease attended  by  considerable  toxemia,  the  cases  of 
otitis  and  mastoiditis  in  the  general  wards  were 
frequently  of  insidious  onset.  In  both  groups  where 

9.  Dawson,  M.  H.  : Interconvertibility  of  "R”  and  "S" 
Forms  of  Pneumococcus.  J.  Exper.  Med.,  47:577-591, 
April,  1928. 

10.  Silberstein,  W. : Zui’  Frage  dei-  Variabilitiit  in  der 
Streptokokken-Pneumokokkengruppe.  Ztschr.  f.  Hvg.  u. 
Infektionskr.,  107:725-730,  July  18,  1927. 

11.  Griffith,  F. : Significance  of  Pneumococcal  Tvpes. 
J.  Hyg.,  27:113,  Jan.,  1928. 

12.  Baurhenn,  'W.  \ Experimentelle  Untersuchungen  zui’ 
Variabilitat  und  zur  Analyses  der  R — S = Limvvandlung" 
von  Pneumokokken,  mit  besonderer  Beriicksichtigung  der 
gruppe  X.  Zentralbl.  f.  Bakt.,  126:68,  Oct.  25,  1 932. 

13.  White,  B. : Biology  of  Pneumococcu.s.  Commonwealth: 
F'und,  New  York,  p.  157,  1938. 
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variation  was  observed,  in  cases  of  favorable  clini- 
cal progress,  the  tendency  was  to  culture  a weaker 
dissociant. 

Others  have  likewise  noted  that  in  recovery  from 
acute  streptococcal  diseases,  or  in  chronic  disease 
which  progresses  favorably,  conversion  to  a less 
virulent  organism  is  common.  Koch  and  iMellon’* 
state;  “The  evidence  suggests  that  the  mechanism 
in  recovery  in  streptococcal  infection  often  involves 
dissociation  of  virulent  streptococci  into  nonviru- 
lent  diphtheroids,  a process  frequentlj^  synchronous 
with  recovery  of  the  patient  as  indicated  by  febrile 
defervescence,  euphoria,  etc.”  The  time  element  is 
emphasized  by  Wolf.’’’  Cultures  taken  some  time 
after  rupture  of  the  drum  in  otitis  tend  to  be  mixed, 
revealing  weaker  dissociants. 

3.  Greater  clinical  severity  of  scarlet  fever  cases: 
Usually  the  most  toxic  cases  of  scarlet  fever  suc- 
cumbed to  complications.  Severe  toxemia  was  de- 
termined by  (a)  low  capillary  resistance,  (b)  sub- 
choreic  twitching  and  other  clinical  symptoms  of 
toxicity  and  (c)  heavy  rash.^'*  Sick  patients  were 
encountered  also  in  the  general  wards,  but  as  a 
group  they  were  not  so  toxic. 

Staphylococcus  aureus  and  diphtheroid  bacillus: 
These  organisms  offer  opportunity  for  speculation 
as  to  their  significance.  It  is  well  known  that  organ- 
isms producing  otitis  and  mastoiditis  are  derived 
from  the  pharynx.  Thence  infection  is  spread 
mainly  through  the  lymphatics  and  blood  stream.^' 
Neither  staphylococci  nor  diphtheroids  have  been 
shown  commonly  to  inhabit  the  pharyngeal  mucosa. 
If  staphylococci  and  diphtheroids  dissociate  from 
the  hemolytic  streptococcus,  it  would  explain  the 
higher  incidence  of  hemolytic  streptococci  in  acute 
and  severe  cases,  and  the  greater  incidence  of  less 
virulent  organisms  in  milder  cases.  Stiles  and  Chap- 
man,^® analyzing  cultures  from  395  cases  of  chronic 
illness,  come  to  such  a conclusion. 

The  passage  of  time  allows  the  body  defense  to 
convert  hemolytic  streptococci  to  staphylococci  and 
diphtheroid  bacilli.  Whereas  in  acute  otitis  media 
and  in  acute  exacerbations  of  chronic  otitis  media 
Wirth^'’  noted  hemolytic  streptococcus  and  pneumo- 
coccus, in  chronic  cases,  he  found  staphylococci 
(albus  and  aureus)  and  diphtheroid  bacilli. 

14.  Koch,  R.  and  Mellon,  R.  R.  ; Biological  and  Clinical 
Significance  of  Diphtheroids  in  Blood  Stream.  J.  Bact.. 
19:25,  Jan.  1930. 

15.  Wolf,  G.  D. : Silent  Mastoiditis.  J.  A.  M.  A.,  104: 
2315-2319,  June  29,  1935. 

16.  Brown,  El.  E. : Capillary  Resistance  in  Scarlet  Fever. 
Arch.  Red.,  17:553-563,  Sept.,  1940. 

17.  Hadjopoulos,  L.  G.  and  Bell,  J.  W. : Direct  versus 
Intermediate  Pathways  in  Infections  of  the  Mastoid, 
•Arch.  Otolaryng.,  25:601-617,  June,  1937. 

18.  Stiles,  M.  H.  and  Chapman,  G.  H.  : Probable  Path- 
ogenic Streptococci  and  Staphylococci  in  Chronic  Low 
Grade  Illness:  Analysis  of  Their  Frequency  in  395  Cases. 
Arch.  Otolaryng.,  31:458-466,  March,  1940. 


Diphtheroid  bacillus  is  considered  an  avirulent 
dissociant  of  the  hemolytic  streptococcus  and  ap- 
pears commonly  in  convalescence  from  strepto- 
coccal diseases. In  scarlet  fever  dissociation  of 
hemolytic  streptococcus  to  bacillary  forms  was 
noted  by  French  observers.-'^  In  our  patients  growth 
of  the  diphtheroid  in  20  per  cent  of  general  pedi- 
atric cases,  in  contrast  with  only  3 per  cent  in  cases 
of  scarlet  fever  is  in  conformity  wdth  the  clinical 
mildness  and  severity,  respectively,  of  the  two 
groups  of  diseases. 

CONCLUSIONS 

Bacterial  cultures,  obtained  from  otitis  media 
and  mastoiditis,  are  compared  in  cases  of  scarlet 
fever  and  in  the  general  pediatric  wards,  each  group 
being  represented  by  100  patients. 

Hemolytic  streptococcus  was  found  in  a consid- 
erably higher  percentage  of  cases  of  scarlet  fever 
over  those  in  the  general  wards.  This  organism 
seems  to  be  associated  with  greater  clinical  severity. 
Evidence  of  dissociation  is  presented  which  suggests 
that  staphylococcus  and  diphtheroid  bacillus  are 
less  virulent  variants  of  the  hemolytic  streptococcus 
and  may  be  cultured  in  clinically  milder  cases  and 
during  recovery. 

19.  Wirth.  E. : Experimentelle  Untersuchungen  zur 

Bac'teriologie  und  Pathologie  der  Chronischen  Mittel- 
ohrentzundungen.  Ztschr.  f.  Hals-,  Nasen-  u.  Ohrenh., 
37:316-356,  May  18,  1935. 

20.  Ramsine.  G.,  Ramsine,  S.  and  Givkovitch,  M. : 
Transformations  du  streptocoque  h^moiytique,  Compt. 
Rend.  Soc.  Biol.,  95:952,  1926. 


TUBERCULOSIS  NOTES 

Traditionally,  or  otherwise,  it  may  be  that  health  offi- 
cials do^  not  allocate  sufficient  time  or  devote  sufficient 
energy  to  dealing  in  a practical  way  with  the  tuberculosis 
problem.  In  view  of  the  comparative  size  of  the  problem, 
should  we  not  change  our  point  of  emphasis  and  direct  our 
attention  more  vigorously  toward  this  disease,  which,  from 
the  standpoint  of  health  and  social  and  economic  security, 
assumes  far  greater  significance  than  all  the  acute  com- 
municable diseases  together?  When  a physician  sees  even  a- 
possible  case  of  scarlet  fever,  he  usually  goes  into  action. 
Jointly  with  the  health  department,  all  recognized  steps  of 
prophylaxis  are  promptly  introduced.  Preventive  medicine 
assumes  a conspicuous  place  in  his  thinking.  The  same  ap- 
plies where  other  acute  communicable  diseases  are  sus- 
pected or  diagnosed.  Because  of  the  acuteness  of  many  of 
these  diseases,  perhaps  the  circumstances  become  more 
dramatic.  The  presence  of  acute  and  serious  illness  engend- 
ers a greater  desire  for  prompt  and  immediate  action  and 
assistance.  On  the  other  hand,  the  insidious  character  of 
tuberculosis  is  less  conducive  to  the  same  mental  reactions. 
But  the  channels  of  infection  in  tuberculosis  may  be  multi- 
plied many  more  times  and  are  far  more  lasting  than  those 
of  acute  communicable  diseases. 

(Robert  E.  Plunkett,  M.D.,  Conn.  State  Medical  Jour., 
Jan.,  1944.)  

Routine  X-rays  of  patients,  nurses,  and  other  hospital 
employees  will  not  only  disclose  unsuspected  tuberculosis 
which  is  extremely  important  to  the  individual,  but  will 
also  protect  other  patients  and  employees  from  the  danger 
of  infection.  .\s  more  and  more  states  are  making  tuber- 
culosis a compensable  disease,  this  factor  will  become  in- 
creasingly important  to  hospital  administration. 

(Karl  H.  Pfeutze,  M.D.,  Mineral  Springs  San.,  Cannon 
Falls,  Minn.) 
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•ARTERIOGRAPHY  IN  DIAGNOSIS  OF 
UPPER  ABDOMINAL  CONDITIONS 
O.  A.  Nelson,  M.  D. 

SEATTLE,  WASH. 

The  history  of  arteriography  dates  back  to  within 
a short  time  after  Roentgen,  in  1895,  discovered 
the  rays  that  bear  his  name.  In  1896,  Haschek  and 
LindenthaP  produced  an  arteriogram  by  photo- 
graphing an  amputated  arm,  following  injection  of 
a radiopaque  medium  into  one  of  the  main  arteries. 
Their  success  incited  considerable  experimental 
work  on  lower  animals  and  cadavers.  However,  the 
lack  of  a suitable  contrast  medium  prevented  the 
application  of  this  instructive  procedure  to  the 
human  being. 

Cameron’s-  announcement  in  1918  that  the 
iodide  molecule  is  opaque  to  the  roentgen  ray 
opened  the  way  for  clinical  arteriography,  and  re- 
ports on  early  studies  were  made  by  Sicard  and 
Forestier^  in  1923  in  France,  Berberich  and  Hirsch^ 
in  1923  in  Germany,  and  Brooks'*  in  1924  in 
.America. 

More  recently  various  types  of  arteriography 
have  been  performed  on  different  portions  of  the 
body;  on  the  extremities  by  Allen  and  Camp,'*  Ed- 
wards,^ Singleton''  and  Knapp.®  Considerable  arteri- 
ography of  the  brain  and  meninges  has  been  re- 
ported by  Moniz,  Pinto  and  Lima,"*  Saito  and  col- 
leagues,” Lohr  and  Jacobi."^  Some  good  work  has 
been  done  on  outlining  the  cardiac  chambers  and 
aortic  arch  by  Robb  and  Steinberg,"*,  Castellanos 


1.  Haschek,  EL  and  Lindenthal,  C.  T. : Elin  Bei^rag  zur 
praktischen  Veiwerthung  der  Photographie  nach  Ront- 
gen.  Wien,  klin  Wchnschr.  9:63-64,  1896. 

2.  Cameron,  D.  F.  : Aqueous  Solutions  of  Potassium  and 
Sodium  lodids  as  Opaque  Mediums  in  Roentgenography. 
J.  A.  M.  A.  70:754-755,  March  16,  1918. 

3.  Sicard,  J.  A.  and  Forestier,  J. : Elxploration  radio- 
logique  par  I’huile  iodee.  Presse  med.  31:493-496,  .Tune  2, 

1923. 

4.  Berberich,  J.  and  Hir.sch,  S. : Die  l ontgenographische 
Darstellung  der  Arterien  und  Venen  am  lebenden  Men- 
schen.  Klin.  Wchnschr.  2:2226-2228,  Dec.  3,  1923. 

5.  Brooks,  B. : 'Intra-arterial  Injection  of  Sodium  lodid  ; 
Preliminary  Report.  .1.  A.  M.  A.  82:1016-1019,  March  29, 

1924. 

6.  Allen,  E.  V.  and  Camp,  J.  D. : Roentgenogi  aphy  of 
Arteries  of  Elxtremities.  Proc.  Staff  Meet.,  Mayo  Clin. 
7:657-662,  Nov.  16,  1932. 

7.  ELdwards,  El.  A.  : Status  of  vasography.  New  Elngland 
J.  Med.  209:1337-1343,  Dec.  28,  1933. 

8.  Singleton,  .A.  O. : Use  of  Intra-arterial  Injections  of 
Sodium  Iodide  in  Determining  Conditions  of  Circulation  in 
Elxtremities:  Report  of  Cases.  Arch.  Surg.  16:1232-1241, 
June,  1928. 

9.  Knapp,  J.  C.  : Arteriography.  New  York  State  J.  Med. 
35:76-78,  Jan.  15,  1935. 

10.  Moniz,  El.,  Pinto,  A.  and  Lima,  A.:  Tumeurs  cerE- 
brales  visibles  par  I’Epreuve  encfphalographique.  Lvon 
chir.  28:273-280,  1931  ; Presse  m6d.  37:500-504,  1929;  Riv. 
otoneur.  6:316-331,  1931;  Surg.,  flynec.  & Obst.  53:155- 
168.  Aug.,  1931.  Moniz,  E.  : Diagnostic  des  tumeuis  c6r^- 
brales  et  ^preuve  de  I'encSphalographie  art^rielle.  Paris, 
Masson  et  cie.,  1931. 

11.  Saito,  M.,  Kamikawa,  K.  and  Yanagizawa,  H.: 
Blood  Vessel  Visualization  (Arteriography;  Veinography  ; 
Angiography)  in  vivo.  Am.  .1.  Surg.  10:225-240,  Nov.,  1930. 

12.  Lohr,  W.  and  Jacobi,  W. : Die  kombinierte  Elncejihal- 
Ai'teriographie,  ihre  Technik  and  ihre  Gefahren.  Chirurg. 
5:81-90,  E"eb.  1,  1933. 

13.  Robb,  G.  P.  and  Steinberg,  I.:  Visualization  of 

Chambers  of  Heart,  Pulmonary  Circulation  and  Great 
Blood  Ves.sels  in  Man.  Am.  .1.  Roentgenol.  41:1-17,  Jan., 
1939. 


and  Pereiras,”  Nuvoli*®  and  others.  However,  to 
dos  Santos*®  and  his  coworkers  must  be  given  the 
credit  for  pioneering  arteriography  of  the  abdomi- 
nal organs  by  aortic  injection.  Their  first  report 
appeared  in  1929  after  about  two  years’  experience. 

The  technic  of  renoabdominal  arteriography  has 
been  described  and  the  hazards  and  untoward  re- 
actions discussed  in  two  communications  by  me.””** 
These  details  will  not  be  repeated  here,  except  to 
state  that  my  arteriograms  of  the  upper  abdomen 
are  made  by  injecting  into  the  aorta  8 to  10  cc.  of 
80  per  cent  sodium  iodide,  and  exposing  the  films 
instantly  on  completion  of  the  injection.  I also  wish 
to  note  that  it  is  now  eight  years  since  I began  my 
work  in  arteriography,  and  I still  experience  far 
less  untoward  reaction  from  this  procedure  than 
from  retrograde  pyelography. 

In  considering  arteriography  as  a diagnostic  pro- 
cedure, I shall  discuss  five  conditions  depicted  in 
the  accompanying  grams:  arteriosclerosis,  portal 
obstruction,  aneurysm,  abdominal  masses  and  vas- 
cular neoplasms  of  the  kidney. 

ARTERIOSCLEROSIS 

To  acquaint  the  reader  with  the  arterial  tree  of 
the  upper  abdomen,  I have  labeled  the  principal 
arteries  in  figure  1.  The  only  abnormality  apparent 
to  me  in  this  gram  is  tortuosity  of  the  arteries,  par- 
ticularly the  splenic.  It  is  my  experience  that  such 
tortuosity  signifies  arteriosclerosis.  Figure  2 reveals 
a more  advanced  stage  of  arteriosclerosis.  Figure  3 
shows  not  only  tortuosity,  but  also  narrowing  of 
the  arteries,  especially  the  splenic,  and  complete 
obstruction  of  some  of  the  principal  branches  of 
the  left  renal  artery,  indicating  an  extreme  stage  of 
arteriosclerosis.  It  is  true  that  a plain  film  made  by 
good  technic  in  many  instances  of  arteriosclerosis 
reveals  advanced  changes  in  the  arterial  wall, 
whereas  an  arteriogram  depicts  the  condition  at  an 
earlier  stage. 

PORTAL  OBSTRUCTION 

Figure  4 demonstrates  dilatation  of  the  mesen- 
teric arteries  in  a man  suffering  from  cirrhosis  of 
the  liver.  As  this  is  the  only  arteriogram  I have 
seen  of  a patient  with  cirrhosis  of  the  liver,  I am 
(Continued  on  page  322) 

14.  Castellano.s,  A.  and  Pereira.s,  R. : Counter-cun-ent 
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1939-April,  1940. 

15.  Nuvoli,  I.:  Arteriografia  dell’aorta  toracica  mediante 
puntuia  deH’aorta  ascendeiite  o del  ventricolo.  Policlinico 
(sez.  prat.)  43:227-237,  Feb.  10,  1936. 

16.  dos  Santos,  R.,  Lamas,  A.  and  Pereira  Caldas,  J.: 
A arteriografia  dos  membros.  Med.  contemp.  47:1-5,  Jan. 
6,  1929.  Idem:  Art^riographie  des  membres  et  de  I'aorte 
abdominale.  Paris,  Masson  et  cie.,  1931. 

17.  Nelson,  O.  A.:  Arteriograi)hy  of  Abdominal  Organs 
bv  Ao"*ic  lii'pction  ; Preliminarv  Rei)ort.  Surg.,  Gynec.  & 
Obst.  74:655-662,  March,  1942. 

18  Ne'«on,  O.  A.:  Arteriography  in  Renal  and  Abdomi- 
nal Conditions.  J.  Urol.  53:521-530,  April,  1945. 
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Fig.  1.  Practically  normal  renoabdominal  arteriogram.  Note  tortuosity  of  splenic 
artery,  indicating  early  arteriosclerosis.  (1,  aorta;  2,  splenic  artery;  4,  left  renal 
artery;  5,  right  renal  artery;  3,  gastrohepatic  artery.) 
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Fig.  3.  Very  advanced  arteriosclerosis.  Note  tortuosity  and  narrowing  of  splenic 
artery  and  obstruction  of  left  renal  artery.  (Arrow  points  to  obstruction.) 


Fig.  4.  Portal  obstruction.  Note  marked  dilatation  of  mesenteric  arteries. 
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Fig.  5.  Aneurysm  of  abdominal  aorta. 


Fig.  6.  Aneurysm  of  lower  abdominal  aorta. 
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Fig.  7.  Large  vascular  neoplasm  of  right  kidney.  Arrows  indicate  pooling  of 
opaque  medium  in  vascular  spaces  of  tumor  tissue. 


Pig.  8.  Splenomegalia.  Solid  line  outlines  spleen  ; dotted  line,  left  kidney. 
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Fig.  9.  Tumor  of  ovarian  origin,  displacing  left  kidney  and  spleen. 


Fig.  10.  Cystic  papillary  adenocarcinoma  of  right  kidney,  displacing  lower  por- 
tion of  aorta.  Note  compression  of  renal  arteries. 
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Fig.  11-A.  A pyelogram  of  an  apparently  normal  right  kidney. 


F'ig.  11-B.  Adenocarcinoma  of  cortex  (hypernephroma)  of  same  kidney  as  in 
fig.  11-A.  Arrows  point  to  small  area  of  stippling  of  radiopaque  medium. 
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Pig.  12-A.  Bilateral  pyelogram,  not  diagnostic  of  renal  neoplasm,  but  showing 
filling  defect,  due  to  blood  clots  in  right  kidney,  pelvis  and  ureter. 


Fig.  12-B.  Arteriogram  of  the  same  patient  as  in  fig.  12-A,  showing  bilateral 
adenocarcinoma  of  the  cortex  (hypernephroma). 
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unable  to  make  a statement  regarding  the  con- 
stancy or  clinical  significance  of  such  dilatation  of 
the  mesenteric  arteries  in  that  disease. 

ANEURYSM 

Arteriography  is  a procedure  par  excellence  for 
visualizing  aneurysms.  Figures  5 and  6 show  aneu- 
rysms of  the  abdominal  aorta.  In  that  latter  case 
extensive  search  had  been  made  for  the  cause  of 
severe  pain  in  the  lower  abdomen  and  right  side. 
\ gastrointestinal  study  and  retrograde  pyelography 
had  been  performed,  as  well  as  several  pelvic  ex- 
aminations by  competent  gynecologists.  The  find- 
ing of  aneurysm  was  unexpected.  It  is  conceivable 
that  such  a small  aneurysm  might  escape  detection 
even  by  surgical  exploration. 

ABDOMINAL  MASSES 

In  the  differential  diagnosis  of  abdominal  masses, 
arteriography  is  often  valuable.  By  delineating  the 
arteries  of  the  various  organs  it  enables  a determi- 
nation of  the  location,  size  and  shape  of  these 
organs  to  be  made.  It  also  demonstrates  whether  or 
not  the  mass  in  question  involves  one  or  more  of 
the  organs.  If  the  visualized  organs  are  normal, 
their  anatomic  relation  to  the  mass  is  shown. 

ABDOMINAL  MASSES 

The  following  four  grams  were  taken  of  patients 
who  had  abdominal  masses  presenting  problems  in 
diagnosis.  Figure  7 is  the  case  of  a woman  who  had 
painless  hematuria  and  a large  mass  in  the  right 
side  of  the  abdomen.  A secretory  pyelogram  showed 
a normal  outline  of  each  kidney  pelvis.  The  arteri- 
ogram reveals  a large  adenocarcinoma  of  the  lower 
pole  of  the  right  kidney. 

Figure  8 is  the  case  of  a man,  whose  chief  com- 
plaint was  substemal  pressure  which  increased  on 
exertion  or  bending  over  his  drafting  board  in  his 
work  as  an  architect.  Urinalysis,  blood  count,  blood 
Wassermann  test  and  gastrointestinal  roentgen- 
ography revealed  no  abnormalities.  Secretory  pyelo- 
grams  were  suggestive  of  extrarenal  pressure  on 
the  left  side,  but  were  not  diagnostic.  A large  mass 
could  be  palpated  in  the  left  upper  abdomen.  The 
arteriogram  is  definitely  diagnostic  of  splenomeg- 
alia  and  suggestive  of  a double  spleen.  At  opera- 
tion a large  single  spleen  was  encountered. 

Figure  9 illustrates  a large  tumor  filling  the  left 
side  of  the  abdomen  and  displacing  the  kidney  and 
spleen  cephalad.  If  the  reader  will  make  a close 
comparison  of  the  arteries  of  the  left  kidney  and 
spleen  in  this  picture  with  those  of  the  right  kidney 
in  figure  10,  he  will  see  that  there  is  a difference 
in  the  contour  of  these  vessels.  In  the  latter  picture 
the  arteries  appear  compressed.  Such  a finding  indi- 


cates that  the  kidney  is  involved  by  the  mass  and 
that  we  are  dealing  with  a true  renal  neoplasm.  In 
spite  of  the  fact  that  the  kidney  and  spleen  are 
displaced  in  figure  9,  the  arteries  are  normal  in 
outline. 

In  the  case  of  figure  10,  we  are  able  to  make  the 
diagnosis  of  a cystic  papillary  adenocarcinoma  of 
the  kidney.  This  diagnosis  was  proven  at  operation. 
In  this  case  the  detailed  diagnosis  was  important, 
for  had  it  been  a papillary  carcinoma  of  the  renal 
pelvis  or  a hypernephroma,  operation  would  cer- 
tainly have  been  contraindicated.  The  man,  who 
was  78  years  old  and  whose  blood  pressure  was 
220/140,  survived  right  nephrectomy  and  was  re- 
lieved of  much  suffering.  At  the  time  of  his  death, 
due  to  cerebral  hemorrhage  eighteen  months  after 
nephrectomy,  there  was  no  clinical  evidence  of  re- 
currence of  the  neoplasm. 

RENAL  NEOPLASM 

Arteriography  of  the  upper  abdomen  would  be  a 
worthwhile  procedure,  even  if  it  served  no  other 
purpose  than  to  detect  adenocarcinoma  of  the  renal 
cortex  (hypernephroma),  which  pyelography  fails 
to  reveal.  The  contrast  medium  as  visualized  in  the 
blood  sinuses  shows  pooling  or  stippling  in  this  type 
of  tumor,  thus  providing  a picture  that  is  patho- 
gnomonic. Therefore,  regardless  of  the  size  or  loca- 
tion of  this  neoplasm,  it  can  be  detected  by  arteri- 
ography. 

Figure  11-B  illustrates  a small  adenocarcinoma 
of  the  renal  cortex  that  caused  hematuria,  but 
escaped  detection  by  retrograde  pyelography  (fig. 
11-A)  on  three  different  occasions  within  eighteen 
months.  Operative  findings  confirmed  the  diagnosis. 

Figure  12-.A  is  a bilateral  pyelogram  that  is  not 
diagnostic  of  renal  neoplasm.  The  filling  defect  in 
the  right  kidney  pelvis  and  ureter  is  caused  by 
blood  clots.  Figure  12-B  is  an  arteriogram  of  the 
same  patient  on  the  day  following  pyelography.  It 
shows  bilateral  adenocarcinoma  of  the  renal  cortex 
(hypernephroma) . 

CONCLUSIONS 

I believe  that,  although  arteriography  is  not  a 
tell-all  diagnostic  procedure,  it  does  in  many  in- 
stances reveal  conditions  which  cannot  be  detected 
by  other  examinations  or  sometimes  even  by  surgi- 
cal exploration. 

In  my  hands  arteriography  is  not  followed  by 
untoward  reaction  other  than  an  occasional  mild 
degree  of  iodism.  During  the  past  six  years  I have 
been  able  to  prevent  this  complication  by  forcing 
fluids  and  injecting  hypertonic  solution  intraven- 
ously immediately  after  arteriography. 
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MEDICAL  ENDORSEMENTS,  APPROVALS  AND  PUBLIC  INTEREST 


The  time  of  year  is  at  hand  when  medical  organiza- 
tions swing  into  the  greatest  activity.  Simultaneously 
the  time  also  approaches  when  these  organizations, 
local,  county  and  state  are  likely  to  be  deluged  with 
increasing  requests  for  endorsements,  approvals  or  out- 
right sponsorships  of  various  plans,  projects  and  ideas. 
On  the  basis  of  past  performance  this  deluge  is  likely  to 
offer  abundant  opportunities  for  getting  sucked  into 
various  and  sundry  proposals  not  in  the  public  interest. 
.\  much  smarter  course,  and  one  which  would  create 
more  respect  for  the  medical  profession,  would  be  to 
avoid  such  entanglements. 


Heretofore  the  profession  has  not  been  notably  suc- 
cessful in  avoiding  these  commitments,  thereby  adding 
to  the  belief  that  doctors  are  simpletons  in  practical 
affairs.  In  many  instances  we  have  been  unwilling  to 
make  adequate  study  of  the  proposals,  including  asking 
embarrassing  questions.  In  more  instances  we  have  been 
unwilling  to  voice  even  a whispered  “No,”  lest  the  deli- 
cately balanced  (we  were  told)  wheel  of  public  opinion 
be  ever  so  gently  tilted  against  us.  Tbe  time  is  well 
overdue  when  the  profession  should  meet  all  requests 
for  medical  endorsement  and  approval  fearlessly,  on 
merit  only,  and  only  after  adequate  study  and  the 
closest  of  scrutiny  in  the  public  interest. 


NEW  FORMS  IN  USE;  COPIES  FOR 
RECORD  NOW  EASY 

The  new  sickness  and  accident  report  forms  ordered  by 
the  spring  meeting  of  the  house  of  delegates  of  Oregon 
State  Medical  Society  made  an  auspicious  appearance  at  the 
annual  meeting  in  September,  and  hav'e  since  come  into 
popular  use.  It  now  is  possible  for  Oregon  doctors  to  make 
reports  which  do  justice  to  their  patients  by  supplying 
adequate  data,  yet  avoid  undue  imposition  on  the  pro- 
fession which  heretofore  served  as  unpaid  screening  agents 
for  many  concerns. 

One  side  of  the  report  forms  deals  with  accidents,  the 
reverse  is  devoted  to  sickness.  Significant  notations  in  the 
form  are:  “Submitted  in  lieu  of  your  form  No.  . . .”,  “This 
form  supplied  by  the  Oregon  State  Medical  Society”  and 
“If  a more  detailed  report  is  required,  a minimum  charge  of 
$3  will  be  made  to  the  insurance  carrier.” 

■•\n  additional  feature,  which  appeals  to  most  doctors,  is 
that  it  is  now  possible  for  them  to  make  at  one  reporting 
a duplicate  carbon  copy  for  their  own  records.  Previously, 
many  companies  enjoyed  the  advantage  of  having  in  their 
files  the  only  existing  report  of  an  illness  or  accident,  al- 
though in  recent  months  many  doctors  were  demanding, 
and  receiving  from  the  companies,  duplicate  forms  upon 
which  carbon  copies  for  their  own  files  could  be  made. 
With  the  use  of  the  new  form  this  properly  comes  under 
the  control  of  the  doctors. 

Supplies  of  the  forms  may  be  obtained  at  a cost  of  $1.25 
per  hundred  by  remitting  to  Clyde  C.  Foley,  Executive 
Secretary,  Oregon  State  Medical  Society,  Portland  5.  If  the 
demand  warrants  doing  so,  it  is  possible  the  forms  may  be 
issued  later  in  pads  of  100  each,  with  suitable  duplicate 
pages  inserted  for  carbon  record  keeping. 


GRIPES  BUILDING  UP  AT  LAXNESS, 
ARBITRARY  RULINGS  OF  STATE 
INDUSTRIAL  ACCIDENT  COMMISSION 


Judging  from  comments  and  communications  coming  to 
hand,  the  state  industrial  accident  commission  affairs  com- 
mittee of  the  Oregon  State  Medical  Society  seems  destined 
to  hold  a session  with  the  Commission  in  the  near  future 
to  iron  out  some  small  differences  which,  if  added  to,  could 
become  serious  aggravations,  disturbing  the  harmonious 
relations  which  have  long  existed  between  the  commission 
and  the  profession.  Typical  incidents  are  represented  by  the 
exchanges  of  correspondence  given  below.  For  obvious 
reasons  all  names  are  omitted. 

Case  1.  On  September  11,  1944,  a doctor  wrote  the  com- 
mission as  follows:  “Due  to  changing  office  help  I have  dis- 
covered you  may  be  short  of  some  reports  or  forms  cover- 
ing cases  seen  since  March  of  this  year.  I am  giving  you 
the.  list,  which  I have  checked  in  your  office,  of  accounts 
apparently  billed  you  which  have  not  yet  been  paid,  and  I 
shall  be  pleased  to  have  you  check  this  against  your  files 
and  advise  so  that  the  records  may  be  completed  and  pay- 
ment made.” 

On  July  24,  1945,  the  doctor  again  wrote  the  commission, 
having  had  no  reply  in  the  interim:  “On  September  11, 
1944,  I forwarded  you  a list  of  unpaid  accounts  with  your 
department.  Since  that  time  I have  received  a check  cover- 
ing services  rendered  several  claimants  in  this  year  1945 
but  several  on  the  list  submitted  last  year  still  remain  un- 
paid. Please  advise  when  we  may  expect  payment  on  the 
following  accounts.” 

On  September  11,  1945,  the  commission  made  its  first 
reply:  “The  attached  report  is  returned  with  the  necessary 
information  recorded.”  The  attached  report  consisted  of 
notations  on  the  doctor’s  July  24th  letter,  but  showed  the 
status  of  the  claims  requested  exactly  one  year  previously. 
Now  the  doctor  is  wondering  if  the  exactness  of  dates  a 
year  apart  is  just  a coincidence,  a little  joke  by  the  com- 
mission, or  a subtle  form  of  discipline  for  daring  to  ask 
the  commission  to  check  its  records  against  his  own  in  the 
interest  of  accuracy. 
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Comnu'iit:  The  failure  of  the  commission  to  acknowledge 
receipt  of  the  doctor's  letter  for  almost  a year,  and  only 
when  the  request  for  information  was  repeated,  suggests 
either  an  unhealthy  bureaucratic  attitude  toward  the  pro- 
fession, or  an  administrative  laxness  not  explainable  by 

poor  office  help  due  to  war  conditions.  It  appears  time  for 

ample  checking-up. 

Case  2.  In  this  instance,  according  to  the  doctor,  a pa- 
tient consulted  him  for  treatment  of  varicose  veins.  Asked 
if  he  had  any  form  of  insurance  or  compensation,  the 

patient  led  the  doctor  to  believe  he  held  none,  was  con- 

sulting him  strictly  as  a private  patient.  On  this  basis  the 
surgeon  operated  and  relieved  the  complaint.  Further,  the 
patient  paid  the  doctor  the  fee  of  $75  for  services  rendered, 
which  certainly  would  seem  to  stamp  the  transaction  as  a 
private  patient  relationship. 

One  may  therefore  imagine  the  doctor's  surprise  some 
months  later  at  receiving  the  following  letter  from  the  acci- 
dent commission; 

“Dear  Dr.  Blank:  ' 

“This  is  to  advise  you  that  this  commission  has  refunded 
the  above  claimant  $75  which  represents  the  amount  he 
paid  you  for  medical  services  in  connection  with  the  above 
claim. 

“The  established  fee  for  high  ligation  is  $50,  including 
the  usual  after  care.  This  being  the  case,  it  is  necessary 
that  we  ask  you  to  remit  the  difference  of  $45  so  that  our 
records  can  be  adjusted  accordingly. 

“Yours  truly, 

“State  Industrial  .Accident  Commission.” 

The  somewhat  nonplused  doctor  replied  to  the  commis- 
sion as  follows:  “In  reph'  to  your  letter  of  July  20th  this 
patient  consulted  me  as  a private  patient  and  I made  the 
usual  charge  which  is  my  custom  to  make  for  such  a case. 

“That  he  afterward  established  a State  Claim  does  not 
influence  my  relation  to  the  patient,  as  I at  no  time  looked 
to  the  state  for  payment.” 

Three  days  later  this  “that'll  learn  him”  letter  reached 
the  doctor  from  the  commission: 

“In  reply  to  your  letter  of  .August  7th,  your  (correct, 
Ed.),  are  advised  that,  even  though  this  patient  did  consult 
you  as  a priv'ate  patient,  the  fact  that  he  later  established  a 
State  claim  precludes  the  commission  from  paying  any  fee 
higher  than  the  Medical  Fee  Schedule. 

“This  being  the  case,  it  is  necessary  that  we  deduct  the 
overpayment  of  $45  from  your  next  voucher  so  that  our 
records  may  be  adjusted  accordingly.” 

Comment:  Well,  boys,  that  comes  pretty  close  to  being 
politicalized  medicine  right  at  home,  doesn’t  it  ? Certainly 
in  this  case  it  appears  the  commission  was  more  concerned 
in  clearing  its  records  than  in  seeing  that  the  doctor  had  a 
fair  deal.  .At  this  distance  and  without  access  to  the  com- 
mission’s records  to  explain  why  varicose  veins  were  .ac- 
cepted as  an  industrial  accident  well  after  their  treatment, 
one  wonders  if  the  commission  wasn’t  the  victim  of  a 
benevolent  whizzer,  and  to  save  its  face  decided  to  take  it 
out  on  the  doctor  by  holding  him  responsible  for  the 
claimant’s  misinformation  or  misrepresentation. 

On  the  evidence  available  it  appears  the  doctor’s  actions 
were  in  entire  good  faith  throughout,  and  it  seems  grossly 
unfair  that  he  should  be  the  one  to  be  p>enalized  by  the 
unfair  and  arbitrary  ruling  of  the  commission  in  its  efforts 
to  adjust  its  records.  .A  much  fairer  way,  it  would  seem, 
would  be  for  the  commission  to  look  to  the  source  of  the 
misrepresentation  for  any  adjustment  necessary,  making  a 
refund  to  the  claimant  in  the  amount  of  the  scheduled  fee 
only,  much  as  indemnity  payment.  The  fact  that  claimants 
would  be  out  of  pocket  for  the  difference  would  soon  en- 
courage these  not  to  misrepresent  their  status  to  doctors. 

There  should  be  some  way,  assuming  that  the  commis- 
sion wi.shes  to  deal  fairly  with  doctors,  by  which  the  in- 


terests of  all  concerned,  claimants,  doctors  and  commission, 
could  be  adequately  and  fairly  dealt  with.  .A  review  of 
p.ocedures  might  well  be  done  to  determine  this.  ’ 


OBITUARIES 


Dr.  Thomas  E.  Robertson,  42,  succumbed  at  The  Dalles 
two  days  after  suffering  a heart  attack  on  September  13. 
He  was  born  in  Forest  Grove,  Oregon,  and  attended  Oregon 
schools,  taking  his  medical  degree  at  the  University  of  Ore- 
gon Medical  School.  Following  graduation  and  internship 
he  took  special  work  in  pathology  and  held  a staff  appoint- 
ment at  St.  A’incent’s  hospital,  Portland,  until  1944,  leaving 
this  to  become  associated  with  The  Dalles  Clinic. 

Dr.  Robertson  was  active  in  public  health  matters  and 
in  1941  was  named  by  Governor  Sprague  to  the  State 
Board  of  Health,  the  presidency  of  which  he  held  at  the 
time  of  his  death.  He  was  also  active  in  medical  organiza- 
tion circles,  being  a member  of  the  .American  Medical 
.Association,  and  for  a number  of  years  secretary  of  Oregon 
State  Medical  Society. 

Dr.  .Avdeev  C.  Joslyn,  49,  active  Portland  physician 
and  surgeon,  died  in  late  .August  at  the  Veterans  Hospital, 
Portland.  He  was  born  in  Galeton,  Pa.,  in  1895  and  came 
to  Oregon  in  childhood,  locating  at  Drain  and  later  at 
Eugene.  He  attended  the  University  of  Oregon  and  held  a 
medical  degree  from  its  medical  school,  following  service  in 
the  first  world  war. 

Dr.  I.  U.  Temple,  retired  Pendleton  physician,  died  in 
late  .August  in  his  76th  year.  Born  in  Moravia,  Iowa,  he 
came  to  Oregon  in  early  life,  attended  Willamette  Univer- 
sity, then  took  his  medical  degree  from  the  University  of 
Missouri  Medical  School.  Establishing  practice  in  Pendle- 
ton, he  was  active  in  business,  civic  and  political  affairs. 


PERSONAL 


Dr.  Charles  T.  Sweeney,  Medford  physician  and  sur- 
geon for  the  past  35  years,  has  retired  from  active  practice 
and  plans  to  reside  in  Portland  and  Carmel,  with  occasional 
visits  to  Medford  as  business  matters  require. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 

The  regular  meeting  of  Central  Willamette  Medical  So- 
ciety was  held  in  the  evening  of  September  6,  at  the  Cor- 
vallis Hotel.  Forty-six  doctors  were  in  attendance,  twenty- 
three  being  members  of  the  Society  and  twenty-three 
guests  from  the  U.  S.  Naval  Hospital,  Naval  .Airbase  and 
Camp  .Adair. 

Dinner  was  served  at  7 p.m.,  after  which  Captain  May- 
nard F.  Poland,  MC.AUS,  and  his  staff  gave  an  illustrated 
discussion  on  “Reconditioning  of  Returned  Veterans.”  Drs. 
Peacock  and  Herron  asked  pertinent  questions  on  the  atti- 
tude of  civilian  physicians  toward  veterans. 

Dr.  Paul  H.  Wilson,  commanding  officer  of  the  U.  S. 
Naval  Hospital,  Corvallis,  stated  that  a transcript  of  a 
veteran’s  medical  record  is  available  upon  request,  provided 
an  affidavit  of  permission  is  obtained  from  the  veteran. 


October,  1945 
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PROCEEDINGS  OF  THE  FIFTY-SIXTH  ANNUAL 
MEETING  OF  TRUSTEES  AND  HOUSE  OF  DELE- 
GATES OF  WASHINGTON  STATE  MEDICAL 
ASSOCIATION,  SEATTLE,  SEPT.  8-9,  1945 
Owing  to  e.xigencies  of  the  World  War,  the  Board  of 
Trustees  directed  that  this  Annual  Meeting  should  be  con- 
fined to  meetings  of  the  House  of  Delegates  and  Board  of 
Trustees.  .Accordingly,  the  scientific  features  of  this  meeting 
were  canceled. 

HOUSE  OF  DELEG.ATES 
First  Session. 

The  Fifty-Si.xth  .Annual  Meeting  of  the  House  of  Dele- 
gates of  Washington  State  Medical  .Association  was  called 
to  order  by  the  Speaker,  Wilmot  D.  Read,  Olympic  Hotel, 
Seattle,  September  8,  1945,  at  3;30  p.m. 

Minutes  of  the  1944  meeting  of  the  House  of  Delegates 
held  in  Seattle  were  approved  and  adopted  as  published 


Grays  Harbor 

M.  P.  Graham,  .Aberdeen  L.  L.  Goodnow',  .Aberdeen 
Jefferson 

H.  G.  Plut,  Port  Townsend 

King 

H.  E.  Nichols,  Seattle  P'.  B.  Exner,  Seattle 

J.  E.  Hunter,  Seattle  E.  .A.  Nixon,  Seattle 

■A.  H.  Peacock,  Seattle 
G.  N.  Rotton,  Seattle 
B.  T.  King,  Seattle 

D.  \'.  Trueblood,  Seattle 
R.  H.  Somers,  Seattle 

E.  W.  Raw'son,  Seattle 
Bruce  Zimmerman,  Seattle 
J.  W.  Baker,  Seattle 

W.  M.  O’Shea,  Seattle 

F.  E.  Flaherty,  Seattle 
E.  B.  Potter,  Seattle 
B.  P.  Mullen,  Seattle 

Kitsap 

O.  P.  Thorsen,  Bremerton 


in  the  October  1944  issue  of  North w’est  Medicine. 


Kittitas 


The  following  committees  were  appointed  by  the  Speaker: 
Resolutions:  Harold  E.  Nichols,  Seattle,  Chairman,  O.  .A. 
Thomle,  Everett,  and  H.  H.  Skinner,  Yakima.  Credentials: 
John  Lyman,  Walla  Walla,  Chairman,  J.  E.  Hunter, 
Seattle,  and  W.  .A.  Taylor,  Ellensburg.  Necrology:  E.  W. 
Rawson,  Seattle,  Chairman,  M.  T.  Mac.Avelia,  Mt.  Yernon, 


and  J.  M.  Mattson,  Tacoma. 

Upon  calling  the  roll,  a quorum  was  found  to  be  pres- 
ent, the  following  duly  certified  delegates  or  alternate  dele- 
gates answering  to  the  roll  call: 

Chrlan  Pierce 


Norman  Bellas 
Clallam 
U.  S.  Ford 
Clark 

Frank  Boersma 
J.  H.  Harrison 
Cowlitz 
H.  D.  Fritz 
Grays  Harbor 
M.  P.  Graham 
King 

H.  E.  Nichols 
J.  E.  Hunter 
■A.  H.  Peacock 

G.  N.  Rotton 
B.  T.  King 

D.  Y.  Trueblood 
R.  H.  Somers 

E.  W.  Raw’son 
J.  W.  Beker 

E.  B.  Potter 
B.  A.  Muller 

F.  B.  Exner 
Thomas  Carlile 
Fred  J.  Jarvis 
Delegates  and  alternates 

office: 


.A.  L.  Schultz 
P.  C.  Kyle 

J.  M.  Mattson 
C.  V.  Lundvick 

Skagit 

M.  T.  Mac.Avelia 
Snohomish 

O.  .A.  Thomle 

Spokane 

R.  G.  Boyd 

P.  .A.  Remington 
-A.  O.  .Adams 

F.  R.  Fischer 
Thurston-Mason 

K.  L.  Partlow 
Walla  Walla 

C.  R.  Garrett 
Whatcom 
C.  V.  Farrell 
Yakima 
H.  H.  Skinner 

S.  R.  Benner 


certified  by  mail  to  Central 


Delegates — .Alternates — 

Chelan 

R.  T.  Congdon,  Wenatchee  E.  D.  Sawyer,  Wenatchee 
Clallam 


W.  -A.  Taylor,  Ellensburg  J.  P.  Richardson,  Ellensburg 
Lewis 

W.  D.  Turner,  Chehalis  P.  S.  Garnett,  Chehalis 
Lincoln 


•A.  L.  Schultz,  Tacoma 
P.  C.  Kyle,  Tacoma 
J.  M.  Mattson,  Tacoma 
C.  \'.  Lundvick,  Tacoma 


Okanogan 
Pacific 
Pierce 

T.  K.  Bowles,  Tacoma 
S.  R.  Sleep,  Tacoma 
.A.  W.  Howe,  Tacoma 
J.  R.  Turner,  Tacoma 
Skagit 

M.  T.  Mac.Avelia,  Mt.  Yernon  D.  J.  Lawson,  Mt.  Vernon 
Snohomish 

O.  -A.  Thomle,  Everett  C.  L.  Hoeffler,  Everett 

Spokane 

R.  G.  Boyd,  Spokane  R.  L.  Rotchford,  Spokane 

P.  .A.  Remington,  Spokane  J.  M.  Nelson,  Spokane 

•A.  O.  .Adams,  Spokane  E.  R.  Speelman,  Spokane 

Harry  Lee,  Spokane  F.  R.  Fischer,  Spokane 

Thurston-Mason 
K.  L.  Partlow,  Olympia 

Walla  Walla 

C.  R.  Garrett,  Walla  Walla  E.  Hill,  Walla  Walla 
Whatco-m 

C.  V.  Farrell,  Bellingham  L.  .A.  Greenwood,  Bellingham 
Whitman 
Yakima 

S.  R.  Benner,  Yakima  H.  H.  Skinner,  Yakima 


.Also  attending  the  meeting  were:  Mr.  Ralph  W.  Neill, 
E.\ecutive  Secretary,  Washington  State  Medical  .Associa- 
tion; Mr.  William  T.  Laube,  .Attorney  for  the  .Association; 
Miss  Ernestine  .Appy,  Executive  Secretary,  King  County 
Medical  Society. 

The  Credentials  Committee  reported  to  the  Speaker  that 
all  the  credentials  of  the  delegates  were  in  order. 

The  following  reports  were  presented  to  the  House  of 
Delegates: 
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COMMITTEE  REPORTS 
Report  of  President  and  Board  of  Trustees 

War  and  its  resulting  problems  have  brought  us  many 
difficulties.  We  have  made  progress,  although  not  all  our 
problems  are  solved.  Peace  will  help  us  cope  with  some  of 
these  unanswered  questions,  but  the  postwar  period  also 
will  produce  matters  that  will  require  our  earnest  attention. 

I am  sure  we  will  not  rela.x,  but  will  make  careful  prep- 
aration to  go  forward,  even  though  the  future  in  some  re- 
spects may  appear  as  uncertain  for  our  profession  as  when 
we  entered  the  war. 

In  reviewing  the  activities  of  the  Washington  State  Medi- 
cal .Association  during  the  past  year,  we  must  remember 
well  the  lessons  learned  from  our  endeavors.  While  view- 
ing the  past,  we  also  should  look  into  the  future.  Let  us 
clarify  any  misunderstandings  among  our  members,  put 
aside  any  differences  that  may  have  arisen,  and  examine 
our  problems  without  prejudice.  .And  above  all  let  us 
present  a solid  front  to  those  who  would  use  our  profes- 
sion unwisely. 

Reconversion  and  reconstruction  will  cause  attention  to 
be  focused  upon  social  conditions.  In  all  likelihood  there 
will  be  a challenge  for  Federal  and  State  governments  to 
set  up  facilities  that  would  directly  affect  the  freedom  of 
our  profession.  Our  cooperative  efforts  will  give  us  the 
strength  needed  to  see  to  it  that  the  functions  of  our  pro- 
fession are  not  taken  aw'ay,  that  we  are  not  regimented, 
and  that  the  people  we  serve  shall  continue  to  have  ade- 
quate service  by  competent  physicians,  with  freedom  of 
choice  of  both  personnel  and  facilities  to  meet  their  needs. 

We  have  three  organizations  primarily  constructed  to 
protect  and  strengthen  the  position  of  the  Medical  Pro- 
fession in  Washington  State.  They  are  The  Washington 
State  Medical  .Association,  The  Washington  State  Medical 
Bureau  and  our  insurance  company,  the  Washington  Physi- 
cians Service,  Inc. 

The  .Association  has  an  educational  and  promotional 
program  developed  to  create  an  understanding  of  current 
needs,  to  build  up  a recognition  of  responsibility  and  to 
secure  cooperation,  both  locally  and  on  a state-wide  basis. 

The  State  Bureau  has  authority  to  function  as  an  oper- 
ating organization,  but  so  far  has  been  rather  a coordinat- 
ing agency  in  the  endeavors  of  local  Medical  Service  Cor- 
porations and  the  Bureaus.  These  local  corporations,  or 
rather  twelve  of  them,  have  issued  and  placed  into  effect 
as  the  agents  of  local  physicians  and  hospitals,  contracts 
providing  for  prepaid  medical  and  hospital  care. 

The  third  organization,  chartered  as  an  insurance  com- 
pany, has  the  power  to  issue  policies  of  insurance  covering 
prepaid  medical  and  hospital  services.  So  far  it  has  func- 
tioned only  to  issue  group  contracts  covering  members  of 
a local  service  corporation,  when  services  rendered  are 
outside  the  area  covered  by  such  local  organization,  or 
w'here  the  service  required  is  handled  by  a physician  or 
hospital  not  under  an  agency  contract  with  the  local  service 
corporation.  These  tw'o  operating  organizations  have  the 
power  to  function  throughout  the  state  and  to  provide 
statewide  coverage,  but  to  date  the  local  organizations  and 
servicing  structures  have  not  been  developed  along  this 
line. 

We  have  not  as  yet  realized  the  full  potentialities  of  our 
unique  insurance  company.  Therein  lies  the  possible  solu- 
tion to  some  of  our  unmet  problems.  Consideration  might 
be  given  to  a broadly-voiced  contention  that  our  Insur- 
ance Company  is  too  great  a force  to  be  used  only  as  a 
protective  umbrella  for  our  Bureau  activities. 

Political  Medicine. 

Government  sponsored  medicine  is  still  an  ugly  spectre 
on  our  horizon,  and  many  persons  within  our  profession, 
and  on  the  outside  as  well,  consider  it  a greater  threat 
than  ever.  More  people  daily  are  being  educated  to  the 
necessity  of  medical  security,  and  it  thus  becomes  a greater 
political  issue  than  ever.  Ttis  may  be  said  to  result  in  a 
race  between  politicians  and  the  medical  profession,  the 
goal  being  on  the  one  hand  a prepaid  medical  program 
with  control  in  the  hands  of  the  medical  profession,  and,  on 
the  other  hand,  political  medicine,  with  salaried  doctors, 
government  meddling  and  the  destruction  of  the  doctor- 
patient  relationship.  To  permit  ourselves  to  become  en- 


tangled in  petty  details  or  theories  at  this  time  is  to  lose 
the  race. 

Congressional  and  local  legislation  during  the  next  year, 
now  that  the  w’ar  is  over,  will  deal  principally  with  domes- 
tic economy,  and  leading  this  list  will  be  political  medicine. 

There  is  little  doubt  that  progress  in  spreading  family 
coverage  over  a greater  number  of  people,  and  possibly  the 
dev'elopment  of  a state-wide  contract,  were  retarded  by 
the  emergency  which  produced  a doctor  shortage  and  made 
it  increasingly  difficult  for  us  to  devote  the  time  necessar>- 
to  bring  those  problems  to  a more  complete  solution. 

However,  doctors  will  be  returning  in  larger  numbers, 
now  that  the  war  is  over,  and  the  spread  of  family  cover- 
age can  more  easily  be  accomplished.  The  state-wide  con- 
tract idea  still  is  under  consideration,  and  a decision  in  that 
matter  must  be  made  in  the  near  future. 

Procurement  and  Assignment. 

Procurement  and  .Assignment,  during  the  past  year,  con- 
tinued to  suppl>'  the  armed  forces  with  their  full  quota  of 
physicians.  When  the  war  in  Europe  ended,  there  was  a 
momentary  belief  that  the  strain  of  heavy  practice  on  those 
at  home  would  be  eased.  However,  it  was  determined  that 
the  Navy  would  be  given  first  choice  of  any  excess  medical 
men  in  the  .Army,  and  that  any  overflow  would  go  to  the 
V'eterans  .Administration.  This  blow  was  softened  by  the 
end  of  the  conflict  in  the  Pacific.  Now  it  appears  physician 
releases  for  critical  areas  will  be  sharply  increased.  This  is 
welcome  news  to  us  all. 

The  intern-resident  program  must  continue  as  long  as 
the  .Army  and  Navy  continue  to  call  to  active  duty  those 
officers  who  are  commissioned  and  serving  internships  and 
residencies. 

S.rvice  Doctors. 

.Anticipating  the  return  of  service  doctors  to  private  prac- 
tice, we  have  attempted  to  be  alert  to  our  obligations  to 
them.  They  are  entitled  to  every  consideration  while  they 
are  readjusting  themselves  again  as  practicing  physicians. 
This  will  not  be  an  easy  matter  for  them,  and  the  Associa- 
tion and  we  individually  have  a rare  opportunity  to  be 
of  great  service  to  these  men. 

The  Committee  on  Graduate  Medical  Education  and 
Hospitals  is  attempting  to  meet  the  provisions  of  the  G.  I. 
Bill  of  Rights.  The  Committee  also  contemplates  refresher 
courses,  covering  general  clinical  fields,  and  six  to  twelve 
months  clinical  and  teaching  fellowships  for  a limited 
number.  The  University  of  Washington  has  agreed  to  co- 
operate with  the  Committee  in  providing  refresher  courses 
in  the  Basic  Sciences. 

Public  Relations  and  Legislative. 

In  a very  few  months  we  shall  make  the  turn  into  an- 
other election  year.  The  year  1946  is  an  important  one  for 
us.  Amu  will  recall  that  we  had  only  three  physicians  as 
members  of  the  1945  Legislature.  One  of  them,  a great  and 
sturdy  friend,  already  is  lost  to  us  in  a legislative  capacity 
through  illness.  With  these  men  as  members  of  the  law- 
making bodies,  two  of  them  as  chairmen  of  the  Committees 
on  Medicine  and  Dentistry,  our  legislative  efforts  were 
greatly  simplified.  Think  of  the  even  greater  assurance  of 
safety  we  might  enjoy  in  the  future,  if  we  should  have 
four  or  five  doctors  in  our  Legislature,  and  a number  of 
other  members  in  whose  election  we  had  an  active  part. 
A^our  Central  office  and  the  Public  Relations  Committee 
will  have  a program  ready  to  put  into  effect  shortly  after 
this  meeting,  contemplating  cooperation  with  the  County 
Societies  and  the  various  groups  of  the  Woman’s  .Auxil- 
iary. The  necessity  of  the  immediate  appointment  and  acti- 
vation of  election  and  legislative  committees  within  the 
County  Societies  is  obvious,  in  order  that  cooperation  with 
our  Central  Office  might  be  spontaneous  and  whole  hearted. 
The  program,  if  at  all  successful,  will  pay  us  big  dividends 
when  the  next  legislature  is  convened.  And,  I am  informed, 
there  is  every  likelihood  that  a special  session  may  be 
called  to  consider  postwar  problems. 

In  this  developing  program  the  Woman’s  .Auxiliary,  al- 
ways an  enthusiastic  and  willing  organization,  will  have 
opportunity  for  a prominent  part.  A’ou  have  only  to  read 
the  report  covering  activities  of  that  organization  to  real- 
ize how  sincerely  interested  those  women  are  in  our  affairs. 
Their  public  relations  possibilities  are  almost  unlimited. 

Good  public  relations  in  the  immediate  months  before 
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us  are  more  important  than  almost  any  other  matter.  The 
public  today  is  more  medically  minded  than  at  any  other 
time  in  the  history  of  our  profession.  There  is  without  a 
doubt  a large  public  demand  for  a change  in  the  method 
of  medical  practice.  During  the  war  years  our  physicians 
have  faced  the  greatest  demand  for  high  grade  services 
they  have  ever  e.xperienced.  While  the  general  public  has 
not  suffered  neglect,  it  was  not  possible  for  us  to  meet  all 
requests.  These  demands  in  many  cases  were  beyond  ful- 
fillment, and  as  a result  our  professional  reputation  has  suf- 
fered, to  some  extent  at  least.  But  our  high  standing  with 
the  public  can  be  regained.  Much  of  the  burden  we  have 
had  to  assume  will  be  lessened  by  the  return  of  service 
physicians,  and  we  all  can  and  I feel  we  will  devote  more 
attention  to  public  relations  through  contacts  with  our 
patients. 

.And,  too,  let  us  graduate  from  the  idea  that  good  public 
relations  can  be  bought  cheaply  and  by  half-measures. 
There  is  a growing  tendency  toward  going  “all-out”  for 
well-planned  and  broadly-organized  public  relations  pro- 
grams, and  personally  I feel  that  we  should  adopt  this 
method  of  meeting  some  of  our  problems. 

To  those  physicians,  who  ordinarily  would  have  retired 
by  this  time  because  of  age  or  illness,  and  who  continued 
to  serve  so  willingly  during  these  troubled  times,  we  owe 
a great  debt  of  gratitude,  and  personally  I thank  them  for 
their  unselfish  efforts. 

M edical-Dental  School. 

Months  ago  this  organization  went  on  record  as  favor- 
ing the  establishment  at  the  University  of  Washington  of 
Schools  of  Medicine  and  Dentistry.  That  goal  is  all  but 
accomplished.  .A  mandate  to  that  effect  was  issuel  by  the 
State  Legislature  which  also  provided  the  necessary  funds. 
The  Board  of  Regents  of  the  L’niversity  has  named  an 
acting  dean  of  the  School  of  Dentistry,  and  is  extending  its 
efforts  to  obtain  a dean  for  the  School  of  Medicine. 

When  this  dean  has  been  selected,  the  project  will  go 
forward  at  an  accelerated  pace.  Then  we  shall  have  an 
opportunity  to  offer  our  .Association  and  ourselves  indi- 
vidually for  further  service  to  the  LTniversity,  in  the  hope 
a medical  institution  of  the  highest  grade  shall  be  founded 
and  forever  maintained. 

Committee  on  Medical  Care. 

The  necessity  of  reactivating  the  State  Medical  Bureau 
has  received  renewed  support  in  the  past  several  months. 
Last  .April  the  Bureau  Trustees,  which  officially  is  the 
Committee  on  Prepaid  Hospitalization  and  Medical  Care, 
recommended  that  this  be  done.  In  this  the  Board  of 
Trustees  of  the  State  .Association  concurred.  .A  state  bureau 
manager  was  selected,  and  the  office  was  established  in  the 
headquarters  of  the  State  Medical  .Association. 

Taking  the  view  that,  if  our  prepaid  medical  services 
are  to  become  available  to  greater  numbers  on  a state- 
wide basis,  the  Bureau  structure  should  be  broadened  and 
strengthened.  The  state  manager  and  his  staff  have  made 
some  progress  in  attempting  to  enlarge  and  at  the  same 
time  smooth  out  the  Bureau  set-up. 

The  Walla  Walla  Bureau,  by  agreement,  has  assumed 
jurisdiction  over  the  Pasco  Bureau  area,  and  a cooperative 
arrangement  has  been  worked  out.  Difficulties  in  Kittitas 
County'  were  clarified,  and  a Bureau  has  been  incorporated 
at  Ellensburg.  Doctors  in  Okanogan  County  have  applied 
for  and  have  received  authorization  to  establish  a Bureau. 
Judging  from  recent  reports,  only  the  lack  of  sufficient 
doctors  in  that  county  is  holding  up  the  incorporation  of  a 
Bureau,  and  this  insufficiency  should  be  met  sometime  in 
the  near  future  by  the  return  of  physicians  now  in  the 
service. 

The  situation  has  changed  materially  in  Clallam  County, 
and  the  prospects  are  much  brighter  for  the  formation  of 
a Bureau  at  Port  .Angeles  to  cover  both  Clallam  and  Jef- 
ferson Counties.  There  has  been  little  bureau  activity  in 
Pacific  County  in  the  past,  and  this  deficiency  is  receiving 
attention  of  Bureau  Managers  of  Lewis  and  Grays  Harbor 
Counties.  The  .Aberdeen  Bureau  has  been  strengthened  by 
a new  Bureau  manager.  Doctors  in  the  Colfax-Pullman  area 
are  more  acceptable  to  the  prepaid  medicine  idea,  as  ad- 
ministered through  the  Bureaus,  and  are  favorable  to  the 
establishment  of  a Bureau  or  a subbureau,  when  some  of 
th"ir  absent  members  return. 


Bremerton  physicians  are  making  progress  toward  put- 
ting their  Bureau  on  an  independent  basis,  with  the  idea 
of  selling  their  own  contracts.  .At  present  they  are  operat- 
ing under  King  County. 

In  Mason  County  attempts  are  being  made  to  have  the 
Bureau  take  ov'er  contracts  which  are  now  being  sold  in 
the  name  of  the  hospital. 

Franklin  County  has  made  application  to  rejoin  the  State 
.Association,  and  we  are  anxious  to  have  that  group  back 
with  us. 

Old  .ige  .Assistance  Proposal. 

You  will  recall  that  the  State  Social  Security  Depart- 
ment sometime  ago  asked  us  to  take  over  the  administra- 
tion of  the  entire  medical  program  for  the  aged  citizens  of 
our  state.  This  proposal  was  the  topic  for  long  hours  of 
study  and  consideration.  Finally,  a committee  named  to 
investigate  brought  in  such  a convincing  negative  report 
that  the  Bureau  Trustees,  who  constitute  the  Committee 
on  Medical  Care,  together  wdth  the  State  .Association’s 
Executive  Committee  made  a countersuggestion,  namely, 
that  we  assume  responsibility  only  for  the  medical  care 
of  these  people,  in  other  words,  continue  the  program  as 
at  present.  It  was  found  that  hospital  costs  had  risen  so 
sharply  in  comparison  with  medical  care  costs  that  to  take 
over  that  phase  of  the  program  would  be  placing  our- 
selves in  jeopardy.  Neither  could  any  support  be  found 
for  taking  over  the  drug  program. 

Committee  .Activities. 

Some  of  our  committees  have  not  been  overly  active 
during  the  past  year,  because  the  emergency  has  interfered. 
Others  have  had  much  work  to  do,  and  have  turned  in 
credible  accomplishments.  Their  reports,  however,  speak 
for  themselves,  and  they  have  been  delivered  into  your 
hands  so  each  of  you  may  be  brought  up  to  date  in  these 
matters. 

.Among  committee  activities  which  deserve  special  atten- 
tion, in  addition  to  those  already  mentioned,  are  those  of 
the  Committee  on  Maternal  and  Infant  Care.  The  Chair- 
man of  this  committee  has  carried  on  a valiant  and  cease- 
less fight  against  the  Federal  Children’s  Bureau  which  ap- 
parently is  not  only  bent  upon  making  its  program  perma- 
nent, but  plans  further  expansion.  This  Committee’s  cam- 
paign against  these  tactics  has  gained  almost  nationwide 
prominence,  and  with  the  help  of  other  state  campaigns 
has  an  excellent  chance  of  at  least  temporizing  the  aims 
of  this  arm  of  the  Federal  Government. 

Basic  Science  Lau'. 

Our  Basic  Science  law  was  the  object  of  heavy  attacks 
during  the  past  Legislative  Session.  Criticisms  that  the  ex- 
aminations conducted  w’ere  so  academic  as  to  be  contrary 
to  the  letter  of  the  law  were  so  frequent  and  from  such 
varied  sources  that  it  was  considered  necessary  to  dele- 
gate a special  committee  to  look  into  the  matter.  This  com- 
mittee had  made  a thorough  examination  of  the  situation, 
and  I am  pleased  to  report  suggestions  have  been  offered 
that  promise  to  counteract  the  next  legislative  attack  and 
make  it  easier  to  successfully  defend  the  law  as  necessary 
to  the  best  interests  of  the  public. 

State  Fee  Schedule. 

The  subject  of  fees  for  state-sponsored  programs  has 
entered  prominently  into  the  discussions  of  many  of  our 
problems  over  the  past  several  years.  A'oluntarily,  the 
State  Department  of  Labor  and  Industries  requested  that 
the  schedule  applying  to  its  program  be  reconsidered. 
.After  a long  and  tedious  study,  a new  and  stronger  sched- 
ule was  presented  to  and  accepted  by  the  Department, 
effective  as  of  last  January.  These  fees,  on  recommenda- 
tion of  the  h'ee  Schedule  Committee,  were  adopted  by  the 
Board  of  Trustees  as  a Basic  Fee  Schdule  for  use  through- 
out the  state.  It  is  being  used  by  some  of  the  County  So- 
cieties as  a standard,  and  one  Bureau  has  adopted  it  in  its 
entirety  as  its  fee  schedule. 

This  fee  schedule  was  intended  to  apply  to  all  state-spon- 
sored programs,  as  well  as  that  of  the  Labor  and  Industries 
Department,  the  tax-supported  programs  to  be  given  the 
advantage  of  a discount.  With  that  in  view,  the  State  De- 
partment of  Social  Security  was  requested  to  consider  an 
increase  in  fees  applicable  to  its  Old  -Age  .Assistance  pro- 
gram. .After  several  meetings  of  the  Fee  Schedule  Commit- 
tee with  representatives  from  the  Department,  it  was  de- 
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dried  to  continue  for  the  present  under  the  fee  schedule 
now  in  effect.  Any  adjustment  upward  in  these  fees  would 
have  thrown  the  Department’s  budget  considerably  out  of 
balance.  However,  there  will  be  future  budgets,  and  the 
Committee  does  not  intend  to  let  the  matter  drop. 

Neoplastic  Committee. 

The  Neoplastic  Committee  is  working  closely  with  the 
Washington  Division  of  the  American  Cancer  Society.  The 
program  is  developing  well,  and  with  more  funds  now 
available  for  this  state  and  the  excellent  cooperation  of  the 
Washington  State  Committee,  we  are  looking  forward  to 
much  progress  in  the  control  of  this  dreaded  disease. 

.\ssociation  Membership. 

.Active  members  in  our  .Association  now  total  1,076. 
There  are  429  doctors  in  the  various  services;  there  are  104 
honorary  members,  physicians  who  because  of  age  and 
length  of  membership  are  entitled  to  all  privileges  of  so- 
ciety membership  but  pay  no  dues.  There  are  12  members 
who  are  totally  disabled,  and,  therefore,  are  exempt  from 
payment  of  dues.  Of  the  active  members,  900  belong  to  the 
Defense  Fund,  a gain  of  more  than  100  members  in  the 
past  year.  .Applications  still  are  coming  into  the  central 
office  for  membership.  These  figures  total  up  to  an  excellent 
war  time  record. 

Washington  Physicians  Committee. 

Early  this  year  the  Washington  Physicians  Committee 
was  organized  by  the  State  .Association  to  cooperate  with 
the  National  Physicians  Committee  in  its  endeavors  to 
preserve  our  system  of  priv'ate  practice  and  to  promote 
better  public  relations  for  the  profession.  The  response  of 
Washington  doctors  to  appeals  for  financial  aid  for  this 
purpose  has  been  gratifying,  with  a total  of  $8,587  having 
been  contributed  since  last  May,  when  the  Committee 
began  to  function.  .Approximately  400  of  our  members 
joined  in  contributing  this  amount.  It  is  hoped  that  those 
who  have  not  yet  joined  in  this  worthy  venture  will  add 
their  support  in  the  immediate  future.  Consent  was  given 
this  committee  for  survey  of  our  prepaid  medical  and  hos- 
pital service,  and  this  should  bring  us  much  valuable  in- 
formation. 

.A  future  event  we  may  anticipate  with  pleasure,  now 
that  hostilities  are  ended,  is  a full  convention  of  our  .Asso- 
ciation next  year  in  Spokane.  This  will  give  our  members 
an  opportunity  for  greater  participation  in  the  activities 
of  their  .Association,  and  the  pleasure  of  mingling  again 
with  fellow-members  of  their  profession,  a pleasure  denied 
us  for  some  time. 

May  I here  express  my  deep  appreciation  for  the  interest 
shown  by  our  active  committees.  .Also,  I am  greatly  thank- 
ful for  the  interest  shown  in  our  problems  by  our  Board  of 
Trustees,  and  the  other  members  of  our  Executive  Com- 
mittee, and  for  the  zeal  and  sincerity  with  which  all  these 
men  attacked  our  problems.  To  the  office  staff,  I express 
m>'  sincere  appreciation  for  their  cooperation  and  effi- 
ciency. 

It  has  been  a pleasure  and  an  honor  to  serve  as  an  officer 
of  this  .Association  the  past  year.  To  our  new  president, 
George  .Anderson,  I extend  my  sincere  best  wishes  for  a 
most  successful  administration,  and  offer  him  my  full  co- 
operation. R.xymond  L.  Zech, 

President,  Washington  State  Medical 
.issociation. 

Secretary-Treasurer  and  Finance  Committee 

Reports  of  the  Secretar>-Treasurer  and  the  Finance 
Committee  were  read  to  the  Board  of  Trustees  and  House 
of  Delegates  and  are  part  of  the  original  minutes  of  the 
House  of  Delegates  on  file  in  the  Central  Office  of  the 
Association,  218  Cobb  Building,  Seattle.  They  may  be  pe- 
rused upon  request  by  any  member  of  the  .Association  in 
the  Central  Office. 

Executive  Committee 

Following  the  Fifty-fifth  .Annual  Session  of  the  House 
of  Delegates,  held  in  Seattle  on  September  9 and  10,  1944, 
the  Executive  Committee  held  12  meetings  with  one  more 
scheduled  to  be  held  before  the  1945  Session  of  the  House 
of  Delegates. 

The  Executive  Committee  reported  its  actions  to  each 


meeting  of  the  Board  of  Trustees,  and  carried  out  the 
orders  of  the  Board  when  so  directed. 

Other  than  to  review  routine  communications  and  in- 
quiries addressed  to  the  Central  Office,  the  Committee  re- 
viewed and  acted  upon  the  following  major  items: 

1.  Reviewed  all  expenditures  and  approved  bills. 

2.  Reviewed  and  approved  audit  of  accounts  and  man- 
agement of  funds. 

3.  Reviewed,  met  and  advised  with: 

a.  President  on  appointments  to  committees. 

b.  Women’s  .Auxiliary  of  their  1944-1945  program. 

c.  Director  of  Licenses,  Thomas  .A.  Swayze  and  Wiley 
Hemphill,  re  legislative  matters. 

d.  President  on  appointment  of  Over-all  Fee  Schedule 
Committee. 

e.  Reviewed  meeting  of  Board  of  Trustees  of  November 
9,  1944,  and  in  accordance  with  their  wishes  requested  each 
county  Bureau  to  prepare  plan  for  Prepaid  Medical-Hos- 
pital Family  Coverage. 

f.  .Arranged  meeting  with  Candidate  for  Governor,  Mr. 
Mon  Wallgren,  re  Medical  School. 

g.  .Approved  establishment  of  Washington  State  Medical 
Bureau  in  the  Central  Office. 

h.  Procurement  and  .Assignment  for  Physicians. 

i.  Plans  for  Fifty-sixth  Session  of  the  .Association. 

R.cymoxd  L.  Zech, 
Chairman,  Executive  Committee 
Diabetes 

This  Committee  as  a whole  has  been  inactive  during  the 
period  of  the  war.  No  meetings  have  been  held  because  of 
lack  of  time  on  the  part  of  the  members  and  because  of 
the  absence  of  some  of  them  from  the  territory  in  military 
service.  However,  at  the  earliest  opportunity  a meeting 
will  be  held. 

.Among  the  items  deserving  early  consideration  by  the 
Committee  are  the  following: 

1.  .At  a recent  meeting  of  the  Council  of  the  .American 
Diabetes  .Association  in  June  1945,  Dr.  George  E.  .Ander- 
son of  Brooklyn,  New  York,  submitted  a report  endors- 
ing the  establishment  of  state  associations  for  lay  diabetics. 
He  will  in  the  near  future  outline  the  desired  structure  of 
such  organizations  and  will  make  suggestions  for  their 
activities.  These  recommendations  undoubtedly  will  in- 
clude (a)  the  extension  of  education  regarding  diabetes 
among  the  laity,  (b)  the  institution  of  measures  to  pro- 
mote a better  understanding  between  diabetics  and  non- 
diabetics, particularly  as  this  pertains  to  employment,  (c) 
the  extension  of  facilities  for  obtaining  life  insurance  for 
diabetics,  and  (d)  many  other  activities  pertaining  to  the 
social  relationship  between  the  diabetic  and  his  or  her 
fellow  citizens  will  ultimately  become  the  responsibility  of 
such  organizations.  The  Washington  Diabetes  .Association, 
which  was  organized  in  1942  and  has  held  but  one  meet- 
ing which  was  attended  by  about'  500  diabetics  and  those 
interested  in  diabetes,  will  attempt  to  have  a meeting  this 
fall.  It  is  hoped  that  the  recommendations  of  the  com- 
mittee on  lay  organizations  for  diabetics  headed  by  Dr. 
.Anderson  will  have  been  received  by  that  time. 

2.  The  Diabetes  Committee  of  the  Washington  State 
Medical  .Association  should  assume  an  active  part  in  inter- 
esting physician.s  in  summer  camps  for  diabetic  children. 
These  camps  have  been  in  operation  for  the  past  eight 
seasons.  .A  more  widespread  advantage  should  be  taken  of 
the  opportunities  offered.  .Although  these  summer  camps 
constitute  an  excellent  outing  for  these  children,  this  is 
not  the  primary  purpose  of  the  camps.  .At  those  camps  the 
children  have  the  opportunity  of  meeting  other  diabetics, 
to  be  impressed  with  the  importance  of  the  diabetic  regime 
and  to  come  in  contact  with  other  children  of  their  age 
who  are  not  diabetics;  thus  they  learn  to  associate  on  an 
equal  basis  with  other  children,  a very  important  factor 
for  building  a proper  philosophy  for  adult  life  when  they 
will  find  it  necessary  to  live  in  the  same  world  with  indi- 
viduals who  do  not  have  diabetes.  Every  effort  should  be 
made  to  offset  any  tendency  toward  feeling  that  they  are 
an  underprivileged  or  special  privileged  group.  It  is  esti- 
mated that  there  are  approximately  75,000  diabetic  children 
in  the  United  States  today.  Physicians  should  advise  the 
parents  of  juvenile  diabetics  to  encourage  their  children  to 
attend  these  summer  camps. 
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3.  In  the  reconstruction  period  following  the  cessation 
of  war,  definite  measures  must  be  taken  by  this  Committee 
to  establish  adequate  teaching  centers  for  diabetics.  These 
centers  must  include  charity  and  private  diabetic  clinics. 
The  financial  status  of  an  individual  must  not  prevent  him 
from  obtaining  an  adequate  diabetic  education. 

4.  Various  surveys  could  be  of  value.  The  .American  Dia- 
betes .Association  in  collaboration  with  the  Metropolitan 
Life  Insurance  Company  working  through  local  committees 
may  conduct  a survey  to  determine  the  degree  of  employ- 
ability  of  diabetics.  A’arious  surveys  may  be  carried  out  to 
determine  numerically  more  accurately  the  diabetic  popu- 
lation of  the  country.  This  is  estimated  to  be  700,000  to 
800,000  at  present.  By  1950  one  million  known  diabetics 
are  e.xpected  to  be  living  in  .America  alone. 

Lester  J.  Palmer, 
Chairman,  Committee  on  Diabetes. 

Graduate  Medical  Education  and  Hospitals 

This  Committee  has  met  and  discussed  ways  and  means 
of  meeting  the  provisions  of  the  G.  I.  Bill  of  Rights,  and  is 
working  with  the  Committee  on  Postwar  Medical  Service 
of  the  American  Medical  .Association,  relative  to  providing 
postwar  graduate  medical  instruction  to  returning  medical 
veterans. 

This  program  contemplates  making  available  refresher 
courses  of  two  to  six  weeks’  duration,  covering  general 
clinical  fields,  and/or  a six  to  twelve  months  clinical  and 
teaching  fellowship  for  a limited  number  in  general  sur- 
gery, internal  medicine  and  general  practice,  and  their 
allied  subjects. 

The  University  of  Washington  has  agreed  to  cooperate 
with  this  Committee,  to  provide  refresher  courses  in  the 
basic  sciences,  particularly  pathology,  anatomy,  physiol- 
ogy, and  biochemistry. 

Homer  D.  Dudley, 

Chairman,  on  Graduate  Medical  Education 
and  Hospitals. 

Industrial  Hygiene 

This  Committee  was  organized  in  1943.  It  is  at  present 
composed  of  the  following  members:  L.  L.  Goodnow, 
Richard  .Ahlquist,  Lloyd  M.  Earner,  .A.  H.  Gunderson, 
Warren  B.  Penney,  William  E.  Steele,  Frederick  .A.  Tucker 
and  Wallace  J.  Neighbor. 

Most  County  Medical  Societies  have  a Committee  on 
Industrial  Hygiene.  .A  number  of  these  committees  have 
functioned  in  a very  active  manner  working  to  improve 
industrial  medical  care  and  have  served  in  a liaison  capac- 
ity between  the  medical  profession  and  industry. 

One  of  the  most  important  functions  of  this  Committee 
is  to  bring  together  pertinent  information  regarding  occu- 
pational diseases  and  to  make  this  information  readily 
available  to  the  profession  to  assist  in  the  treatment  and 
prevention. 

Due  to  the  stress  of  the  times  and  the  load  most  physi- 
cians are  carrving,  the  central  Committee  has  not  been 
active  during  the  past  year.  It  is  planned  to  resume  activi- 
ties during  the  coming  year. 

L.  L.  Goodnow, 

Chairman,  Committee  on  Industrial  Hygiene. 

Industrial  Insurance  and  Health 

This  Committee  has  had  no  meetings  during  the  past 
year,  but  has  had  several  conferences  with  the  Department 
of  Labor  and  Industries  in  regard  to  the  adoption  of  the 
revised  fee  schedule  for  that  Department.  This  schedule 
was  p-esented  to  the  Department  before  the  last  annual 
meeting,  but  was  not  put  into  effect  until  January  1,  1945. 

Mr.  Harlin  on  that  date  wrote  the  chairman  of  the 
Committee  as  follows: 

“The  Department,  having  been  informed  that  the  ob- 
jections heretofore  entered  on  the  adoption  of  the  new  fee 
schedule  proposed  to  the  Department  by  your  committee 
representing  the  State  Medical  .Association  having  been  elim- 
inated, you  are  advised  that  the  new  schedule  has  been 
officially  approved  by  the  Department  to  become  effective 
January  1,  1945. 

“It  is  quite  probable  that  printed  copies  of  the  new  sched- 
ule will  not  be  available  by  Januarv  1,  but  you  are  assured 
that  the  same  will  be  made  available  to  the  profession  as 
quickly  as  pos.sible.” 


The  new  Director,  Earl  N.  .Anderson,  has  since  contacted 
the  State  .Association  and  shows  a willingness  to  cooperate 
with  the  Committee  and  the  .Association. 

Harold  E.  Nichols, 

Chairman,  Committee  on  Industrial  Insurance 
and  Health. 

Study  of  Medical  Care 

This  Committee  has  held  two  meetings  since  the  1944 
meeting  of  the  House  of  Delegates,  and  consideration  was 
given  to  three  major  problems;  cooperation  with  the 
Washington  State  Hospital  .Association,  a proposal  by  the 
State  Department  of  Social  Security  that  the  medical  pro- 
fession take  over  the  administration  of  the  Old  .Age  .Assist- 
ance program,  and  statewide  family  coverage. 

.After  exhaustive  consideration,  the  Washington  State 
Hospital  .Association  question  remains  unanswered. 

With  regard  to  the  Old  .Age  .Assistance  proposal,  to 
which  long  study  has  been  given,  Mr.  Steen  and  Mr.  James 
Neal  were  instructed  to  meet  with  Mr.  Vern  Graham,  then 
Director  of  the  State  Department  of  Social  Security,  in  an 
effort  to  learn  from  him  the  type  of  contract  the  State 
could  execute.  Meetings  were  held  on  three  different  occa- 
sions, resulting  in  eleven  points  being  offered  by  Mr. 
Graham  which  he  said  of  necessity  would  have  to  be  in- 
cluded in  any  agreement  for  administration  of  the  pro- 
gram. Further  than  this,  Mr.  Graham  said  he  could  not 
go.  The  matter  still  is  under  consideration  by  this  Com- 
mittee. 

The  third  major  problem  to  be  presented  to  this  Com- 
mittee was  the  matter  of  family  contracts.  To  some  of  the 
Committee  members,  family  coverage  is  an  old  story.  To 
others  it  was  an  advancing  problem,  demanding  immediate 
consideration  and  action.  To  others  it  was  something  for- 
eign and  a little  distasteful.  Actuarial  experience  was  lacking 
and  charges  for  the  services  and  fees  for  the  doctors  were 
questions  requiring  much  thought.  Bureaus  in  Whatcom, 
Lewis  and  Cowlitz  counties  W'ere  referred  to  for  informa- 
tion on  those  points. 

The  matter  of  services  to  be  offered  in  such  coverage  was 
found  to  be  controversial,  and  received  considerable  atten- 
tion. In  consideration  of  the  fee  problem,  the  Yakima  fee 
schedule  and  the  Over-.All  Fee  Schedule  were  mailed  to 
Bureau  managers  for  use  as  a basis  from  which  family 
coverage  proposals  could  be  submitted  for  further  con- 
sideration. This  matter  still  is  pending. 

.At  the  suggestion  of  Maj.  L.  E.  Kerr,  Field  Medical 
Officer  of  the  War  Food  .Administration,  Portland,  Oregon, 
members  of  this  Committee  met  with  Major  Kerr  and 
members  of  his  staff  on  May  13th,  to  consider  the  fee 
schedule  for  medical  care  of  imported  (Mexican)  labor. 
Major  Kerr  readily  admitted  the  government  fee  schedule 
for  this  service  was  too  low,  and  as  a consequence  was 
submitted  the  Washington  State  Medical  .Association’s  Over- 
.All  Fee  Schedule  for  consideration  in  making  changes  in 
the  Government  fees.  To  this  date  nothing  further  has 
been  heard  from  him. 

J.  F.  Christensen, 

Chairman,  Committee  on  Study  of  Medical  Care 

Maternal  and  Child  Welfare 

This  is  really  a continuation  of  a report  made  to  the 
House  of  Delegates,  1944.  .A  resolution  was  offered  last 
year  to  change  Form  M under  the  EMIC  program  which 
made  the  doctor  signing  it  liable  to  litigation.  This  was 
done  by  the  State  Department  of  Health  as  requested. 
.Another  change,  offering  the  soldier’s  wife  the  opportunity 
to  secure  better  services  for  herself,  if  she  so  desired,  in  a 
hospital  and  for  medical  care,  was  flatly  refused  by  the 
Bureau. 

Several  conferences  were  held  by  this  Committee  during 
the  year  to  consider  the  welfare  of  maternity  cases  and 
sick  children  as  dominated  by  the  blanket  directions  from 
the  Children’s  Bureau.  Because  of  the  importance  of  this 
situation,  very  little  if  any  thought  could  be  expended 
upon  the  other  immediate  state  needs. 

Different  members  of  the  Committee  attended  important 
conferences,  national  and  sectional,  during  the  year,  per- 
taining to  the  Maternal  and  Child  Welfare.  One  was  the 
annual  meeting  of  the  .Academy  of  Pediatrics  in  St.  Louis ; 
others,  the  Editors  and  Secretaries  meeting  in  Chicago,  Illi- 
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nois;  the  council  on  Medical  Service  and  Public  Relations 
in  Portland;  and  the  conference  on  Prepaid  Medical  Care 
in  Denver.  Dr.  M.  Eliot  of  the  Children’s  Bureau  was 
present  at  the  .Academy  of  Pediatrics  session.  It  is  reported 
that  a statement  from  her  was  made  to  the  effect  that  the 
EMIC  program  and  its  branches  would  not  obtain  more 
than  six  months  after  the  termination  of  the  war.  It  is 
fairly  evident  these  statements  were  made  under  duress, 
and  that  after  uttering  them  she  was  of  the  same  opinion, 
regardless  of  promises. 

On  January  28,  1945,  the  Children’s  Bureau  assembled  a 
“steering  committee.”  Practically  the  entire  excellent  Chil- 
dren’s program  as  outlined  by  a committee  from  the  .Acad- 
emy of  Pediatrics  was  espoused  by  this  Committee,  changes 
being  made  in  favor  of  placing  more  power  in  the  hands  of 
the  Bureau.  The  Bureau  was  advised  by  this  committee  to 
add  to  the  .Academy  program  one  on  a more  comprehen- 
sive maternal  care  and  extend  it  into  postwar  time.  The 
Bureau  was  advised  to  request  Congress  to  appropriate  a 
sufficient  fund  to  carry  it  on.  March  1,  1945,  the  Bureau 
issued  a news  release  stating  that  they  were  planning  to 
give  free  dental  care  to  every  child  in  the  United  States, 
regardless  of  economic  status. 

.At  the  conferences,  those  doctors  interviewed  had  a uni- 
versal feeling  the  EMIC  program  was  successful  insofar  as 
it  was  carrying  out  the  desires  of  Congress  to  continue  the 
morale  of  the  soldier,  but  it  was  also  more  evident  that  the 
blanket  regulations  of  the  Bureau  were  both  objectionable 
and  onerous.  When  one  considers: 

1.  The  general  fee  bill  directed  by  the  Bureau  early  in 
1944,  which  covers  every  probable  ill  that  could  pos- 
sibly affect  the  prospective  mother,  and 

2.  The  suggestions  of  the  “steering  committee”  January 
28,  1945,  and 

,5.  The  news  release  of  March  1st,  giving  complete  dental 
care  to  every  child  in  the  United  States, 
one  realizes  the  Wagner-Murray-Dingell  Bill  is  actually  a 
factual  force  throughout  the  United  States, 

The  Committee  considered  that  every  physician  in  the 
United  States  should  be  informed  of  this  definite  menace 
and  that  brief  proofs  should  be  given  him.  The  committee 
realizes  that  physicians  are  all  too  busy  to  read  serious 
problems  and  that  the  only  way  to  put  them  before  him 
and  get  him  to  grasp  the  situation  would  be  to  place  all 
facts  briefly  on  one  pag°,  together  with  a request  for  an 
expression  from  him,  and  to  suggest  a remedy.  This  was 
done  on  the  appended  bulletin,  “Stepping  Stones  to  Regi- 
mentation.” This  bulletin  was  presented  with  explanations 
to  the  conference  of  ten  different  states  held  in  Denver. 
June  28  and  29,  and  was  received  favorably.  .A  constructive 
resolution  for  its  consideration  and  adoption  by  the  states 
represented  was  made  and  passed. 

It  is  the  plan  of  this  Committee  to  continue  with  more 
effort  than  ever  to  replace  the  present  so-cilled  advisory 
committee  or  impotent  committees  to  the  Children’s  Bureau 
by  a personnel  made  up  from  representatives  from  the 
medical  associations  of  each  state  in  the  Union,  which 
would  not  be  on  the  defensive  but  offensive,  regarding  the 
Policies  affecting  the  Maternal  and  Child  Welfare  of  the 
United  States. 

H.  H.  Skis-'ner, 

Chairman,  Maternal  and  Child  Welfare 
Committee. 

Medical-Dental  School 

This  Committee  was  created  for  the  purpose  of  assisting 
in  the  founding  of  a medical-dental  school  at  the  Univer- 
sity of  Washington.  The  Committee  held  numerous  meet- 
ings, formed  a working  subcommittee,  and  carried  out  a 
program  for  acceptance  of  the  idea  by  the  public  and  the 
State  Legislature. 

•A  legislative  measure  to  create  the  .school  and  to  pro- 
vide funds  was  introduced  by  Senators  Donald  Black, 
M.D.,  and  .Albert  D.  Rosellini,  with  the  result  that  it  was 
passed  by  both  houses  of  the  legislature,  and  was  signed 
by  Governor  Mon  C.  Wallgren  on  March  1. 

The  bill  carried  appropriations  totalling  .$4,200,000  for 
operation  of  the  school  for  the  first  two-year  period,  and 
for  the  construction  of  medical  and  dental  school  buildings, 
and  a hospital  on  the  campus. 


The  Board  of  Regents  and  Dr.  L.  P.  Sieg  are  now  in  the 
process  of  selecting  a dean  for  the  Medical-Dental  School, 
and  are  laying  plans  for  construction  of  the  buildings  when 
labor  and  materials  are  available.  The  University  authori- 
ties also  have  extended  considerable  effort  toward  arrange- 
ments for  opening  of  the  schools  this  fall,  but  it  is  doubt- 
ful this  can  be  accomplished  because  of  difficulties  en- 
countered in  obtaining  the  services  of  deans  and  a teaching 
staff. 

This  Committee  had  the  good  will  and  assistance  of 
numerous  persons,  various  organizations.  Dr.  Sieg  and  the 
University  Board  of  Regents,  and  the  counsel  and  advice 
of  R.  Bronsdon  (Curly)  Harris,  Secretary  of  the  University 
of  Washington  .Alumni  .Association,  during  the  bill’s  course 
through  the  Legislature,  and  we  wish  to  express  our  sin- 
cere appreciation  for  this  assistance.  .All  supporters  were 
determined  that  nothing  short  of  a Class  “.A”  school  should 
be  founded. 

.After  the  Medical-Dental  School  bill  became  law.  Dr. 
Sieg,  together  with  other  officials  of  the  University,  met 
with  this  Committee  for  consideration  of  the  matter  in 
obtaining  a dean  for  the  Medical  School.  .At  that  time,  the 
University  President  again  assured  us  of  his  wholehearted 
desire  for  a Class  “.A”  school,  and  for  deans  of  the  same 
high  calibre. 

Members  of  your  Committee  have  been  approached  with 
offers  of  endowments  for  the  Medical  School,  and  any 
other  physician  who  might  be  approached  on  the  same 
matter  should  communicate  with  President  Sieg. 

David  Metheny, 

Chairman,  Committee  on  Medical-Dental  School 

Mental  Hygiene 

The  Committee  held  meetings  on  February  13,  March  21, 
May  15  and  July  17.  There  was  practically  100  per  cent 
attendance  from  all  representatives,  except  from  the  ap- 
pointees of  the  eastern  part  of  the  state.  The  following 
matters  were  discussed  in  detail  and  acted  upon: 

1.  .A  recommendation  that  an  active  neuropsychiatric 
department  be  established  at  the  County  Hospital,  avail- 
ing itself  of  all  the  facilities  of  the  various  mental  hygiene 
groups  of  the  state  and  practicing  psychiatrist  members  of 
the  State  Medical  .Association.  The  adoption  of  such  a 
practice  would  render  a very  essential  need  to  the  com- 
munity and  be  of  extreme  valu“,  particularly  when  the 
medical  school  would  be  established  in  the  community. 
Throueh  the  efforts  of  this  Committee,  the  King  County 
Medical  Society  and  the  trustees  of  the  King  County  Hos- 
pital have  acted  on  this  subject  and  plans  are  now  under 
way  to  create  an  active  responsible  neuropsychiatric  de- 
partment at  the  County  HosDital. 

2.  .A  definite  check  on  the  existing  conditions  of  the 
various  state  institutions  was  made  through  various  mem- 
bers of  the  Committee,  and  through  their  efforts  certain 
recommendations  and  suggestions  were  followed  out  to  the 
benefit  of  the  inmates  of  said  institutions. 

3.  It  was  recommended  that  a committee  be  appointed 
by  the  Board  of  Trustees  to  work  out  a similar  committee 
aopointed  by  the  Washington  State  Bar  .Association  to 
study  law  and  medical  procedure  for  commitment  of  men- 
tallv  deranged  cases  so  that  they  may  receive  treatment 
without  losing  citizenship  rights  until  such  time  as  they 
are  capable  of  being  restored  to  civilian  life,  and  to  make 
recommendations  for  whatever  changes  are  necessary  in 
state  laws  and  mental  matters. 

4.  The  old-age  situation  throughout  the  State  of  Wash- 
ington was  reviewed  and  given  very  careful  study  by  th“ 
Committee,  and  a formal  list  of  recommendations  was  sent 
to  the  Board  of  Trustees  of  the  State  Medical  .Association 
for  action. 

5.  There  is  available  through  the  State  of  Washington  at 
the  present  time  a State  Mental  Hygiene  Clinic  which  is 
very'  efficiently  functioning  in  the  City  of  Seattle.  The 
establishment  of  this  clinic  was  largelv  through  the  initia- 
tion and  efforts  of  the  Mental  Hygiene  Committee.  The 
primary  work  of  this  clinic  is  to  help  discharged  veterans 
who  have  neuropsvchiatric  disabilities  and  emotional  prob- 
lems reestablish  themselves  in  the  community  as  normal 
and  well  adjusted  citizens.  The  Mental  Hygiene  Committee 
is  acting  in  an  advisorv  caoacity  to  this  clinic. 

It  is  the  hope  of  th?  Committee  during  the  following 
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year  to  continue  to  help  in  any  of  the  mental  problems  that 
are  constantly  before  the  medical  profession  and  the  pub- 
lic, to  help  in  the  enactment  of  legislative  acts  pertaining 
to  psychiatric  problems  and  assure  the  best  possible  care 
and  treatment  of  the  mentally  sick  by  making  available 
all  the  facilities  of  existing  institutions.  Four  resolutions 
have  been  prepared  for  the  consideration  of  the  House  of 
Delegates. 

We  have  been  most  fortunate  in  having  the  active  full 
cooperation  from  the  President  of  the  .Association  and 
many  members  of  the  Board  of  Trustees. 

N.  K.  Rickles, 

Chairman,  Committee  on  Mental  Hygiene. 

Neoplastic  Committee 

.Again  this  year  passed  without  formal  meeting  of  the 
Neoplastic  Committee,  due  to  war-time  activities  and  the 
pressing  demands  of  medical  practice  on  the  members  of 
this  committee  remaining  in  civilian  practice. 

As  in  the  preceding  years,  the  sole  activity  of  this  Com- 
mittee has  been  its  advisory  status  with  the  Field  -Army  of 
the  .American  Cancer  Society,  of  which  your  chairman  is 
chairman  of  the  State  Executive  Committee;  and  Dr. 
Donald  Trueblood  is  Educational  Director.  .All  members 
of  the  Neoplastic  Committee  are  members  of  this  Executive 
Committee.  Several  meetings  of  this  Committee  were  held 
and  counsel  as  to  procedure  given. 

The  Field  .Army  underwent  a radical  change  in  organiza- 
tion during  the  year  to  materially  broaden  its  scope  of 
action  and  enlarge  its  membership  to  include  men  as  well 
as  women ; the  society  name  being  changed  from  the 
.American  Society  for  the  Control  of  Cancer  to  the  Amer- 
ican Cancer  Society,  and  the  State  division  from  Women’s 
Field  .Army  to  Field  Army.  .As  before,  this  Field  .Army 
was  very  competently  led  by  Mrs.  Daisy  Mosiman,  and 
will  be  for  the  coming  year. 

.A  campaign  for  membership  and  funds  was  carried  on 
nationally  under  a committee  headed  by  Mr.  Eric  .A. 
Johnston,  and  the  Washington  Division  by  Steve  Chadwick. 
The  state  compaign  was  accepted  as  a project  by  the  State 
Junior  Chamber  of  Commerce  organization,  with  the  result 
that  of  the  eight  states  leading  in  the  nation,  five  were  in 
the  Northwest,  and  Washington  State  led  these  five.  Some 
$12,000  over  the  assigned  quota  was  obtained. 

This  fund  enables  the  .American  Cancer  Society  to  en^ 
large  its  activities  under  the  headings  of  Education,  Re- 
search, and  the  establishment  of  so-called  Detection  and 
possibly  Treatment  Clinics.  The  first  two  have  the  full 
approval  of  this  Committee.  The  latter  should  not  be 
approved,  in  our  opinion,  until  given  careful  study  and 
plans  evolved  that  give  complete  consideration  to  the  prin- 
ciples of  approved  medical  standards  of  practice. 

This  Committee  in  the  past  has  at  intervals  published  a 
manual  on  neoplastic  disease,  and  later  combined  all  of 
these  pamphlets  into  one  volume,  a copy  of  which  was 
mailed  to  each  member  of  the  Washington  State  Medical 
.Association.  Since  there  has  been  much  progress  in  the 
field  of  neoplastic  diseases,  when  times  are  better  we  be- 
lieve it  would  be  expedient  to  revise  that  issue  and  remail 
to  all  members  of  the  .Association. 

George  W.  Cornett, 
Chairman,  Neoplastic  Committee. 

Over-All  Free  Schedule 

This  Committee  was  created  by  the  Board  of  Trustees  to 
compile  and  adopt  a basic  fee  schedule  which  would  be 
adequate  and  comprehensive  enough  to  cover  all  state 
programs  and  allow  deductions  for  tax  supported  programs 
and  additions  thereto  for  Bureau  schedules. 

Meetings  w'ere  held  November  18,  December  7,  .April  S 
and  .April  14.  The  revised  fee  schedule  of  the  Department 
of  Labor  and  Industries  was  adopted  as  the  Over-All  Fee 
Schedule  of  the  Washington  State  Medical  Association. 
.As  this  was  not  allinclusive,  gynecology,  proctology  and 
urology  were  added.  The  Over-.All  Fee  Schedule  was  adopt- 
ed by  the  Board  of  Vocational  Education  for  use  by  the 
Industrial  Rehabilitation  program. 

.A  fifteen  per  cent  reduction  from  schedule  was  offered  th" 
Social  Security  Department,  but  the  Department  contended 
they  did  not  have  money  enough  available  to  meet  it. 
It  was  brought  out  that  from  60  to  75  per  cent  of  moneys 


spent  were  on  “calls”  and  any  raise  in  this  service  would, 
therefore,  greatly  increase  the  entire  budget.  It  was  decided 
that  for  the  present.  Old  .Age  .Assistance  would  use  the 
schedule  now  in  effect. 

It  is  expected  this  Committee  will  be  called  upon  in  the 
near  future  to  review  and  revise  the  schedule  for  “migra- 
tory workers,”  as  many  counties  in  the  state  are  con- 
cerned with  this  schedule,  and  it  is  at  present  admittedly 
inadequate.  ' 

Harold  E.  Nichols, 

Chairman,  Over-All  Fee  Schedule  Committee 

Publication 

Comments  which  have  been  received  during  the  past  year 
by  Northwest  Medicine  indicate  the  popular  approval 
of  State  Sections  which  appear  monthly  in  this  journal. 
The  Washington  section  is  under  the  jurisdiction  of  our 
Publication  Committee.  Its  purpose  is  to  keep  the  mem- 
bership of  the  Association  informed  concerning  meetings 
and  actions  of  the  Board  of  Trustees,  as  well  as  other  offi- 
cials, dealing  with  matters  of  interest  to  the  medical  pro- 
fession. Much  of  this  material  is  assembled  and  prepared 
by  the  Executive  Secretary,  under  the  direction  and  ap- 
proval of  the  officers  of  the  Association. 

Material  published  from  month  to  month  under  this 
section  is  not  intended  to  be  exclusive  or  arbitrary.  Our 
.Association  is  a democratic  institution  and  members  are  at 
liberty  to  criticize  or  offer  suggestions  concerning  anything 
published  under  this  heading  by  the  Publication  Committee. 
Naturally,  there  are  certain  matters  considered  by  the 
Board  of  Trustees  to  which  it  is  believed  inadvisable  to 
give  immediate  publicity.  Such  matters  will  be  delivered 
to  the  membership  of  the  .Association  whenever  the  suit- 
able time  has  arrived  for  such  publicity.  These  policies  have 
been  followed  in  past  years,  and  will  be  continued  in  the 
future.  Herbert  E.  Coe, 

Chairman,  Committee  on  Publication. 

Public  Relations 

-Again  the  medical  profession  has  come  through  a session 
of  the  State  Legislature  unharmed.  This  was  due  to  a 
number  of  circumstances,  including  the  careful  selection  of 
Legislative  Committees  having  consideration  of  measures 
bearing  upon  public  health,  social  security  and  insurance, 
and  the  fact  that  members  of  the  medical  profession.  Sen- 
ator Donald  Black,  M.D.,  and  Representative  U.  S.  Ford, 
M.D.,  were  chairmen  of  the  Medical  and  Dental  Commit- 
tees of  their  respective  chambers. 

Due  credit  also  must  be  given  members  of  the  Medical 
Association  who,  upon  request,  appeared  before  Legislative 
Committees  at  public  hearings  on  proposed  laws,  and  to 
Bureau  Managers  who  descended  upon  the  Legislators  in 
numbers  to  defend  both  the  profession  and  the  Bureau 
set-up.  Many  individual  physicians  voluntarily  took  an 
active  part  in  legislative  matters,  and  to  these  members 
your  Committee  is  deeply  grateful. 

The  Public  Relations  Committee  is  aware  of  the  fact  that 
a repetition  of  the  attempts  to  break  down  the  Basic 
Science  law  and  to  put  into  operation  some  form  of  politi- 
cal medicine  must  be  expected  in  the  coming  session,  and  a 
program  is  being  formulated  to  offset  any  such  endeavor. 

Plans  already  are  being  mapped  for  the  coming  political 
campaigns  with  the  idea  of  exerting  influence  upon  the 
careful  selection  of  candidates,  and  producing  a generous 
representation  of  the  medical  profession  among  the  law- 
makers of  the  next  session. 

Early  efforts  to  arouse  interest  among  the  various  count\' 
organizations  to  create  active  election  and  legislative  com- 
mittees met  with  good  response,  and  when  the  county  so- 
cieties resume  their  regular  meetings  this  fall,  an  accelerated 
campaign  will  be  waged  to  revive  interest  among  members, 
and  to  sustain  this  interest  throughout  the  n^xt  year  and 
into  the  1947  Legislative  Session. 

Emphasis  will  be  placed  on  the  possibilities  of  the  Wom- 
an’s .Auxiliary  in  those  endeavors,  and  plans  will  be  pro- 
posed for  each  chapter’s  participation  in  this  important 
work. 

There  were  ,580  bills  introduced  in  the  Senate,  and  565  in 
the  House,  a total  of  945  measures.  Of  these,  271  were 
passed  by  both  Houses,  and  signed  by  the  Governor.  .19 
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Other  bills  passed  by  the  Legislature  were  vetoed  by  the 
Chief  Executive.  Those  that  failed  to  pass  numbered  63S. 

George  R.  Marshall, 
Chairman,  Committee  on  Public  Relations. 

Public  Laws 

This  State’s  Basic  Science  law  was  the  target  for  more 
concentrated  fire-power  during  the  past  (1945)  Legislative 
session  than  in  all  the  previous  years  combined.  However, 
this  attack  constituted  only  a portion  of  the  difficulties 
experienced  by  the  medical  profession  and  its  allied  or- 
ganizations, the  Medical  Bureaus  and  the  Insurance  Com- 
pany, during  the  sixty-day  period  in  which  our  lawmakers 
met  at  the  State  Capitol. 

The  assaults  upon  the  Basic  Science  law  continued 
throughout  the  session,  and  there  is  every  indication  they 
will  be  taken  up  again  with  more  vigor  at  the  next  meet- 
ing of  the  legislators,  unless  an  attempt  is  made  to  meet 
some  of  the  criticisms  offered.  It  is  gratifying  to  know  that 
a committee,  appointed  by  Dr.  Zech  and  chairmanned  by 
Dr.  Corbett,  is  ably  attending  to  this  detail. 

One  of  the  most  vicious  attacks  on  this  law  was  that 
made  by  the  drugless  healers  who  wholeheartedly  sup- 
ported House  Bill  No.  60,  introduced  by  Representative 
King  of  Raymond.  This  measure  provided  that  applicants 
for  a Chiropractor’s  license  be  required  to  take  no  other 
examination  than  that  given  by  a Chiropractic  board.  In 
other  words,  chiropractors  would  have  been  taken  entirely 
from  under  the  provisions  of  the  Basic  Science  law.  The 
bill  was  literally  forced  out  of  the  hands  of  the  House 
Committee  on  Medicine,  by  influence  from  the  Governor’s 
office,  but  it  again  was  tied  up  in  the  House  Rules  Com- 
mittee, where  it  died. 

Other  measures  having  a particular  bearing  on  the  public 
health  and  the  medical  profession,  and  with  which  we  were 
vitally  concerned,  included: 

Senate  Bill  No.  222,  introduced  by  Senators  Thomas  and 
Gallagher,  both  of  Seattle,  authorizing  the  practice  of 
naturopathy,  and  requiring  that  the  committee  examining 
those  wishing  to  practice  the  healing  arts  be  made  up  of 
licensed  practitioners  from  all  the  schools  of  healing,  with 
the  medical  profession  members  of  the  board  noticeably  in 
the  minority.  The  measure  died  in  the  Senate  Medicine 
Committee. 

Senate  Bill  No.  167,  introduced  by  Dr.  Black,  provided 
that  the  medical  examination  on  the  basic  sciences  be 
wholly  in  writing,  but  that  such  examination  constitute 
only  half  of  the  requirement,  the  other  half  to  consist  of 
an  oral  test  by  an  over-all  board  of  seven  physicians. 
Dr.  Black  permitted  the  measure  to  die  in  his  own  com- 
mittee, upon  the  request  of  Dr.  Zech. 

House  Bill  No.  471,  sponsored  by  Jones  of  Vancouver, 
Hurley  of  Seattle,  and  Hansen  of  Cathlamet,  required  pay- 
roll deductions  for  payment  of  medical,  dental  and  hospi- 
tal services.  .After  a heated  public  hearing,  no  attempt  was 
made  to  move  the  measure  out  of  the  Social  Security  Com- 
mittee, and  it  died  there.  This  was  a test  bill,  and  is  the 
forerunner  of  legislation  already  being  drafted  that  will  be 
introduced  in  the  next  session  with  much  stronger  backing. 

Senate  Bill  No.  160,  introduced  by  Senator  Mohler  of 
Olympia,  called  for  the  issuance  of  temporary  licenses  dur- 
ing the  emergency  to  embalmers  and  dental  hygienists. 
The  measure  was  amended  to  include  all  other  of  the  heal- 
ing arts,  and  the  license  director  was  given  broad  powers  in 
fixing  the  time  limit  for  these  temporary  certificates.  The 
bill  died  in  the  Senate  Committee  on  Medicine  and  Den- 
tistry. 

Senate  Bills  149  and  268,  introduced  by  Senators  Mohler 
of  Olympia  and  Forbes  of  Seattle,  were  enabling  acts  for 
the  Blue  Cross.  No.  149  died  in  Judiciary  Committee,  and 
No.  268  was  indefinitely  postponed  by  the  Senate  Rules 
Committee  after  a battle  which  raged  incessantly  until  the 
final  hours  of  the  session. 

Senate  Bill  No.  247,  by  Senator  Dixon  of  Tacoma,  re- 
quired an  annual  vote  on  all  medical,  surgical  and  hospital 
contracts.  Senator  Dixon  introduced  this  bill  at  the  request 
of  certain  labor  elements,  but  it  was  killed  in  Committee. 

Senate  Bill  No.  362,  which  bore  the  name  of  Senator 
Rosellini,  provided  unemployment  compensation  benefits  to 
those  who  became  unemployed  because  of  illness.  The 
Labor  lobby  forced  this  measure  out  of  the  Senate  Rules 


Committee  and  through  the  Senate,  but  in  the  House  it 
was  referred  to  the  conservative  Insurance  Committee, 
where  it  died. 

Other  measures  would  have  required  tax  exempt  hospi- 
tals to  permit  the  practice  therein  of  any  duly  licensed 
physician  or  surgeon,  defined  the  practice  of  Massotherapy 
and  licensed  such  practitioners,  and  provided  free  choice 
of  doctor,  dentist,  hospital  and  nurse  by  any  person  under 
any  form  of  medical  contract.  Fortunately  all  these  bills 
were  blocked  in  committee. 

W.  B.  Penney, 

Chairman,  Committee  on  Public  Laws. 

Public  Health  and  Sanitation  Advisory  Committee  to 
State  Department  of  Health 

The  Board  of  Trustees  recommended  to  the  House  of 
Delegates,  and  it  was  passed,  that  at  the  request  of  Dr. 
Lee  Powers,  former  Director  of  the  State  Health  Depart- 
ment, this  Committee  be  enlarged  to  include  the  chairmen 
of  the  following  committees:  Industrial  Hygiene,  Maternal 
and  Child  Welfare,  Neoplastic,  Public  Laws,  Public  Rela- 
tions, Social  Hygiene,  Tuberculosis,  and  Mental  Hygiene, 
and  called  the  Public  Health  and  Sanitation  Advisory 
Committee  to  the  State  Health  Department. 

This  committee  advises,  with  the  Department  of  Health, 
on  all  matters  pertaining  to  health  measures  in  the  State 
of  Washington. 

The  State  Health  Department  has  not  approached  this 
Committee  for  assistance  during  the  past  year,  and  the 
Committee  has,  therefore,  had  no  meetings  and  no  con- 
ferences. A.  L.  Ringle, 

Chairman. 

Procurement  and  Assignment  Service 

For  the  past  six  months  the  Navy  has  been  endeavoring 
to  recruit  3,000  doctors.  The  United  States  Public  Health 
Service  also  canvassed  the  state  for  physicians.  We  have 
been  reluctant  to  clear  anyone  for  any  of  the  services  when 
we  are  so  hard  pressed  at  home.  The  present  state  ratio  of 
physicians  to  civilian  population  is  about  1 to  2,000.  We 
have  been  petitioned  by  various  communities  to  obtain  the 
release  from  service  of  some  former  practitioner.  However, 
our  latest  directives  from  Washington  state  that  this  should 
only  be  resorted  to  when  the  community  ratio  is  1 to  2,500, 
the  doctor  over  39  years  of  age,  and  no  replacements  avail- 
able. We  have  submitted  about  fifteen  of  these  requests, 
and  the  .Appeal  Board  has  granted  one. 

It  is  our  considered  opinion  that  the  r'elease  of  doctors 
from  the  .Army  will  be  slow.  Many  will  be  retained  in 
Europe  and  in  the  South  Pacific  to  care  for  our  troops 
abroad,  and  great  numbers  will  be  needed  in  the  veterans 
set-up. 

A most  thorough  check  of  the  state  discloses  that,  with 
few  exceptions,  all  men  of  military  age  have  been  processed, 
and  are  either  in  the  service,  or  physically  disqualified  for 
the  same. 

The  work  of  the  Procurement  and  -Assignment  Service 
Committee  is  changing,  and  becoming  now  the  work  of 
fitting  men  back  into  the  home  picture  as  they  are  released 
from  service.  Raymond  L.  Zech, 

Chairman,  Procurement  and  Assignment  Service. 

Federal  Industrial  Rehabilitation 

The  State  Vocational  Education  Department,  of  which 
Industrial  Rehabilitation  is  a part,  several  times  during  the 
year  called  upon  this  Committee  for  aid  in  clarifying  the 
administrative  procedure  of  this  Federal  .Act  insofar  as  it 
applies  to  medical  practice. 

The  Committee  advised  the  Department  as  to  specialists, 
and  those  to  be  certified  specialists  when  not  so  recognized 
by  the  National  Boards  this  participating  group  to  be  on  a 
state  level,  and  agreed  upon  by  the  Professional  .Advisory 
Committee. 

The  Over-.All  Fee  Schedule  of  the  Washington  State 
Medical  Association  was  submitted  by  the  Committee  to 
the  Department  and  agreed  upon  as  a schedule  from  which 
to  work.  This  schedule  is  the  highest  paid  in  any  state 
participating  in  this  program. 

It  was  requested  by  the  Department  that  the  Chairman 
of  the  Committee  act  as  temporary  Medical  Consultant. 
This  program  is  a matching  program,  half  federal  and  half 
state,  and  is  in  its  inception.  Very  few  cases  have  been 


October,  1945 


GUILLAIN-BARRE  SYNDROME RICKLES 


333 


processed  so  far,  but  the  plan  is  far-reaching,  and  once 
under  way  may  encompass  many  more  cases  than  are 
presently  being  considered  as  applicable.  Federal  Industrial 
Rehabilitation  will  expand  in  the  postwar  period,  and  this 
Committee  and  the  State  Association  should  be  prepared  to 
offer  advice  and  guidance. 

The  Committee  and  members  of  the  Executive  Committee 
of  the  State  Association  met  with  Major  F.  C.  Furstenberg, 
United  States  Public  Health  Service,  representing  the  Fed- 
eral Security  Agency.  The  Federal  Industrial  Rehabilitation 
is  a separate  agency  responsible  to  Federal  Security.  Dr. 
Furstenberg  gave  an  extremely  clear  delineation  of  the 
program  and  emphasized  that  the  federal  government  ex- 
ercises no  jurisdiction  except  grant  in  aid.  The  program  is 
under  state  control.  Mr.  Harry  Halstead  is  in  charge  of  the 
program  in  the  state.  Brien  T.  King, 

Chairman,  Advisory  Committee  for 
Federal  Industrial  Rehabilitation. 

Resettlement 

This  Committee  cooperates  with  the  Farm  Security  .Ad- 
ministration on  the  farm  family  medical  rehabilitation  pro- 
gram. 

The  FS.A  has  not  approached  this  Committee  for  as- 
sistance during  the  past  year,  and  the  Committee  has, 
therefore,  had  no  meetings  and  no  conferences. 

WiLMOT  D.  Read, 
Chairman  Resettlement  Committee. 

Scientific  Work 

The  duty  of  this  committee  is  to  prepare  and  arrange 
all  scientific  programs  and  all  scientific  exhibits  for  an  an- 
nual convention.  Because  of  the  w'ar  emergency  the  Asso- 
ciation has  scheduled  only  a business  session  of  its  House 
of  Delegates,  and  no  such  scientific  program  was  necessary. 

R.  E.  Mosiman, 

Chairman,  Committee  on  Scientific  Work. 

Social  Hygiene 

This  Committee,  acting  as  a subcommittee  of  Public 
Health,  consisted  of  one  man  serving  under  the  direction 
of  the  chairman  of  that  one.  Positive  accomplishments  were 
negligible.  Blocking  adverse  activities  before  gaining  mo- 
mentum was  very  successfully  handled. 

The  chairman  attended  seventeen  meetings.  Nine  were 
lay  meetings,  having  to  do  with  shaping  the  unsuccessful 
premarital  Wassermann  bill.  Three  meetings  with  officials 
of  the  .American  Social  Hygiene  .Association  representatives 
concerning  the  Washington  V.  D.  program  were  attended. 

The  chairman  served  upon  a medical  committee  called  by 
lay  group  to  inspect  the  King  County  Jail  conditions.  This 
report  was  necessarily  inconclusive  because  so  many  condi- 
tions found  could  be  designated  as  either  good  or  bad.  The 
possibility  of  this  report  being  used  politically  had  to  be 
considered. 

Social  Hygiene  as  a movement  and  veneral  disease  con- 
trol has  been  nationalized,  with  physicians  not  upon  the 
public  payroll  being  generally  left  out.  .At  present,  all  per- 
sons with  V.  D.  are  entitled  to  care  at  public  expense  re- 
gardless of  their  financial  status.  Social  agencies  and  social 
workers  or  physicians  upon  the  public  payroll  furnish  and 
put  into  operation  almost  all  the  present  social  hygiene 
educational  activities. 

This  Committee’s  function  has  now  become  advisory  and 
useful  principally  when  medical  opinion  is  invoked  by 
officials  wishing  to  sound  the  profession  before  launching 
some  special  activity  where  our  support  might  be  ad- 
vantageous to  them.  W.  Ray  Jones, 

Chairman,  Committee  of  Social  Hygiene. 

Tuberculosis 

This  Committee  has  held  two  meetings  this  year.  The 
first  was  at  the  home  of  Dr.  Kenneth  Soderstrom  and  gen- 
eral discussion  was  had  on  the  matter  of  enlargement  of 
Firland  Sanatorium.  The  Committee  by  unanimous  vote 
recommended: 

1.  Proposed  legislation  be  written  and  submitted  to  the 
Legislature. 

2.  The  only  reservation  made  was  that  the  amalgamated 
institution  created  in  the  King  County  area  must  be  made 
available  to  the  other  county  institutions  that  they  may 


refer  patients  for  any  diagnostic  and  therapeutic  procedure 
in  the  tuberculosis  field. 

It  was  passed  by  the  Legislature  with  only  minor  changes. 

The  second  meeting  was  held  at  the  home  of  Dr.  Fred- 
erick Slyfield  on  July  21,  to  consider  a matter  brought  up 
by  Dr.  Ken  Olson  relative  to  care  and  compensation  of 
nurses  and  other  employees  who  may  develop  tuberculosis 
as  a result  of  working  in  tuberculosis  sanatoria. 

Following  considerable  discussion  it  was  agreed  that  the 
Committee  recommend  to  the  Washington  State  Medical 
.Association  and  the  State  Board  of  Health  that  efforts  be 
made  toward  obtaining  workmen’s  compensation  and  civil 
service  status  for  such  employees. 

Drs.  Ringle  and  Northrop  of  the  State  Board  of  Health 
and  Dr.  Kenneth  Olson  of  Firland  Sanatorium  will  pursue 
the  matter.  Frederick  Slyfield, 

Chairman,  Committee  on  Tuberculosis. 

The  Woman’s  Auxiliary  of  Washington  State  Medical 
Association 

.As  State  President,  I attended  the  National  .Auxiliary 
Board  meeting  in  Chicago,  June  12  to  IS,  1944.  The  meet- 
ing was  inspirational  and  informative.  The  extensive  dis- 
cussion of  the  revision  of  the  Constitution  and  By-Laws 
was  spirited  and,  at  times,  bitter,  but  always  most  inter- 
esting. Some  of  the  lengthy  and  detailed  reports  read  were 
deadly.  My  report  of  the  meeting  was  presented  at  the 
annual  State  Board  meeting  of  the  .Auxiliary. 

We  were  honored  by  the  attendance  of  Mrs.  Thomas, 
our  national  president,  at  our  first  board  meeting  in  Sep- 
tember. She  installed  the  incoming  officers.  At  our  midyear 
board  meeting  in  February  we  were  gratified  to  have  all 
three  members  of  the  .Advisory  Council,  Drs.  Zech,  Spick- 
ard  and  Dudley,  speak  to  us.  Their  message  made  us  realize 
how  important  it  is  for  us  to  keep  organized  and  function- 
ing and  ready  to  assist  when  and  if  needed. 

The  restrictions  on  travel  curtailed  visiting  auxiliaries. 
I visited  meetings  at  Pierce,  Kitsap,  Lewds,  Yakima,  King 
and  Walla  Walla  counties.  The  work  of  the  auxiliary  as- 
sumes greater  significance  as  one  sees  the  earnestness  and 
diligence  of  the  smaller  groups.  We  look  forward  to  the 
time  when  we  can  return  to  the  normal  routine  of  visiting 
every  auxiliary. 

We  take  great  pride  in  the  fact  that  Washington  State, 
under  the  excellent  leadership  of  Mrs.  Herbert  Johnson  of 
Everett,  won  first  prize  in  the  National  Hygeia  contest. 
Washington  won  five  out  of  fifteen  National  cash  prizes. 
Washington  has  the  largest  number  of  physicians  subscrib- 
ing to  Hygeia  in  proportion  to  the  physician  population  of 
any  state  in  the  Union. 

Mrs.  George  Lovelace  of  Centralia  has  been  a conscienti- 
ous and  diligent  chairman  of  our  National  Bulletin.  Fifty 
subscriptions  were  sold. 

Mrs.  Earl  Cilley  of  Bellingham  has  been  Legislative 
Chairman  this  year.  Believing  that  an  informed  member- 
ship is  an  interested  membership,  county  legislative  chair- 
men were  urged  to  familiarize  their  members  with  current 
proposed  legislation. 

Members  have  shown  much  interest  in  medical  legislation, 
and  we  believe  are  better  informed  than  ever  before.  No 
action  was  required  of  the  .Auxiliary  during  this  year’s 
legislative  session,  but  it  is  our  aim  to  keep  ready  and 
equipped  so  that  we  can  function  promptly  whenever  w'e 
are  called  upon. 

Mrs.  John  Finney  of  Spokane  has  been  Program  Chair- 
man. She  followed  the  outline  sent  by  the  National  Chair- 
man and  sent  suggested  program  outlines  to  each  county. 
These  suggestions  were  carried  out  in  so  far  as  practical  in 
the  individual  groups.  We  have  endeavored  to  participate 
in  every  phase  of  work  suggested  by  the  National  .Auxiliary. 

Mrs.  Tashian  of  Seattle  was  our  Editorial  Chairman. 
Under  her  supervision,  and  with  the  aid  of  the  State  Ex- 
ecutive Office,  a mimeographed  News  Letter  was  sent  to 
the  entire  membership  in  October.  It  contained  messages 
from  the  State  Officers  of  the  Washington  State  Medical 
.Association  and  the  .Auxiliary.  .A  roster  of  all  State  and 
County  officers  was  included.  This  has  proved  to  be  most 
useful. 

Mrs.  T.  H.  Duerfeldt  of  Tacoma  has  been  Organization 
Chairman.  Due  to  the  stress  of  the  times,  no  new  aux- 
iliaries were  formed,  but  we  are  proud  of  the  spirit  and 
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aggressiveness  of  those  which  have  carried  on  this  year. 

Mrs.  J.  Robert  Morrow  of  Seattle  has  been  State  Press 
and  Publicity  Chairman.  Letters  of  instruction  were  sent 
by  her  to  all  counties  in  October.  A complete  scrapbook  has 
been  compiled  by  her. 

Mrs.  Albert  J.  Bowles  of  Seattle  has  been  Chairman  of 
Public  Relations  and  War  Service.  Instructions  were  sent 
by  her  to  all  auxiliaries  as  they  were  received  from  Na- 
tional. Mrs.  Bowles  has  done  contact  work  for  the  State 
in  the  Cancer  Control  Drive  and  the  War  Finance  Loan 
Drives.  Efforts  have  been  made  to  increase  our  contacts 
with  other  organizations.  Some  counties  have  held  Public 
Relations  teas.  Nearly  every  member  is  engaged  in  part-or- 
full-time  war  work. 

Mrs.  Chauncey  Jones  of  Everett  has  been  our  beloved 
Treasurer  for  a number  of  years.  We  are  fortunate  to  have 
this  so  efficiently  taken  care  of. 

Mrs.  Mosiman  of  Seattle,  of  whom  we  all  are  so  justly 
proud,  is  State  Chairman  of  the  .American  Cancer  Society. 

Our  .Auxiliary,  in  cooperation  with  the  Washington  State 
Medical  .Association,  has  taken  an  active  part  in  the  Sixth 
and  Seventh  War  Loan  Drives.  We  have  made  a showing 
of  which  we  can  be  very  proud  and  we  believe  this  partici- 
pation has  been  a means  of  fostering  good  will  for  the 
profession. 

.At  our  annual  meeting,  the  Board  voted  that  each  auxil- 
iary pay  the  dues  of  auxiliary  members  whose  husbands 
are  in  the  service. 

Secretarial  assistance  and  other  aid  has  been  generously 
and  freely  given  to  us  by  the  State  Executive  Office. 

We  realize  that  great  problems  and  much  work  lie  ahead 
for  the  Medical  .Association,  and  it  is  our  conscientious 
hope  that  the  Auxiliary  will  be  able  to  become  a real  asset 
to  the  Washington  State  Medical  Association. 

Mrs.  Roger  .Anderson, 
President,  Woman’s  Auxiliary. 

Necrology  Committee 

Whereas'.  Twenty-four  of  our  members  have  passed  to 
the  Great  Beyond  since  the  1944  session  of  the  Association, 
be  it 

Resolved:  That  the  House  of  Delegates  of  the  Washington 
State  Medical  Association  recognize  the  demise  of  these 
former  fellow  members  and  instructs  the  Secretary -Treas- 
urer to  inscribe  with  honor  and  regret  the  following  named 
upon  the  records  of  the  .Association: 

♦♦McDonough,  R.  C.,  Spokane,  age  39.  Died  September 
6,  1944. 

♦Maier,  F.  W.,  Wilbur,  age  79.  Died  August  17,  1944. 

♦Harbaugh,  C.  C.,  Sedro- Woolley,  age  75.  Died  August 
18,  1944. 

Whitney,  Edward  L.,  Walla  Walla,  age  75.  Died  Sep- 
tember 13,  1944. 

McCreary,  Charles  R.,  Tacoma,  age  70.  Died  Novem- 
ber 14,  1944. 

Steele,  Glenn  M.,  Tacoma,  age  68.  Di:d  December  3, 
1944. 

Ball,  Frederick  L.,  Bremerton,  age  43.  Died  December 
17,  1944. 

Jones,  Chauncey  B.,  Everett,  age  65.  Died  December 
22,  1944. 

Frankum,  James,  Blaine,  age  67.  Died  December  12, 

1944. 

Brookx,  Samuel  G.,  .Anacortes,  age  56.  Died  December 
16,  1944. 

Mathews,  James  H.,  Seattle,  age  50.  Died  January  30, 

1945. 

SiGAFOos,  James  S.,  Orting,  age  58.  Died  January  29, 
1945. 

Rutherford,  C.  .A.,  Seattle,  age  69.  Died  March  20,  1945. 

Barnett,  E.  J.,  Spokane,  age  51.  Died  March  29,  1945. 

Richter,  E.  T.,  Spokane,  age  78.  Died  March  12,  1945. 

♦♦Countryman,  Clyde  W.,  Spokane,  age  45.  Died  May 
5,  1945  (Cuba). 

Sherwood,  Hauphray  H.,  Kirkland,  age  73.  Died  July 
3,  1945. 

Jordan,  Arthur,  Seattle,  age  76.  Died  July  6,  1945. 

Nelson,  Millard  T.,  Tacoma,  age  48.  Died  July  6,  1945. 

Loughlin,  Oren  W.,  Tacoma,  age  84.  Died  July  15,  1945. 

Davidson,  Cline  F.,  Seattle,  age  66.  Died  July  21,  1945. 


♦♦Welsh,  Clyde  L.,  Seattle,  age  46.  Died  December  15, 
1944. 

Whelan,  Paul,  Seattle,  age  58.  Died  .August  28,  1945. 
ScHLOTTHAUER,  Adam  D.,  Newport,  .Age  57.  Died  July 
16,  1945. 

♦Honorary. 

♦♦.Armed  Services. 


RESOLUTIONS 
The  EMIC  Program 

Herein  is  a statement  in  brief  of  the  status  of  the  EMIC 
program  as  obtaining  in  Washington  State: 

The  doctors  of  this  state  have  rendered  admirable  service 
and  have  conducted  their  individual  efforts  with  a whole- 
some spirit,  upholding  the  general  desire  of  Congress  to 
assist  in  the  morale  of  the  fighting  man.  Back  in  the  minds 
of  these  physicians  rankles  a sense  of  unfairness  of  the 
ridiculous  Children’s  Bureau  blanket  plan.  Several  doctors, 
as  has  occurred  in  other  states,  have  refused  to  cooperate 
with  this  program,  as  is  their  inherent  right. 

The  Children’s  Bureau  has  minimized  the  silent  protest 
and  magnified  the  importance  of  the  numbers  of  cases 
served  by  the  doctors  as  a point  of  success.  The  Bureau 
whipped  together  another  “steering  committee”  which, 
when  assembled  January  28,  1945,  directed  the  Children’s 
Bureau  to  assume  more  control  of  the  soldier’s  wife  and 
urged  the  Bureau’s  advancing  into  an  expanding  function 
as  evidenced  by  the  Crippled  Children’s  Program.  March  1, 
the  Bureau  announced  an  all-inclusive  dental  service,  an- 
other obvious  postwar  control,  in  other  words,  the  Wagner- 
Murray-Dingell  Bill  in  actuality.  The  bill  itself  would  seem 
to  be  a red  flag  attracting  the  nation-wide  attention  as  a 
pattern,  while  actually  the  Children’s  Bureau  is  quietly 
putting  it  in  practice. 

It  appears  paramount  that  the  medical  profession  desist 
from  being  on  the  defensive.  It  must  assume  the  offensive, 
and  demand  from  Congress  the  right  to  state  medical  asso- 
ciation autonomy,  also  the  right  to  appoint  representatives 
from  each  state  to  constitute  the  advisory  committee  to 
the  Children’s  Bureau.  This  committee  should  evolve  the 
general  national  medical  policies  mobile  and  applicable  to 
each  state  according  to  its  provincial  problems  of  necessity, 
and  hold  the  Children’s  Bureau  responsible  for  same,  in 
other  words,  reversing  the  present  subserviency  to  the 
Children’s  Bureau  as  it  should  have  been ; the  good  old 
U.  S.  way. 

Whereas:  The  above  presents  the  EMIC  program  as  con- 
trolled by  and  as  is  in  process  of  postwar  expansion  by  the 
Children’s  Bureau,  and 

Whereas:  The  Washington  State  Medical  .Association  still 
sincerely  desires  to  assist  Congress  in  its  inestimable  service 
to  lift  the  morale  of  the  soldier,  sacrificing  so  much  per- 
sonally at  the  front,  and 

Whereas:  The  physicians  of  the  State  of  Washington 
have  continued  to  contribute  both  time  and  effort  to  sus- 
tain the  morale  of  the  service  man  through  maternity  care 
of  wives  and  sick  infants,  and 

Whereas:  This  has  been  done  in  spite  of  the  continued 
and  increasing  objectionable  features  of  the  EMIC  program, 
therefore,  be  it 

Resolved:  That  the  Washington  State  Medical  .Associa- 
tion agrees  to  continue  the  EMIC  program  with  the  same 
fervor  as  has  heretofore  been  exhibited,  the  period  of  ac- 
ceptance of  this  situation  to  terminate  July  1,  1946,  and/or 
six  months  after  the  termination  of  the  war;  and  be  it 
further 

Resolved:  That  the  Maternal  and  Child  Welfare  Com- 
mittee of  the  State  of  Washington  Medical  Association 
continue  to  confer  with  and  urge  the  states  of  the  Union  to 
assume  a more  positive  stand  and  exert  a more  determined 
effort  to  inhibit  bureaucratic  control  of  the  public,  the 
soldier,  the  medical  physicians,  and  be  it  further 

Resolved:  That  the  Washington  State  Medical  Associa- 
tion provide  further  funds  to  implement  this  resolution. 

Western  State  Custodial  School 

Whereas:  There  are  three  hundred  twenty-eight  appli- 
cants for  admission  to  the  Western  State  Custodial  School, 
and 

Whereas:  The  overcrowding  in  the  institution  has  reached 
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the  saturation  point  so  that  no  further  applicants  may  be 
admitted  until  additional  buildings  are  erected,  and 

Whereas:  We  are  informed  that  funds  are  available  for 
the  erection  of  additional  buildings  at  the  Western  State 
Custodial  School,  and 

Whereas:  A large  proportion  of  the  applicants  on  the 
waiting  list  are  in  desperate  need  of  the  care  and  protec- 
tion that  is  afforded  by  the  Western  State  Custodial  School, 
therefore  be  it 

Resolved:  That  the  Washington  State  Medical  Associa- 
tion respectfully  advise  the  Governor  of  the  State  of 
Washington  that  in  their  opinion  an  emergency  exists  which 
makes  it  highly  desirable  not  to  delay  the  construction  of 
new  buildings  at  the  Western  State  Custodial  School  be- 
yond the  date  when  buildings  of  standard  construction  may 
be  built. 

Department  of  Psychiatry 

Whereas:  It  is  recognized  that  psychiatry  is  becoming 
increasingly  more  important  in  the  curriculum  of  medical 
schools  with  emphasis  on  psychosomatic  medicine,  and 
with  the  increase  of  psychoneurosis  in  the  armed  forces 
and  the  recognition  of  maladjustment  and  behavior  prob- 
lems in  children  and  related  problems  to  juvenile  delin- 
quency, therefore  be  it 

Resolved:  That  the  House  of  Delegates  be  advised  to 
instruct  the  Medical-Dental  School  Committee  to  present 
to  the  Dean  of  the  Medical  School  the  importance  of  a 
full  Department  of  Psychiatry  in  the  Medical  School, 
using  all  available  facilities,  such  as  King  County  Hospi- 
tal, and  to  work  with  the  Mental  Hygiene  Committee  to- 
wards this  end. 

Old  Age  Pensions 

Whereas:  The  problem  of  Old  .\ge  Pensioners  has  become 
increasingly  a burden  to  the  present  hospital  system  of 
both  county  and  state,  and 

Whereas:  It  will  continue  to  become  an  increasingly 
greater  problem  with  no  apparent  solution  in  sight,  and. 

Whereas:  The  inadequacies  of  our  present  institutions 
to  handle  the  situation  are  apparent,  therefore  be  it 

Resolved:  That  the  Washington  State  Medical  Associa- 
tion should  have  an  active  study  made  throughout  the 
state  from  both  the  medical  and  psychiatric  standpoint, 
and  that  a committee  be  appointed  for  this  purpose  to  re- 
port to  the  Board  of  Trustees  within  a period  of  six 
months;  that  such  committee  consist  of  a member  from 
the  staff  of  three  largest  county  hospitals.  King,  Pierce  and 
Spokane,  a member  from  each  of  the  state  hospitals,  a 
member  from  the  County  Welfare  Department  and  Old 
Age  -Assistance  Groups,  and  two  members  of  the  Mental 
Hygiene  Committee  of  the  State  Medical  .Association. 

Commitment  Procedures 

Whereas:  The  present  situation  of  commitment  procedure 
in  the  State  of  Washington  is  inadequate  and  unfair  to 
certain  classes  of  citizens,  and 

Whereas:  Other  states  in  the  Union,  particularly  New' 
A^ork,  Pennsylvania  and  Illinois,  have  adopted  new'er  and 
more  progressive  laws  to  take  care  of  the  mentally  sick, 
and 

Whereas:  The  medical  profession  should  work  in  closer 
harmony  W'ith  the  legal  profession  and  anticipate  neces- 
sary changes  in  the  handling  of  the  mentally  sick,  there- 
fore be  it 

Resolved:  That  the  Washington  State  Medical  .Associa- 
tion empower  the  State  Mental  Hygiene  Committee  to  act 
with  a similar  committee  of  the  State  Bar  Association  to 
study  and  draft  new'  procedures  as  recognized  by  the 
-American  Psychiatric  -Association  and  -American  Bar  .Asso- 
ciation as  most  suitable  in  handling  of  such  cases  in  the 
State  of  Washington;  we  further  foresee  that,  if  the  Medi- 
cal and  Bar  -Associations  are  aw'are  and  recognize  the  neces- 
sity of  such  procedures  now  and  anticipate  such  changes 
before  it  is  forced  on  them  by  public  opinion,  we  will 
continue  to  make  for  better  appreciation  and  continued 
faith  in  the  public  relations  between  the  State  Medical 
-Association,  the  State  Bar  .Association  and  the  public. 

Expert  Testimony 

Whereas:  There  is  an  unfortunate  situation  in  the  pres- 
ent handling  of  expert  testimony,  particularly  in  mental 


cases,  due  to  conflicting  statements  by  experts,  therefore 
be  it 

Resolved:  That  legislative  action  be  studied  and  drafted 
to  hav'e  a board  of  recognized  psychiatrists  to  act  in  all 
matters  and  that  an  impartial  report  be  given  the  Judge 
for  trial  as  to  their  findings  and  thus  avoid  the  contradic- 
tion in  testimony  that  has  arisen  in  the  past.  This  will 
create  a more  fair  trial,  expedite  justice  and  raise  the 
standards  of  our  profession  in  the  eyes  of  the  public.  Sim- 
ilar legislation  has  been  adopted  in  many  of  the  Eastern 
States  and  has  been  very  successful. 

Trustee  Service 

Spokane  County  Medical  Society  wishes  to  submit  the 
following  resolution  to  be  presented  at  the  State  meeting 
of  the  Washington  State  Medical  .Association  on  September 
8,  1945; 

To  be  added  to  .Article  V,  Sec.  2,  of  the  Constitution  of 
the  Washington  State  Medical  .Association: 

“No  individual  shall  serve  as  an  elected  trustee  for  a 

period  of  more  than  six  years  from  the  date  this 

change  in  constitution  becomes  effective.” 

Release  of  Doctors  from  Armed  Forces 

From:  The  Executive  Committee  of  the  Washington 
State  Medical  Association. 

To:  The  House  of  Delegates  of  the  Washington  State 
Medical  .Association. 

Whereas:  V-E  Day  is  past  and  the  release  from  service 
of  part  of  our  .Armed  Forces  is  expected,  immediate  con- 
sideration should  be  given  to  the  release  of  as  many  of  the 
doctors  of  medicine  as  is  consistent  with  the  best  interest 
of  the  -Armed  Forces  and  of  the  civilian  population. 
Promptness  in  reducing  the  size  of  the  Medical  Corps 
should  be  the  positive  aim  of  everyone  having  responsibility 
in  this  field.  There  should  never  be  a time  when  any  doctor 
of  medicine  is  kept  in  the  military  service  with  nothing 
for  him  to  do  professionally  in  connection  with  his  mili- 
tary status.  He  should  not  be  retained  in  service  to  per- 
form W'ork  which  could  be  done  as  well  by  those  not 
trained  as  medical  doctors.  Many  civilians  have  delayed 
obtaining  the  medical  care  they  should  have  had  until 
their  regular  physicians  get  back  from  the  war.  Therefore, 
be  it 

Resolved:  That  Washington  State  Medical  .Association 
urges  that  those  in  authority  look  upon  the  early  and 
prompt  release  of  physicians,  when  they  can  be  spared, 
as  a matter  of  the  utmost  urgency  and  importance.  .After 
the  medical  needs  of  all  the  Armed  Services  are  satisfied, 
any  delay  in  releasing  a physician  should  be  avoided  as 
an  injustice  to  the  public,  an  unnecessary  burden  on  the 
treasury,  a source  of  criticism  of  those  in  authority,  and 
unfair  treatment  of  the  doctor  of  medicine  who  is  serving 
his  country. 

We  move  adoption  of  this  Resolution,  and  move  it  be 
sent  W'ith  covering  letter  to  the  Surgeons  General  of  the 
-Army  and  Navy,  the  .Air  Surgeon,  to  Washington  members 
of  Congress,  and  to  Procurement  and  .Assignment  Service, 
Washington,  D.C. 

Family  Coverage 

The  Executive  Committee  of  the  Washington  State 
Medical  Association  recommends  that  the  resolution  adopt- 
ed by  the  House  of  Delegates  on  September  10,  1944,  be 
clarified  to  include  “public”  w’ith  regard  to  the  sale  of 
full  prepaid  family  medical  and  hospital  coverage,  and 
that  said  resolution  now'  read  as  follows: 

The  Board  of  Trustees  of  the  Washington  State  Medical 
-Association  submits  to  the  House  of  Delegates  for  its 
approval  prepaid  hospitalization  and  medical  care  to  the 
families  of  those  covered  by  the  Medical  Service  Bureaus, 
and  to  the  public. 

Dr.  Nixon  moved:  That  all  reports  of  the  Standing  Com- 
mittees, Special  Committees  and  Resolutions  be  referred 
to  Resolutions^  Committee  for  action.  Seconded  by  Dr. 
Trueblood.  Carried. 
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Second  Session 
September  9 

Upon  calling  the  roll,  a quorum  was  found  to  be  pres- 
ent, the  following  duly  certified  delegates  or  alternate  dele- 
gates answering  to  the  roll  call: 

Chelan 

Norman  Bellas 
Clallam 
U.  S.  Ford 
Clark 

Frank  Boersma 
John  Harrison 
Cowlitz 
H.  D.  Fritz 
Grays  Harbor 
M.  P.  Graham 
King 

H.  E.  Nichols 
J.  E.  Hunter 

A.  H.  Peacock 
G.  N.  Rotton 

B.  T.  King 

D.  V.  Trueblood 
R.  H.  Somers 

E.  W.  Rawson 
J.  W.  Baker 

E.  B.  Potter 

F.  E.  Flaherty 
B.  P.  Mullen 
F.  B.  Exner 
E.  A.  Nixon 
Thomas  Garble 
Fred  J.  Jarvis 

George  .Anderson  of  Spokane  was  inducted  into  office  as 
President  by  R.  L.  Zech  of  Seattle,  retiring  president. 


Kittitas 
W.  .A.  Taylor 
W.  D.  Taylor 
, Lewis 
,\.  L.  Schultz 
Pierce 
P.  C.  Kyle 

J.  M.  Mattson 
C.  M.  Lundvick 

Skagit 

M.  T.  Mac.Avelia 
Snohomish 

O.  Thomle 
Spokane 

R.  G.  Boyd 

P.  Remington 
O.  .Adams 

Harry  Lee 
Thnrston-Mason 

K.  L.  Partlow 
Walla  Walla 

C.  R.  Garrett 
Whatcom 
C.  V.  Farrell 
Yakima 
H.  H.  Skinner 

S.  R.  Benner 


REPORT  OF  RESOLUTIONS  COMMITTEE 

President  and  Board  of  Trustees:  “The  Committee  rec- 
ommends the  adoption  of  the  report  of  the  President  and 
Board  of  Trustees  and  heartily  congratulates  President 
Zech  on  the  excellent  administration  and  conduct  of  office.” 

Secretary-Treasurer:  “The  Committee  recommends  adop- 
tion of  this  report.”  Carried. 

Executive  Committee:  “The  Committee  recommends 

adoption  of  this  report.”  Carried. 

Finance  Committee:  “The  Committee  recommends  adop- 
tion of  this  report  and  commendation  for  the  excellence 
of  the  report  by  the  Chairman,  George  Cornett.”  Carried. 

Diabetes  Committee:  “The  Committee  recommends  adop- 
tion of  this  report.”  Carried. 

Graduate  Medical  Education  and  Hospitals:  “The  Com- 
mittee recommends  adoption  of  this  report.”  Carried. 

Committee  on  Industrial  Hygiene:  No  action  taken. 

Committee  on  Industrial  Insurance  and  Health:  “The 
Committee  recommends  adoption  of  this  report.”  Carried. 

Committee  on  Medical  Defense:  “The  Committee  recom- 
ments adoption  of  this  report.”  Carried. 

Committee  on  Prepaid  Hospitalization  and  Medical  Care: 
“The  Committee  recommends  adoption  of  this  report.” 
Carried. 

Committee  on  Maternal  and  Child  IFfZ/are; ' “The  Com- 
mittee recommends  the  adoption  of  this  report.”  Carried. 

Committee  on  Medical  Dental  School:  “The  Committee 
recommends  the  adoption  of  this  report.”  Carried. 

Committee  on  Mental  Hygiene:  “The  Committee  recom- 
mends the  adoption  of  this  report  with  the  addition  of  the 
word  ‘King’  before  County  Hospital  in  the  second  line 
of  the  paragraph  numbered  (1).”  Carried. 

Neoplastic  Committee:  “The  Committee  recommends  the 
adoption  of  this  report.”  Carried. 

Publication  Committee:  “The  Committee  recommends 
the  adoption  of  this  report.”  Carried. 

Over-All  Fee  Schedtde  Committee:  “The  Committee  rec- 
ommends the  adoption  of  this  report.”  Carried. 

Public  Relations  Committee:  “The  Committee  recom- 
mends the  adoption  of  this  report  and  commends  the 
Chairman,  Dr.  Marshall,  on  the  excellency  of  this  report.” 
Carried. 

Public  Laws  Committee:  “The  Committee  recommends 


the  adoption  of  this  report  and  commends  the  Chairman, 
Dr.  Penny,  for  the  excellence  of  this  report.”  Carried. 

Public  Health  and  Sanitation  Advisory  Committee  to 
State  Health  Department:  “The  Committee  recommends 
the  adoption  of  this  report.”  Carried. 

Dr.  Peacock  moved:  That  the  State  Director  of  Health 
notify  the  Public  Health  and  Sanitation  .Advisory  Com- 
mittee when  holding  meetings.  Seconded  by  Dr.  Rawson. 
Carried. 

Comtnittee  on  Procurement  and  Assignment:  “The  Com- 
mittee recommends  the  adoption  of  this  report.”  Carried 

Advisory  Committee  for  Federal  Industrial  Rehabilita- 
tion: “The  Committee  recommends  the  adoption  of  this 
report.”  Carried. 

Resettlement  Committee:  “The  Committee  recommends 
adoption  of  this  report.”  Carried. 

Committee  on  Scientific  Work:  “The  Committee  recom- 
mends adoption  of  this  report.”  Carried. 

Committee  on  Social  Hygiene:  “The  Committee  recom- 
mends adoption  of  this  report.”  Carried. 

Committee  on  Tuberculosis:  “The  Committee  recom- 
mends adoption  of  this  report.”  Carried. 

Women’s  Auxiliary:  “The  Committee  recommends  that 
the  report  of  the  President  of  the  Women’s  Auxiliary  be 
approved  and  especially  commends  Mrs.  Roger  Anderson 
and  the  members  of  the  Auxiliary  for  their  active  interest 
in  medical  problems  and  the  work  they  have  done.” 
Carried. 

Necrology  Committee:  “The  Committee  recommends 

adoption  of  this  report.  One  minute  of  silence  was  ob- 
served in  memory  of  the  deceased  members.”  Carried. 

Dr.  Coe  made  the  following  report  to  the  House  of  Dele- 
gates: 

At  the  recent  meeting  of  the  Board  of  Trustees  we  went 
over  the  situation  in  the  state  with  regard  to  prepaid 
family  coverage  and  hospitalization  plans.  We  have  found 
that  we  have  about  30  per  cent  of  the  state  covered  in 
voluntary  plans  of  some  sort,  another  28  per  cent  is  cov- 
ered by  tax  supported  programs,  and  this  leaves  us  about 
40  per  cent  which  is  uncovered,  and  we  feel  it  is  extremely 
important  for  us  in  the  medical  profession  to  take  the 
leadership. 

A general  discussion  followed  with  Drs.  Thomle,  Ford, 
Fisher  and  .Adams  taking  part. 

Dr.  Read  informed  the  members  of  the  House  of  Dele- 
gates that  slow  progress  was  being  made,  but  that  it  was 
due  largely  to  the  doctors  themselves,  and  urged  more  co- 
operation from  the  profession. 

Ross  Wright,  Chairman,  of  the  Washington  Physicians 
Committee,  explained  that  the  National  Physicians  Com- 
mittee plans  to  study  the  various  prepaid  medical  plans 
throughout  the  states  and  that  such  information  would  be 
made  available  to  the  Board  of  Trustees  which  would 
be  of  value  in  extending  our  program  more  speedily. 

In  answer  to  inquiries,  Dr.  Wright  explained  to  the 
House  of  Delegates  that  the  National  Physicians  Commit- 
tee had  been  endorsed  by  the  Washington  State  Medical 
.Association  through  the  Board  of  Trustees. 

Dr.  Exner  called  attention  to  the  fact  that  the  Board  of 
Trustees  had  been  instructed  by  the  House  of  Delegates 
in  1943  to  appoint  a Committee  on  Unlawful  Medical 
Practice,  and  that  this  had  not  been  done.  We  recom- 
mended that  the  resolution  be  complied  with. 

The  resolution  is  as  follows: 

Whereas:  It  is  known  to  this  body  that  there  are  existing 
instances  wherein  corporations  and  unlicensed  persons  are 
practicing  medicine  in  violation  of  the  law  and  public  pol- 
icy of  the  State  of  Washington,  be  it 

Resolved:  That  an  existing  committee  be  empowered 
and  directed,  or  a permanent  committee  be  appointed,  em- 
powered and  directed,  to  act  in  the  name  of  and  as  the 
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authorized  agent  of  the  Washington  State  Medical  Asso- 
ciation; 

1.  To  receive  and  gather  evidence  of  instances  ot  such 
practice,  if  proved  to  be  illegal. 

2.  To  dissuade,  whenever  possible,  the  persons  respon- 
sible for  such  unlawful  practice  of  medicine. 

Adopted  by  the  House  of  Delegates,  Washington  State 
Medical  Association,  September  12,  1943. 

Dr.  Exner  moved  that  this  resolution  be  repassed  at  this 
time  and  the  Board  of  Trustees  and  Officers  of  the  Wash- 
ington State  Medical  Association  be  given  more  urgent  in- 
structions to  follow  out  the  directions  of  this  body.  Sec- 
onded by  Dr.  King.  Carried. 

RESOLUTIONS  COMMITTEE  REPORT  CONTINUED 

EMIC  Program  relative  to  Continuance  of  Program  to 
terminate,  etc. 

“The  Committee  recommends  the  7th  paragraph  of  the 
resolution  be  changed  to  read.  Therefore,  be  it 

"Resolved'.  That  the  Washington  State  Medical  Associa- 
tion agrees  to  continue  the  EMIC  program  with  the  same 
fervor  as  has  heretofore  been  exhibited,  the  period  of  ac- 
ceptance of  this  situation  to  terminate  October  1,  1946. 

“With  this  recommendation  the  Committee  recommends 
the  adoption  of  this  resolution.”  Carried. 

Mental  Hygiene  Committee  re  Western  State  Custodial 
School:  “The  Committee  recommends  the  adoption  of  this 
resolution.”  Carried. 

Mental  Hygiene  Committee  re  Instruction  to  Dean  of 
Medical  School:  “The  Committee  recommends  the  rejec- 
tion of  this  resolution.”  .Adopted. 

Mental  Hygiene  Committee  re  Old  Age  Assistance  Pro- 
gram: “The  Committee  recommends  the  rejection  of  this 
resolution.”  .Adopted. 

Mental  Hygiene  Committee  re  Commitment  Procedure 
of  Mental  Patients:  “The  Committee  recommends  the 

adoption  of  this  resolution  with  modification,  that  the 
fourth  paragraph  should  be  changed  to  read;  Therefore 
be  it 

"Resolved:  That  the  Washington  State  Medical  Associa- 
tion empower  the  State  Mental  Hygiene  Committee  to  act 
with  a similar  committee  of  the  State  Bar  Association  to 
study  and  draft  new  procedures  as  recognized  by  the 
.American  Psychiatric  .Association  and  .American  Bar  Asso- 
ciation as  most  suitable  to  the  Board  of  Trustees  of  the 
State  Medical  Association  for  their  consideration. 

Dr.  Exner  moved;  That  the  rest  of  the  paragraph  be  de- 
leted from  the  resolution.  Carried. 

Mental  Hygiene  Committee  re  Expert  Testimony:  “The 
Committee  submits  this  resolution  back  to  House  of  Dele- 
gates without  recommendation.”  It  was  the  recommenda- 
tion of  the  House  of  Delegates  that  the  resolution  be  re- 
jected. Carried. 

Spokane  County  Medical  Society  re  Proposed  .Amend- 
ment to  .Article  V,  Sec.  2,  of  Constitution:  The  Committee 

submits  the  resolution  back  to  House  of  Delegates  with- 
out recommendation. 

Dr.  Nixon  moved;  That  the  resolution  be  rejected.  Sec- 
onded by  Dr.  Trueblood.  . , . . 

Dr.  .Adams  moved;  That  the  word  “consecutive  ’ be  in- 
serted after  “six,”  thus  reading,  “six  consecutive  years.” 

The  resolution  was  tabled  for  one  year  to  be  acted  upon 
at  the  next  session  of  the  House  of  Delegates  in  1946. 

Executive  Committee  of  Washington  State  Medical  .4«o- 
ciation  re  Releasing  Doctors  from  Armed  Forces:  “The 
Committee  recommends  the  adoption  of  this  resolution.” 
Carried. 

Executive  Committee  of  Washington  State  Medical  As- 
sociation re  Prepaid  Medical  and  Hospital  Coverage:  “The 
Committee  recommends  the  adoption  of  this  resolution.” 
Carried. 

The  House  of  Delegates  recommended  that  the  words, 
“in  the  same  economic  classification”  be  added  after  the 
word  “public.” 

Discussion  followed.  Dr.  Fisher  moved;  That  there  be 
a standing  vote.  Seconded  by  Dr.  Bittner.  Carried.  “The 
majority  of  the  House  of  Delegates  recommended  the  adop- 
tion of  this  resolution  with  its  change.”  Carried. 


Dr.  Nixon  moved;  The  report  of  Resolutions  Committee 
be  accepted  and  approved.  Seconded  by  Dr.  Peacock.  Car- 
ried. 

Dr.  Trueblood  moved;  That  Resolutions  Committee  be 
extended  a vote  of  thanks  and  confidence.  Seconded  by 
Dr.  Graham.  Carried. 

PROPOSED  AMENDMENTS  TO  BY-LAWS  OF  WASHINGTON 
STATE  MEDICAL  ASSOCIATION 
Finance  Coipmittee 

That  Chapter  VHI,  Section  S,  of  the  By-Laws  of  the 
Washington  State  Medical  Association  be  amended  to  read 
as  follows; 

Section  2,  Finance.  The  Finance  Committee  shall  per- 
form such  duties  and  exercise  such  rights  as  are  provided 
in  .Article  IX,  Section  3,  of  the  Constitution;  and  the 
Chairman  of  the  Finance  Committee  shall  be  a member  ex- 
officio  of  the  House  of  Delegates  of  the  Washington  State 
Medical  Association. 

The  Secretary-Treasurer,  A.  J.  Bowles,  read  the  .Amend- 
ment to  the  members  of  the  House  of  Delegates  and,  inas- 
much as  it  must  lay  over  one  year,  it  will  be  taken  up 
at  the  next  session  of  the  House  of  Delegates  in  1946. 

Medical  Defense 

That  Chapter  VHI,  Section  13,  of  the  By-Laws  of  the 
Washington  State  Medical  .Association  be  amended  to  read 
as  follows; 

Section  13,  Medical  Defense.  The  Committee  on  Medical 
Defense  shall  consist  of  one  from  each  congressional  dis- 
trict and  the  Secretary-Treasurer.  The  members  shall  be 
nominated  by  the  Board  of  Trustees  and  elected  by  the 
House  of  Delegates  to  serve  three  year  terms.  Elections 
to  this  Committee  shall  be  held  in  1940  and  every  three 
years  thereafter,  provided  that  as  often  as  may  be  neces- 
sary in  the  interim  elections  may  be  had  to  fill  vacancies 
created  by  the  contingencies  mentioned  in  Section  3 of 
this  Chapter.  The  Chairman  of  this  Committee  shall  be  a 
member  ex-officio  of  the  House  of  Delegates. 

The  Secretary-Treasurer,  .A.  J.  Bowles,  read  the  .Amend- 
ment to  the  members  of  the  House  of  Delegates,  and  in- 
asmuch as  it  must  lay  over  one  year,  it  will  be  taken  up  at 
the  next  session  of  the  House  of  Delegates  in  1946. 

Assumption  of  Office 

That  Chapter  VI,  Section  2,  of  the  By-Laws  of  the 
Washington  State  Medical  .Association  be  amended  to  read 
as  follows; 

Section  2,  Assumption  of  Office.  Delegates  and  alternates 
shall  assume  office  immediately  following  their  election 
and  shall  serve  until  their  successors  are  elected  and  assume 
office,  and  during  their  term  of  office  the  Delegates  shall 
be  ex-officio  members  of  the  House  of  Delegates  of  the 
Washington  State  Medical  Association. 

The  Secretary-Treasurer,  .A.  J.  Bowles,  read  the  .Amend- 
ment to  the  members  of  the  House  of  Delegates  and,  in- 
asmuch as  it  must  lay  over  one  year,  it  will  be  taken  up  at 
the  next  session  of  the  House  of  Delegates  in  1946. 

PROPOSED  AMENDMENT  TO  CONSTITUTION  OF 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 

That  .Article  VI,  Section  2,  of  the  Constitution  of  the 
Washington  State  Medical  .Association  be  amended  to  read 
as  follows; 

Section  2,  Composition.  The  House  of  Delegates  shall 
be  composed  of  (1)  delegates  elected  by  the  component 
societies,  each  component  society  being  entitled  to  elect 
one  delegate  for  each  fifty  active  members  in  good  stand- 
ing, or  fraction  thereof,  who  enjoy  all  the  rights  and  privi- 
leges of  membership,  at  least  one  delegate,  and  (2)  ex- 
officio,  the  officers  of  the  .Association  enumerated  in  .Article 
V,  Section  1,  of  this  Constitution,  and  the  Chairman  of  the 
Finance  Committee  and  the  Chairman  of  the  Committee 
on  Medical  Defense,  and  the  Delegates  to  the  .American 
Medical  Association. 

The  Secretary -Treasurer,  .A.  J.  Bowles,  read  the  .Amend- 
ment to  the  members  of  the  House  of  Delegates  and,  in- 
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asmuch  as  it  must  lay  over  one  year,  it  will  be  taken  up  at 
the  next  session  of  the  House  of  Delegates  in  1946. 

Supplemental  Report  of  the  Necrology  Committee 

Whereas'.  During  the  present  war  many  of  our  member- 
ship have  died  while  in  the  armed  services  of  our  country, 
and 

Whereas'.  Many  of  our  younger  doctors  who  would  nor- 
mally have  become  members  of  this  and  their  respective 
county  societies,  have  gone  directly  from  their  hospital 
Internships  and  Residencies  into  and  given  their  lives  in 
their  country’s  service,  and 

Whereas'.  Hostilities  having  now  ceased  in  all  theatres 
of  this  war,  we  may  normally  expect  an  accurate  com- 
pilation of  all  casualties  by  the  War  Department  prior 
to  our  S7th  .Annual  Meeting,  be  it 

Resolved:  That  this  Committtee  request  the  President 
of  the  Washington  State  Medical  Association  to  appoint 
a special  Committee  to  collaborate  with  the  constituent 
County  Societies  in  assembling  and  suitably  honoring  in 
some  permanent  manner  or  form  the  names  of  all  our 
members  who  have  given  up  their  lives  in  the  Militarj' 
Services  during  or  as  a result  of  World  War  II.  This  to 
include  those  younger  men  described  above  who  only 
through  force  of  circumstances  failed  to  share  in  our  mem- 
bership. 

Dr.  Rawson:  Submitted  supplementary  report  on  Ne- 
crology Committee. 

Dr.  Bittner  moved:  .Adoption  of  the  resolution  as  pre- 
sented. Seconded  by  Dr.  Nichols.  Carried. 

ELECTION  OF  OFFICERS,  TRUSTEES  AND  COMMITTEES 

President-Elect:  Ross  D.  Wright  of  Tacoma  was  nomi- 
nated by  Dr.  Lundvick. 

Harold  Nichols  of  Seattle  was  nominated  by  E.  A. 
Nixon. 

Ross  D.  Wright  was  elected  by  ballot. 

Vice-President:  Harold  E.  Nichols  was  nominated  by 
Carroll  E.  Smith,  and  was  unanimously  elected  by  the 
House  of  Delegates. 

Speaker  of  the  House:  Wilmot  D.  Read  of  Tacoma  was 
nominated  by  O.  .A.  Thomle  and  was  unanimously  elected 
by  the  House  of  Delegates. 

Delegate  to  .AM A:  John  H.  O’Shea  of  Spokane  was 
nominated  by  F.  R.  Fischer  and  was  unanimously  elected 
by  the  House  of  Delegates. 

.Alternate  Delegate  to  AM  A:  George  H.  .Anderson  was 
nominated  by  Carroll  Smith.  Clarence  .A.  Veasey,  Jr.,  was 
nominated  by  Paul  Remington.  George  H.  .Anderson  with- 
drew his  name  in  favor  of  Clarence  .A.  Veasey,  Jr.,  and 
he  was  unanimously  elected  by  the  House  of  Delegates. 

Secretary-Treasurer:  A.  J.  Bowles  was  nominated  by 
D.  V.  Trueblood  and  was  unanimously  elected  by  the 
House  of  Delegates. 

.Assistant  Secretary-Treasurer:  George  R.  Marshall  was 
nominated  by  E.  A.  Nixon  and  was  unanimously  elected 
by  the  House  of  Delegates. 

Trustees  for  Eastern  Washington:  Dr.  Carroll  Smith  said 
that  he  would  not  consider  reelection.  .Arthur  E.  Lien  was 
nominated  by  Carroll  Smith  and  was  unanimously  elected 
by  the  House  of  Delegates. 

Donald  Corbett  was  nominated  by  Carroll  Smith  and 
was  unanimously  elected  by  the  House  of  Delegates. 

Trustees  for  Western  Washington:  Milton  Graham  was 
nominated  by  J.  F.  Christensen  and  was  unanimously 
elected  by  the  House  of  Delegates. 

Brien  T.  King  was  nominated  by  .A.  H.  Peacock  and 
was  unanimously  elected  by  the  House  of  Delegates. 

Dr.  Penney  announced  that  he  would  not  stand  for  re- 
election. 

Chairman  of  Finance  Committee:  George  H.  Cornett 
was  nominated  by  H.  H.  Skinner  as  Chairman  of  the 
Finance  Committee  and  was  unanimously  elected  by  the 
House  of  Delegates. 

The  Speaker  declared  a ten  minute  recess  for  the  House 
of  Delegates  so  that  the  Board  of  Trustees  could  meet 
for  nominations  of  the  Committee  on  Publication,  the 
nominations  to  be  presented  to  the  House  of  Delegates  for 
election. 


The  Speaker  called  to  order  the  House  of  Delegates  and 
called  upon  the  President  and  Chairman  of  the  Board  of 
Trustees,  George  H.  .Anderson,  to  present  the  report  of  the 
Board  to  the  House  of  Delegates. 

Committee  on  Publication:  Dr.  .Anderson:  “Mr.  Speaker, 
the  Board  of  Trustees  has  nominated  the  present  Com- 
mittee on  Publication,  namely,  Herbert  E.  Coe,  Seattle; 
R.  N.  Hamblen,  Spokane,  and  S.  F.  Hermann,  Tacoma. 
I move  that  the  recommendations  of  the  Board  be  ap- 
proved.” Seconded  by  Dr.  Coe.  Carried.  The  House  unani- 
mously reelected  the  Committee  on  Publication  as  recom- 
mended. 

Dr.  .Anderson:  The  Board  of  Trustees  has  passed  the 
following  motion:  “Dr.  Spickard  moved:  That  in  the 
future  the  Board  of  Trustees  nominate  the  members  of 
Committee  on  Publication  at  the  meeting  of  the  Board  of 
Trustees,  prior  to  the  meeting  of  the  House  of  Delegates.” 
Seconded  by  Dr.  Read.  Carried. 

Dr.  Nichols  moved  the  adoption  of  the  report  of  the 
Board  of  Trustees.  Seconded  by  Dr.  Coe.  Carried. 

The  Speaker  announced  that  the  next  .Annual  Meeting 
of  the  House  of  Delegates  would  be  held  in  Spokane,  1946, 
and  that  the  meeting  would  be  a full  convention. 

There  being  no  further  business,  the  S6th  annual  session 
of  the  House  of  Delegates  held  in  Seattle,  September  8 and 
9,  194S,  was  adjourned  at  3:00  p.m. 

.A.  J.  Bowles, 

Secretary- T reasurer. 


BOARD  OF  TRUSTEES 


The  Board  of  Trustees  of  Washington  State  Medical 
.Association,  at  its  annual  meeting  on  September  8,  refused 
to  approve  plans  of  Northern  Permanente  Foundation  of 
Vancouver,  Wash.,  to  extend  its  prepaid  medical  and  hos- 
pital services  to  the  public  in  general.  During  the  war. 
Northern  Permanente’s  services  had  been  available  only  to 
Kaiser’s  Vancouver  Shipyard  employees,  but  had  been 
continued  lately  to  those  employees  who  became  employed 
elsewhere.  .After  the  war,  Permanente  proposed  that  its 
services  be  extended  to  the  public  in  general. 

Permanente  was  informed  that  the  proposal  is  contrary 
to  the  policy  of  Washington  State  Medical  .Association,  and 
that  an  interpretation  of  the  Code  of  Ethics  of  the  Amer- 
ican Medical  .Association  is  that  “any  contract  practice 
which  creates  unfair  competition  in  a community  is  un- 
ethical.” 


NATIONAL  PHYSICIANS  COMMITTEE 


Edward  F.  Stegen,  .Associate  Administrator  of  the  Na- 
tional Physicians  Committee  for  Extension  of  Medical 
Service,  told  the  Board  of  Trustees  of  Washington  State 
Medical  .Association  at  its  annual  meeting,  that  the  Wash- 
ington Physicians  Committee,  under  the  leadership  of  Dr. 
Ross  Wright  and  his  committee,  had  received  contribu- 
tions totaling  $8,500  since  the  committee  was  organized 
last  May.  He  said  the  report  was  very  gratifying,  but 
urged  that  those  doctors  who  have  not  yet  subscribed  do 
so  immediately. 

Since  November  1,  1944,  more  than  28,000  physicians 
over  the  country  have  made  contributions  to  the  Na- 
tional Physicians  Committee  through  their  state  organiza- 
tions. With  these  funds,  the  National  Committee  has  been 
able  to  expand  and  extend  its  program  of  presenting  a 
defense  against  politically  controlled  medicine,  Stegen 
said. 
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The  National  Committee  has  inaugurated  plans  to  as- 
semble a $100,000  library  on  prepaid  medical  care,  insur- 
ance plans,  medical  economics  and  a survey  of  prepaid 
medical  and  hospital  programs  in  the  various  states. 

The  Board  of  Trustees  adopted  a resolution  recognizing 
the  need  for  expansion  of  the  public  relations  and  educa- 
tional programs  of  the  National  Physicians  Committee, 
and  approving  its  activities.  The  resolution  also  recom- 
mended to  its  constituent  societies  and  to  all  individual 
physicians  of  Washington  that  they  give  adequate  moral 
and  financial  support  to  the  National  Ph\sicians  Com- 
mittee. 


Vi  ASHINGTON  STATE  MEDICAL 
BUREAU 


The  Washington  State  Medical  Bureau,  at  its  annual 
meeting  in  Seattle  on  September  7,  revised  its  by-laws, 
elected  new  members  of  the  Board  of  Trustees,  and  new 
officers,  gave  consideration  to  a proposed  state-wide  con- 
tract, and  heard  the  annual  report  of  President  John  F. 
Christensen. 

The  Stockholders  of  the  Bureau  elected  the  following 
new  Board  of  Trustees: 

Joel  Toothaker  of  Centralia,  Wilmot  Read  of  Tacoma, 
.\.  G.  Young  of  W'enatchee,  C.  Veasey,  Jr.,  of  Spokane, 
L.  L.  Goodnow  of  -Aberdeen,  J.  F.  Harrison  of  Vancouver 
and  -A.  J.  Bowles  of  Seattle. 

The  Trustees  elected  the  following  officers: 

President,  Dr.  Veasey ; A'ice-President,  Dr.  Read ; Secre- 
tary-Treasurer, Dr.  Bowles.  These  men  also  were  desig- 
nated as  the  Finance  Committee. 

Other  committee  members  are:  Uniform  Practices,  Drs. 
Goodnow,  Harrison  and  Voung;  Executive  Committee,  Drs. 
Veasey,  Read,  Bowles  and  Toothaker,  three  to  constitute 
a quorum.  Individual  Bureaus  will  select  representatives 
for  membership  on  the  .Advisory  Committee. 

State  Bureau  Manager,  Ralph  W.  Neill,  and  Legal  Coun- 
sel, James  P.  Neal,  were  instructed  to  prepare  a state-wide 
contract  suitable  to  cover  such  organizations  as  the  Grange, 
farmer  groups  and  business  concerns  which  operate  over  a 
wide  territory.  Consideration  will  be  given  to  the  necessity 
for  such  a contract,  possible  subscribers,  eligible  groups, 
and  salary  limitations. 

Dr.  Christensen  urged  that  the  State  Bureau  be  contin- 
ued and  strengthened  in  every  possible  way,  advised 
broader  expansion  of  family  coverage  and  said  that  pre- 
paid medical  and  hospital  services  generally  should  be  ex- 
tended wherever  possible  and  at  the  earliest  possible 
moment. 

Revision  of  the  by-laws  was  considered  necessary  in 
order  that  the  Bureau  set-up  might  be  given  broader  pow- 
ers and  more  freedom  of  action. 


MEDICAL  NOTES 


New  .Army  Hospital  Dedicated.  In  the  presence  of  high- 
ranking  .American  and  .Australian  officers  and  approximately 
five  hundred  civilians,  the  Madigan  Hospital  Center  at 
Fort  Lewis  was  dedicated  recently.  The  principal  address 
of  the  afternoon  was  made  by  Maj.  Gen.  Norman  T.  Kirk, 
surgeon  general.  Guests  of  honor  included  Maj.  Gen.  Wil- 
liam E.  Shedd,  commanding  general  of  the  Ninth  Service 
Command,  and  Mrs.  Patrick  S.  Madigan,  widow  of  the 


veteran  army  medical  corps  colonel  after  whom  the  his- 
pital  is  named. 

.Addition  to  Providence  Hospital.  Plans  have  been 
completed  for  an  additional  story  to  the  north  half  of 
Providence  Hospital,  Seattle,  with  remodeling  of  the  sixth 
floor  at  a cost  of  $645,000.  The  seventh  floor  addition  will 
be  devoted  to  surgery,  being  of  concrete  construction  rein- 
forced with  steel.  On  the  sixth  floor  there  will  be  con- 
structed additional  laboratory  facilities. 

Hopes  for  New  Hospital  Management.  It  is  the  hope 
in  Wrangell  that  some  religious  organization  will  take  over 
the  management  of  the  Rowe  General  Hospital  which  has 
been  closed  recently  because  of  financial  difficulties  and 
lack  of  nurses. 

Hospital  .Addition  to  be  Constructed.  .A  $40,000  two 
story  concrete  and  masonry  addition  will  be  built  to  St. 
Joseph’s  Hospital  in  A'ancouver  to  provide  storage  space 
and  living  quarters  for  male  personnel  of  the  hospital. 

New  Nurses  Home  and  School  to  be  Constructed.  .A 
$300,000  Swedish  Hospital  nurses’  home  and  nursing  school 
has  been  approved  by  the  Municipal  Board  of  Public 
Works.  Facilities  will  include  various  classrooms  and  an 
auditorium  with  a seating  capacity  of  200. 

Truman  Signs  Hospital  Bill.  President  Truman  recently 
signed  the  bill  calling  for  the  construction  of  a 300  bed 
A'eteran’s  Hospital  on  Beacon  Hill,  Seattle. 

Hospital  Closed.  The  hospital  at  Port  Gamble  was 
cles:d  last  week,  due  to  the  fact  that  adequate  help  to  suf- 
ficiently man  the  institution  no  longer  is  available. 

Public  Hearing  on  Needs  of  County  Hospital.  The 
public  would  have  an  opportunity  to  air  its  pro  and  con 
arguments  regarding  the  institution  of  a county  hospital  in 
the  Odessa  area.  The  county  hospital  has  been  suggested  to 
the  commissioners  by  a comittee  from  the  Davenport 
Commercial  Club. 

New  State  .Association  President.  George  H.  .Anderson 
of  Spokane  was  recently  elected  president  of  Washington 
State  Medical  .Association.  He  was  born  in  Indiana,  receiv- 
ing his  undergraduate  training  at  the  L^niversity  of  Wis- 
consin, and  his  medical  degree  at  Rush  Medical  College, 
Chicago.  He  is  a charter  member  of  the  North  Pacific 
Society  of  Internal  Medicine  and  is  certified  by  the  Board 
of  Internal  Medicines. 

New  Health  Officer  Named.  Luther  A.  Tarbell  has 
recently  been  appointed  as  health  officer  and  superintendent 
of  the  Finch  Memorial  Hospital  at  Pullman.  He  has  served 
as  health  officer  at  the  Oklahoma  .A.  & M.  College  and  was 
recently  engaged  in  general  practice  in  New  Haven,  Conn. 

.Aid  Sought  for  State  Spastics.  The  recently  formed 
Washington  Spastic  Children’s  Society  has  advocated  a 
program  of  physiotherapy,  speech  correction  and  voca- 
tional rehabilitation.  .A  conservative  estimate  of  Seattle 
alone  has  revealed  that  there  are  480  children  under  the 
age  of  sixteen  years  afflicted  with  spastic  paralysis. 

Group  Urges  Island  Plan  for  Hospital.  .A  one-month 
study  of  the  Island’s  medical  and  hospital  needs  was  ordered 
by  the  Bainbridge  Business  .Association,  an  affiliate  of  the 
Chamber  of  Commerce. 

Hospital  Plans  at  Yakima  Due  Soon.  Plans  for  the 
proposed  Yakima  Memorial  Hospital,  which  will  cost  about 
$750,000,  will  be  completed  in  about  two  months.  Close  to 
$600,000  has  been  raised  thus  far  by  popular  subscription. 
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New  Health  Department  Head.  Thomas  Briggs  re- 
cently retired  as  health  commissioner  for  Cowlitz  and 
Wahkiakum  counties.  He  will  be  succeeded  by  Edward 
Van  Aelstyn,  formerly  of  Price,  Utah. 

Increase  or  Poliomyelitis  Cases.  It  was  reported  that 
49  poliomyelitis  cases  from  Skagit  and  Whatcom  counties 
were  treated  last  month  at  the  Orthopedic  Hospital  in 
Bellingham.  The  hospital  has  had  a total  of  103  cases,  21 
being  from  Skagit  county.  The  epidemic  is  said  to  be  de- 
creasing in  Bellingham,  with  more  appearing  in  rural  com- 
munities. 


OBITUARIES 


Dr.  John  M.  Blackford  of  Seattle,  age  56,  died  Septem- 
ber 12,  after  a brief  illness.  He  was  born  in  .Alexandria,  Va., 
in  1887.  He  obtained  his  medical  degree  from  the  University 
of  Virginia  Department  of  Medicine  in  1910.  He  served  on 
the  staff  of  the  Mayo  Clinic  at  Rochester,  Minn.,  from  1911 
to  1917,  devoting  himself  especially  to  internal  medicine. 
He  located  for  practice  in  Seattle  in  1917,  being  associated 
with  Drs.  J.  Tate  Mason  and  M.  F.  Dwyer.  He  was  one 
of  the  founders  of  the  Mason  Clinic  and  Virginia-Mason 
Hospital  which  was  built  in  1920. 

He  specialized  in  internal  medicine,  being  one  of  the 
leading  practitioners  in  the  northwest  in  this  special  field. 
He  was  a member  of  county,  state  and  national  medical 
societies,  as  well  as  national  organizations  devoted  to  the 
practice  of  internal  medicine.  He  was  recognized  as  an  au- 
thority in  his  branch  of  practice  and  one  of  the  medical 
leaders  of  the  Pacific  Northwest. 

Dr.  Clyde  W.  Countryman  of  Spokane,  age  44,  died 
May  5,  as  a result  of  an  airplane  catastrophe  in  Puerto 
Rica.  He  was  born  in  Bingham  Canyon,  Utah,  September  7, 
1900.  He  attended  the  University  of  Utah,  after  which  he 
received  his  medical  degree  at  the  University  of  Oregon  in 
1924.  He  interned  at  Salt  Lake  County  Hospital  and  for 
one  year  engaged  in  practice  in  Utah.  He  served  at  interne 
at  St.  Luke’s  Hospital,  Spokane,  1926-1927,  after  which  he 
entered  practice  with  the  late  Dr.  A.  T.  R.  Cunningham. 
For  many  years  he  was  surgeon  of  the  police  department. 

Being  a member  of  the  medical  officer’s  reserve  corps, 
he  was  called  to  active  service  in  June  1924  with  rank  of 
major.  He  served  at  Fort  George  Wright  and  with  the 
.Army  Air  Forces  at  Kearney,  Neb.  He  obtained  the  rank 
of  Lt.  Col.  at  Randolph  Field,  Texas,  after  which  he  was 
flight  surgeon  at  Orlando,  Fla.  .At  the  time  of  his  death 
he  was  stationed  in  the  Caribbean  area,  where  he  was  chief 
medical  officer  of  the  Gypsy  Task  Force.  With  all  members 
of  the  crew  he  was  instantly  killed  when  the  plane  struck 
a mountain  peak  in  Puerto  Rica. 

Dr.  Frederick  B.  Nather,  age  63,  died  recently  in  Walla 
Walla,  following  an  extended  illness.  He  was  born  in  Illi- 
nois and  came  West  to  Spokane  in  1888.  He  received  his 
medical  degree  in  1908  from  St.  Louis  University  School 
of  Medicine.  He  practiced  medicine  in  Spokane  from  1909 
to  1920,  with  an  interim  spent  in  the  army,  where  he  was 
commissioned  as  a 1st  lieutenant  in  the  army  medical 
corps.  Before  his  death  he  was  serving  as  pathologist  of  the 
U.  S.  Veterans’  Facility  in  Walla  Walla. 

Dr.  Paul  Whelan  of  Seattle,  age  58,  died  August  28  at 
his  home.  He  has  practiced  medicine  in  Seattle  for  nearly 
twenty  years,  limiting  his  practice  to  internal  medicine.  He 


received  his  medical  degree  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1915.  He  was  a member  of  a 
large  number  of  medical  societies. 

Dr.  Orren  W.  Loughlen,  age  85,  died  in  Puyallup  re- 
cently. He  received  his  medical  degree  from  the  New  A’ork 
University  Medical  College  in  1889  and  practiced  medicine 
in  Tacoma  for  50  years. 

Dr.  James  R.  Condon,  age  48,  died  recently  in  Spokane. 
He  received  his  medical  degree  from  Creighton  University 
School  of  Medicine  in  1923. 
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MORTALITY  AND  BIRTH  R.ATES 

Washington  State’s  infant  and  maternal  mortality  rate 
decreased  during  the  war  period,  despite  depleted  ranks 
of  the  medical  profession  caused  by  scores  serving  their 
country  in  a military  role,  according  to  Arthur  L.  Ringle, 
State  Health  Director.  During  World  War  I sixty  babies 
out  of  every  thousand  were  lost  in  the  first  year  of  life, 
but  in  World  War  II  the  rate  has  been  thirty-three  out  of 
every  thousand.  The  decline  indicated  the  cooperative 
efforts  of  the  medical  profession  and  health  authorities, 
even  in  the  face  of  overcrowding  in  hospitals  and  the 
lack  of  nurses. 

During  the  war  period  there  was  one  baby  born  every 
twelve  minutes  in  Washington  State,  more  boys  than  girls. 
Illegitimacy  declined  and  confinement  periods  were  short- 
ened. 

The  birth  total  to  August  1 was  24,843,  outnumbering 
any  previous  year  for  the  same  period.  The  rate  since 
1935  has  doubled  from  22,396  to  last  year’s  banner  crop  of 
44,552  which  will  be  surpassed  by  records  this  year.  The 
number  of  births  in  the  state  during  the  past  ten  years 
was  as  follows:  1935—22,396,  1936—23,376,  1937—25,036, 
1938—26,767,  1939—26,538,  1940—28,141,  1941—31,090, 

1942—38,558,  1943—44,171,  1944—44,552. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 

The  Cowlitz  County  Medical  Society  met  at  a regular 
dinner  meeting  Wednesday  evening,  September  19,  at  Hotel 
Monticello,  Longview.  Guest  speakers  were  Homer  T.  Dud- 
ley and  Donald  Trueblood  of  Seattle.  Dr.  Dudley  gave  a 
very  interesting  illustrated  lecture  on  common  injuries 
of  the  hand.  He  stressed  the  importance  of  early  surgical 
care  following  the  injury,  when  contaminated  and  not  in- 
fected. .Antiseptics  are  not  used  in  preparation  of  the  hand 
for  surgical  interference.  .All  severed  tendons  are  sutured 
with  wire  sutures. 

Dr.  Trueblood  gave  a most  interesting  talk  on  tumors 
clinically  malignant  and  microscopically  benign.  Numerous 
types  of  tumors  were  discussed,  such  as  ovarian,  endo- 
metriosis, keloids,  etc. 

Major  H.  M.  Morgan  of  Longview,  who  has  recently 
returned  from  France  and  England,  spoke  on  the  use  of 
sulfa  drugs  and  penicillin  during  his  service  overseas.  He 
states  at  first  they  were  used  very  extensively  but  at  the 
present  time  they  are  not  used  so  much. 

The  auxiliary  met  at  the  home  of  Mrs.  J.  S.  McCarthy. 
Mrs.  J.  L.  Norris  and  Mrs.  C.  J.  Sells  reported  on  the 
convention  in  Seattle.  Mrs.  M.  R.  Sathe  was  introduced  as 
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a new  member  and  new  officers  were  installed  for 
the  coming  year. 

PIERCE  COUNTY  MEDIC.\L  SOCIETY 
The  regular  meeting  of  the  Pierce  County  Medical  So- 
ciety was  held  in  the  Medical  .Arts  .Auditorium,  Tacoma, 
September  11,  with  W.  H.  Ludwig  in  the  chair.  Minutes 
of  the  previous  meeting  were  read  and  approved. 

C.  R.  Fargher,  Director  of  Health,  City  of  Tacoma, 
spoke  briefly  in  introduction  of  Frank  Melton,  of  the  Se- 
attle Public  Health  group,  who  discussed  the  various  phases 
of  syphilis  and  associated  diseases  and  their  treatment. 
Discussion  was  by  S.  E.  Light. 

Lieutenant  Carl  Scheyer,  of  the  Navy,  spoke  briefly  on 
his  contact  with  malarial  patients,  and  H.  F.  Griffin  told 
of  the  patients  from  .Africa  he  had  seen. 

.Applications  of  Paul  B.  Smith  and  T.  M.  Barber  were 
read. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 

The  regular  monthly  meeting  of  Walla  Walla  Valley 
Medical  Society  was  held  at  Walla  Walla  September  13. 
.Among  guests  at  this  meeting  were  members  of  the  staff 
of  McCaw  Hospital,  Veterans’  Facilities,  and  the  Walla 
Walla  Army  .Air  Field. 

The  paper  of  the  evening  was  presented  by  Howard  C. 
Stearns,  acting  head  of  the  Department  of  Obstetrics  and 
Gynecology,  University  of  Oregon  Medical  School,  Port- 
land. His  subject  was  “Rapid  Increase  and  Care  of  Carci- 
noma of  Female  Genitalia.”  He  pointed  out  that  increase 
of  this  condition  would  probably  approximate  270,000 
annual  deaths  in  the  United  States  by  1960.  The  recorded 
death  rate  in  1940  was  123,000.  Early  diagnosis,  adequate 
roentgen,  radium  and  surgical  treatment  offer  best  pros- 
pects of  cure.  Lantern  slides  showed  statistics  on  percent- 
ages of  cures  in  various  types  of  carcinoma  and  organs 
involved. 


IDAHO  STATE 
MEDICAL  ASSOCIATION 


MEDICAL  NOTES 

Orders  for  New  Medical  Buildings.  The  Idaho  State 
Board  of  Examiners  at  Boise  has  ordered  plans  drawn  for 
three  new  state  institutions,  including  a state  mental  hos- 
pital at  Blackfoot  and  a state  mental  hospital  at  Orofino. 

Lx.  Col.  Robert  S.  Smith  has  spent  a thirty-day  leave 
in  Boise  after  returning  from  an  assignment  in  Europe. 

Dr.  L.  B.  Privett  has  been  honorably  discharged  from 
the  army  and  is  taking  special  work  in  eye,  ear,  nose  and 
throat  in  Washington  University,  St.  Louis. 

Lt.  Ralph  Jones  is  stationed  at  the  Naval  Hospital, 
Seattle. 

CoMDR.  Everett  Jones  is  stationed  at  Farragut. 

Lt.  Robert  McKean  is  stationed  at  Farragut. 


Major  B.  C.  Budge  was  recently  home  on  leave  and  now 
at  Fort  Lewis,  Wash. 

Lt.  Comdr.  Howard  Chaloupka  xpent  a few  days  in 
Boise  in  September. 

Major  Engelcke  has  been  assigned  to  Gowen  Field  and 
will  again  live  in  Boise. 

Major  R.  .A.  Forney  spent  a few  days  in  Boise  in  Sep- 
tember. 

Capt.  M.  D.  Gudmundsen  passed  through  Boise  on  way 
to  reassignment. 

Major  David  Springer  spent  a few  days  in  Boise  and  is 
being  reassigned  in  California. 

Dr.  John  W.  Baluss  has  been  discharged  from  the  army 
and  will  practice  in  Nampa. 


ANNOUNCEMENTS  OF  MEETINGS 
The  .American  College  of  Physicians  announces  a post- 
graduate course  in  general  medicine  October  29-November 
3,  at  University  of  Oregon  Medical  School,  Portland,  Ore. 
Homer  P.  Rush,  M.D.,  F..A.C.P.,  Director. 

Fee:  .A.C.P.  members,  $20;  nonmembers,  $40;  active 
medical  officers,  free. 

GR.ADU.ATE  COURSE  IN  ALLERGY 
The  .American  College  of  .Allergists  offers  an  intensive 
practical  course  in  allergy  November  5-10,  at  Thorne  Hall, 
Northwestern  University.  Men  in  service  admitted  free: 
fee  for  others,  $100. 

.Address  Secretary  .American  College  of  .Allergists,  401 
La  Salle  Medical  Building,  Minneapolis  2,  Minn. 

NORTH  PACIFIC  PEDI.ATRIC  SOCIETY 
North  Pacific  Pediatric  Society  will  hold  a meeting  at 
Portland  December  1.  Secretary,  Dr.  .Aldis  B.  Johnson, 
Cobb  Bldg.,  Seattle  1,  Wash. 


ASK  DOCTORS’  .AID  IN  OFFICE  SHORTAGE 
To  relieve  the  present  shortage  of  available  office  space, 
practicing  physicians  are  urged  to  share  their  offices  with 
doctors  who  are  returning  from  service. 

.An  editorial  appearing  in  the  September  29  issue  of  The 
Journal  of  the  American  Medical  Association  said:  “In 
large  communities,  such  as  cities  of  over  100,000  popula- 
tion, the  problem  is  apparently  far  more  serious  than  in 
the  smaller  areas.  In  some  larger  cities  physicians  are  even 
remodeling  old  houses  into  office  space.  . . . Many  a physi- 
cian whose  office  is  not  fully  utilized  either  in  the  morning 
or  in  the  afternoon  or  even  in  the  evening  can  make  avail- 
able time  and  space,  as  well  as  the  use  of  his  own  facilities. 
. . . The  least  that  can  be  done  for  such  veterans  is  to 
make  available  to  them  an  opportunity  to  begin  the  earn- 
ing of  a livelihood  at  the  earliest  possible  moment.” 
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ALASKA  TERRITORIAL 

ANNUAL  MEETING 

MEDICAL  ASSOCIATION 

- V- y 

JUNEAU,  1945 

TERRITORIAL  BOARD  OF  HEALTH 


The  new  Alaska  Board  of  Health  held  its  first  meeting 
in  Juneau  recently.  The  appointment  of  Dr.  C.  Earl 
-Albrecht  as  Commissioner  of  Health  was  ratified  and  his 
salary  fixed  at  $8,400  for  the  first  year  with  raises  to  the 
limit  of  $10,000  at  the  end  of  the  third  year  as  set  by  law. 

The  Board,  made  up  by  Dr.  Swight  L.  Cramer  of 
Ketchikan,  Mrs.  Katherine  Kehoe  of  Nome,  Rev.  R.  Rol- 
land  -Armstrong  of  .Anchorage,  George  Peterson,  Sr.  of 
Fairbanks  and  Gov.  Ernest  Gruening  as  chairman,  endorsed 
the  programs,  budgets  and  proposed  plans  of  the  new 
Health  Department  as  submitted  by  the  Commissioner.  It 
also  provided  that  the  Commissioner  should  plan  formal 
education  in  public  health  administration  as  outlined  by 
the  U.  S.  Public  Health  Service  within  three  years. 

General  policies  on  health  matters  as  in  standard  prac- 
tice throughout  the  States  was  made  the  goal  of  the  De- 
partment with  the  aim  of  stabilizing  Health  Department 
employees  and  drawing  to  the  service  in  .Alaska  more 
qualified  personnel  to  remain  permanently  with  the  De- 
partment. The  Board  commended  the  staff  of  the  Depart- 
ment on  the  excellent  work  which  had  been  done  during 
the  difficult  years  and  called  upon  everyone  to  assist  in  the 
verx-  important  period  in  the  immediate  future. 


One  of  the  most  important  health  matters  dwelt  on  was 
the  tuberculosis  problem  in  .Alaska.  Confronted  with  this 
health  problem,  for  which  they  could  not  find  sufficient 
funds  available,  members  of  the  newly  organized  Board  of 
Health  adopted  a resolution  urging  that  a special  session 
of  the  Territorial  Legislature  be  called  in  order  to  make 
further  appropriations  to  handle  the  steadily  increasing 
tuberculosis  spread  in  .Alaska.  The  Board  said  its  studies 
revealed  there  were  an  estimated  4,C00  cases  of  tuberculosis 
in  the  Territory  with  but  289  beds  to  care  for  them.  It 
pointed  out  army  and  navy  hospitals  can  now,  with  the 
end  of  the  war,  be  obtained  for  civilian  use  in  the  Territory 
but  money  must  be  made  available  if  the  opportunity  is  to 
be  accepted  by  .Alaska.  The  Board  urged  that  immediate 
action  be  taken  before  the  military  facilities  are  moved 
from  the  Territory  or  dismantled  as  surplus  property. 

Election  of  Officers.  Early  in  November  the  election 
of  officers  for  the  next  year  will  be  held.  Members  should 
be  thinking  over  the  matter  of  their  choice  for  these  offices. 

Blood  Plasma  for  Hospitals.  The  Office  of  Civilian 
Defense  in  .Alaska  has  on  hand  considerable  quantities  of 
blood  plasma  in  readiness  for  any  war  emergencies.  Since 
the  war  is  now  over,  plasma  may  be  distributed  to  the 
various  government  non-profit  hospitals  in  the  territory. 


BOOK  REVIEWS 


Essentials  of  Clinical  .Allergy.  By  Samuel  J.  Taub, 
M.D.  Professor  of  Medicine,  Cook  County  Graduate 
School  of  Medicine,  etc.  198  pp.  $3.  The  Williams  & Wilkins 
Company,  Baltimore,  1945. 

During  the  past  twenty  years  there  has  been  a wide- 
spread interest  in  the  subject  of  allergic  diseases.  The 
author  of  this  book  presents  a picture  of  clinical  approach 
of  various  allergic  diseases  as  seen  in  medical  practice.  The 
various  forms  of  allergy  are  seen  in  all  branches  of  gen- 
eral practice  as  well  as  by  the  otolaryngologist,  derma- 
tologist, cardiologist,  ophthalmologist,  pediatrician  and 
the  surgeon.  It  is  claimed  that  SO  per  cent  of  all  people 
at  some  time  have  some  manifestations  of  allergy,  it  be- 
ing estimated  that  20  per  cent  have  some  time  of  hay- 
fever  while  40  per  cent  may  develop  asthma. 

In  the  study  of  anatomy  of  allergy  the  author  considers 
results  of  the  antigen-antibody  combination,  drug  allergy, 
gastrointestinal  allergy,  physical  and  bacterial  allergy,  each 
of  which  is  developed  individually.  Emphasis  is  placed  on 
the  seasonal  demonstration  of  certain  allergic  conditions 
with  a discussion  of  the  respective  pollens  as  represented 
in  hay  fever.  The  testing  technics  are  described  with  neces- 
sary treatment. 

.After  discussion  of  various  forms  of  allergic  diseases,  a 
chapter  deals  with  serum  sickness  and  prophylaxis.  Meth- 
ods of  preparing  extracts  are  given  with  details  as  to 
diets  and  recipes.  .Anyone  interested  in  the  manifold  mani- 


festations of  allergy  will  find  useful  suggestions  in  this 
volume. 


Diseases  of  the  Breast.  Diagnosis,  Pathology,  Treat- 
ment. By  Charles  F.  Geschickter,  M..A.,  M.D.  Director  of 
the  Francis  Garvan  Cancer  Research  Laboratory,  etc. 
With  a Special  Section  on  Treatment  in  Collaboration 
with  Murrady  M.  Copeland,  -A.B.,  M.D.,  F..A.C.S.,  In- 
structor in  Surgery,  Johns  Hopkins  Medical  School,  etc. 
593  Illustrations.  Second  Edition.  826  pp.  $12.  J.  B. 
Lippincott  Co.,  Philadelphia,  1945. 

This  is  a very  excellent  volume  for  those  of  us  who  tend 
to  forget  that  15,000  women  will  die  of  cancer  of  the 
breast  in  the  United  States  this  year  and  at  the  present 
time  there  are  undoubtedly  60,000  women  who  have  this 
affliction.  This  is  a v^ery  thorough  study,  representing 
opinions  from  literature  and  also  from  the  author’s  own 
studies  which  he  has  conducted  not  only  on  humans  but 
on  animals.  -As  evidence  of  the  amount  of  work  involved, 
there  are  over  593  photographs,  most  of  which  are  micro- 
photographs. There  is  a great  deal  of  interesting  informa- 
tion, some  old  and  some  new,  and  practically  all  of  the 
diseases  of  the  breast  are  studied. 

It  is  difficult  to  see  how  anyone  treating  any  diseases 
of  the  breast,  benign  or  malignant,  could  afford  not  to 
have  the  information  that  is  available  in  this  book,  since 
practically  any  question  as  to  pathology,  prognosis  and 
treatment  is  taken  up  in  detail.  The  book  is  highly  rec- 
ommended. David  Metheny 
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EDITORIALS 


AID  FOR  OUR  RETURNING  COLLEAGUES 

Numerous  articles  have  appeared  in  medical 
publications  on  how  to  assist  our  colleagues  who 
have  been  serving  our  country  the  past  four  years. 
Refresher  courses  of  two  to  twelve  weeks,  post- 
graduate courses  in  the  specialties,  residencies  and 
duly  accredited  medical  school  courses  have  their 
place.  However,  due  to  the  length  of  time  required 
for  such  studies,  the  scarcity  of  residencies  and 
the  economic  necessity  of  an  early  return  to  a 
sustaining  practice,  many  men  will  be  obliged  to 
forego  special  training. 

Just  what  are  the  needs  of  these  men?  Office 
space  comes  first.  A place  to  meet  their  patients 
is  an  immediate  problem.  The  office  situation  is  an 
overcrowded  one  right  now.  In  many  cities  addi- 
tional space  will  not  be  available  until  new  build- 
ings are  erected.  Many  new  doctors  have  come  to 
our  cities,  while  many  of  the  older  ones  acquired 
additional  space  to  take  care  of  a rapidly  expand- 
ing war  practice.  This  has  left  no  vacancies,  except 
in  a few  buildings. 

Doctors  now  in  practice  might  be  able  tempo- 
rarily to  share  their  space.  This  is  practiced  in  such 
crowded  cities  as  New  York  and  Chicago.  One 
physician  takes  the  morning  hours,  another  the 
afternoon  or  evening.  A real  effort  should  be  made, 
under  some  plan,  to  house  these  exservice  doctors 
who  have  done  so  much  by  going  to  the  front.  We 
at  home  worked  hard,  of  course,  but  were  duly 
paid  for  it,  and  in  addition  lived  in  safety  and 
comfort.  It  is  truly  an  obligation  on  our  part  to 
make  every  effort  to  house  these  men. 

Another  thing  these  colleagues  of  ours  need  is 
patients.  Most  of  us  have  had  more  practice  than 
is  good  for  us.  Often  could  not  give  the  individual 
patient  the  careful  history-taking  and  complete 
examination  so  necessary  for  good  medical  care. 
Now  is  our  opportunity  to  do  better,  with  our 
friends  returning. 

It  is  suggested  that  you  get  a list  of  the  return- 
ing men  in  your  city,  with  their  special  type  of 
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LANSFORD  M.  SPALDING 
(Oregon) 

President  1945-46 
Oregon  State  Medical  Society 
Dr.  Spalding  was  born  at  Olean,  Mo.,  October  27,  1892. 
His  premedical  training  was  obtained  at  Westminster  Col- 
lege, Fulton,  Mo.,  where  he  studied  for  one  year.  He  ob- 
tained his  medical  degree  in  1913  from  National  Univer- 
sity of  Arts  and  Sciences  Medical  Department,  St.  Louis, 
Mo.  He  interned  at  St.  Vincent’s  Hospital  in  Portland, 
Ore.  He  took  postgraduate  studies  at  the  University  of 
Chicago  and  University  of  Illinois  in  1924-25.  He  received 
the  Diploma  of  The  .American  Board  of  Otolaryngology 
in  1927.  He  served  in  the  United  States  Army  in  World 
War  I as  a First  Lieutenant.  Later  he  was  in  the  Reserve 
Corps  until  1934.  He  practiced  in  Pilot  Rock  and  Pendle- 
ton from  1914  until  1923,  locating  in  .Astoria  in  1926. 


GEORGE  H.  ANDERSON 
(Washington) 

President  1945-46 

Washington  State  Medical  .\ssociation 
Dr.  .Anderson  was  born  in  LaPorte,  Ind.,  December  3, 
1893.  He  obtained  grade  and  high  school  education  in  that 
city.  He  obtained  the  degree  of  Bachelor  of  Science  from 
the  University  of  Wisconsin  in  1915.  He  graduated  from 
Rush  Medical  College  in  Chicago  in  1917  with  an  M.D. 
degree.  He  interned  in  Washington  Boulevard  Hospital 
and  Cook  County  Hospital,  Chicago.  He  served  eighteen 
months  in  World  War  I with  commission  of  First  Lieu- 
tenant, Medical  Corps,  .\rmy  of  United  States.  Six  months 
after  discharge  from  the  army,  in  January  1920,  he  began 
practice  in  Spokane,  being  associated  for  eight  years  with 
the  late  Dr.  Frederick  Epplen.  He  has  served  in  official 
positions  in  Spokane  County  Medical  Society  and  the 
State  Medical  Association. 


work,  general  medicine  or  a specialty.  Refer  them 
patients  at  your  earliest  opportunity.  They  need  a 
start  in  order  to  get  into  circulation.  ^lany  cities 
have  grown  enormously,  and  with  it  the  number 
of  patients.  There  are  plenty  for  all.  Look  at  our 
hospitals  with  many  days  not  a vacant  bed. 

We  have  a duty  toward  these  brother  practi- 
tioners of  ours.  Let  us  get  busy  at  once.  They  need 
more  than  a handshake  and  slap  on  the  back.  We 
can  well  afford  to  be  more  generous  than  that. 
Information  concerning  these  returnees  may  be  had 
through  your  secretary’s  office.  Returning  doctors 
should  register  early  at  their  county  medical 
society  offices,  and  as  soon  as  they  have  obtained 
an  office,  announcement  cards  should  be  sent  to 
the  entire  membership. 


OUR  1946  PRESIDENTS 
.After  the  annual  meetings  of  our  state  associa- 
tions it  is  customary  to  present  the  photographs 
of  each  president  for  the  coming  year.  Herewith 
are  published  the  photographs  of  our  four  newly 
elected  presidents,  together  with  bibliographic  notes 
of  each.  The  purpose  of  presenting  these  photo- 
graphs is  not  alone  to  call  attention  of  the  members 
of  each  organization  to  their  particular  leader,  but 
to  familiarize  the  members  of  our  four  associations 
with  the  appearance  of  the  other  presidents.  Elec- 
tion to  the  presidency  is  the  highest  honor  that  a 
state  medical  association  can  confer  upon  one  of 
its  members.  It  is  a distinction  that  will  abide  dur- 
ing the  coming  years  of  the  organization’s  existence. 
The  president  necessarily  has  an  arduous  task  to 
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ORVAL  F.  SWINDELL 
(Idaho) 

President  194S-46 
Idaho  State  Medical  Association 
Dr.  Swindell  was  born  in  Missouri  November  18,  1895. 
He  graduated  from  the  University  of  Missouri  with  de- 
gree of  B..4.  in  1924.  He  received  the  degree  of  M.D.  from 
Jefferson  Medical  College,  Philadelphia,  in  1926.  He 
served  a two  year  internship  at  Philadelphia  General  Hos- 
pital from  1926  to  1928.  He  is  located  in  Boise  and  has  been 
engaged  in  the  practice  of  internal  medicine  in  Idaho  since 
1928. 


ARTHUR  N.  WILSON 
(Alaska) 

President,  1945-1946 
Alaska  Territorial  Medical  .Association 
Dr.  Wilson  was  born  in  Miraj,  India,  December 
11,  1898.  He  received  the  A.B.  degree  from  Colo- 
rado Springs,  Colo.,  in  1920.  He  graduated  from 
Rush  Medical  College  with  the  M.D.  degree  in 
1924.  He  served  as  intern  at  Cook  County  Hos- 
pital 1924-1925.  He  practiced  in  Warroad,  Minn., 
1926-1927.  This  was  followed  by  practice  in 
Tacoma,  Wash.,  1928-1929.  In  1930  he  went  to 
Alaska  as  surgeon  for  the  Kennecott  Copper  Cor- 
poration. In  1933  he  located  at  Ketchikan,  where 
he  has  practiced  to  the  present  time.  His  military 
service  was  in  the  U.  S.  Army  in  1918. 


perform  and  all  members  of  the  profession  of  each 
state  will  honor  the  man  elected  to  this  prominent 
position. 

Our  congratulations  are  extended  to  these  four 
men,  with  the  assurance  that  this  journal  will  en- 
deavor to  cooperate  to  the  fullest  extent  during 
the  coming  year  in  accomplishing  whatever  results 
they  and  their  respective  associations  may  antici- 
pate for  the  progress  and  welfare  of  their  members. 


REGULAR  ARMY  OFFICERS  TO  RECEIVE 
PROEESSIONAL  TRAINING 

One  hundred  Regular  Army  officers  have  been  assigned 
to  .Army  General  Hospitals  and  medical  installations  as  part 
of  the  .Army’s  new  plan  to  give  professional  training  to 
officers  of  the  Regular  .Army  Medical  Department. 

Under  this  policy  the  Regular  .Army  Medical  Corps  of- 
ficer will  be  assured  a professional  career  and  will  receive 
graduate  training,  aid  in  obtaining  board  certification  for 
medical  specialties  from  recognized  civilian  specialty  boards, 
and  security  not  usually  available  in  civilian  practice.  The 
new  program  also  offers  opportunities  for  Regular  .Army 
officers  now  doing  administrative  work  to  understudy  doc- 
tors who  have  been  active  in  professional  practice  during 
the  war. 

Twenty-one  of  the  one  hundred  officers  have  been  as- 
signed to  specialize  in  Internal  Medicine,  and  thirty-three  in 
General  Surgery.  The  others  are  assigned  in  Radiology, 
EENT,  .Anesthesiology,  Neuropsychiatry,  Urology,  Path- 
ology, Orthopedics,  Obstetrics  and  Gynecology,  and  Public 
Health. 
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LOCATIONS  FOR  PRACTICE 

A large  number  of  physicians  have  recently  been 
discharged  from  military  service  and  their  number 
will  be  greatly  increased  in  the  near  future.  Their 
most  urgent  problem  will  concern  location  for  prac- 
tice, securing  an  office  and  assurance  of  clientele. 
Naturally,  one  wishes  to  return  to  his  former  loca- 
tion if  possible.  In  many  cities  new  men  have  lo- 
cated in  place  of  those  who  have  been  absent  for  a 
number  of  years.  There  has  been  a cessation  of 
new  building  construction  with  consequent  diffi- 
culties in  securing  office  space.  These  facts  present 
serious  problems  for  many  returning  physicians. 

At  the  same  time,  in  many  cities  there  is  a 
serious  lack  of  able  physicians  which  has  been 
emphasized  in  many  localities.  Many  returning 
men  might  well  consider  whether  a more  favorable 
opportunity  may  be  presented  in  these  smaller 
cities,  where  one  might  be  quickly  established  with 
a clientele  which  would  bring  larger  returns  in  a 
shorter  time  than  in  a larger  city,  and  medical 
prestige  could  be  obtained  more  quickly  in  a city 
of  smaller  size. 

In  the  Oregon  Section  of  this  issue  these  ques- 
tions are  discussed  in  an  enlightening  manner  re- 
garding the  situation  in  Portland  and  smaller  cities 
of  that  state.  Everything  presented  in  this  discus- 
sion is  equally  applicable  to  Seattle  and  other  cities 
of  Washington.  Anyone  interested  in  determining 
a new  location  for  practice  is  referred  to  this  dis- 
cussion in  the  Oregon  Section. 


NEW  OFFICER  RELE.ASE  POLICY 

A revised  point  system  program  which  will  return  13,000 
physicians,  25,000  nurses,  3,500  dentists  and  an  undeter- 
mined number  of  other  Medical  Department  officers  to 
civilian  life  by  January  1,  1946,  was  announced  September 
14,  1945,  by  Major  General  Norman  T.  Kirk,  the  Surgeon 
General. 

Under  the  plan  those  Medical  and  Dental  Corps  officers 
who  have  80  points,  are  48  years  of  age  or  have  been  in  the 
.Army  since  before  Pearl  Harbor  will  be  released  as  surplus 
officers  unless  they  are  specialists  in  eye,  ear,  nose  and  throat 
work;  plastic  surgery,  orthopedic  surgery,  neuropsychiatry 
or  are  laboratory  technicians.  These  specialists  will  be  re- 
leased if  they  were  called  to  active  duty  prior  to  January  1, 
1941. 

This  is  a drastic  lowering  of  points  below  the  previous 
plan  which  was  based  on  an  adjusted  service  score  of  100 
for  non-scarce  Medical  Corps  officers  and  120  for  those  in 
scarce  categories. 

A similar  drastic  reduction  was  made  in  the  point  score 
for  nurses,  who  are  now  eligible  for  discharge  if  their  rating 
is  35  or  more,  or  if  they  are  35  years  old.  In  addition  all 
married  nurses  and  those  with  children  under  14  years  are 
eligible  for  immediate  separation.  Physical  Therapists  and 
Dietitians  are  eligible  under  the  same  conditions  if  their 
point  score  is  40  or  more,  or  if  they  are  40  years  old. 

Veterinary  Corps  officers  will  be  eligible  for  discharge  if 
they  have  a point  score  of  80  or  more,  if  they  are  42  years 
old,  or  if  they  joined  the  Army  prior  to  January  1,  1941. 


VICTORY 
> LOAN  i 


THE  LAST  GREAT  BOND  CAMPAIGN 

Although  the  war  has  ended  and  there  is  no 
further  need  of  accumulating  the  millions  of  dol- 
lars for  carrying  on  battles,  the  last  great  finance 
campaign,  which  opened  October  29  and  will  close 
on  December  8,  is  most  necessary.  After  this  cam- 
paign is  ended,  the  great  money  raising  organiza- 
tions will  be  disbanded  and  will  remain  only  as  a 
historical  accompaniment  of  the  great  World  War. 
These  money  raising  bond  sales  were  a great  fea- 
ture in  winning  the  war  and  providing  materials 
and  supplies  for  our  millions  of  sailors  and  soldiers. 

Nevertheless,  the  results  of  this  war  have  yet  to 
be  eliminated.  A few  of  the  reasons  for  pushing  this 
War  Victory  Loan  are  to  supply  funds  for  several 
millions  of  our  men  to  wind  up  the  war  demands  in 
guarding  Germany  and  Japan;  to  supply  trans- 
portation for  the  return  of  millions  of  our  men  and 
women;  to  equip  and  maintain  hospitals  and  re- 
habilitation requirements  for  the  unfortunate 
wounded  of  this  war;  to  provide  mustering-out  pay, 
and  to  assist  in  the  reestablishment  of  our  veterans 
in  future  occupations.  Many  more  reasons  might 
be  cited  to  explain  the  necessity  of  once  more  aid- 
ing in  the  raising  of  a great  sum  of  money  as  a 
patriotic  contribution  to  our  national  welfare. 


“It  is  a curious  phenomenon  of  nature,”  says  Norman 
Cousins,  editor  of  the  Saturday  Review  of  Literature,  “that 
only  two  species  practice  the  art  of  war — men  and  ants, 
both  of  which,  ironically,  maintain  complex  social  organi- 
zations.” It  is  encouraging  to  note,  he  continues,  that  while 
all  entomologists  agree  that  war  is  instinctive  with  ants,  not 
all  anthropologists  and  biologists  think  that  war  is  instinc- 
tive with  men. 

Mr.  Cousins  says  it’s  a “fantastic  irony  that  organized 
science  knows  the  secret  of  the  atom  but  as  yet  knows  not 
a fig  about  the  common  cold.”  Cancer  and  many  other  dis- 
eases he  regards  as  anomalies  in  the  modern  world,  and  he 
sees  no  reason  why  mobilized  research  should  not  be  di- 
rected at  their  causes  and  cure. 
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liW’ESTI CATION  OF  BLOOD  TRANS- 
FUSION REACTIONS* 

J.  Richard  Czajkow'ski,  Ph.D 

DIRECTOR  OF  KING  COUNTY  CENTRAL  BLOOD  BANK 
SEATTLE,  WASH. 

With  the  progress  of  blood  banks  it  is  necessary 
to  point  out  several  factors  pertaining  to  reactions 
which  might  clarify  some  misunderstandings  be- 
tween them  and  some  physicians  who  are  under 
the  misapprehension  that  every  transfusion  reac- 
tion is  the  result  of  gross  incompatibility.  It  is  a 
fact  that  errors  in  typing  do  occur.  The  time  for 
typing  may  be  reduced,  and  typing  sera  occasion- 
ally undergo  certain  changes  which  are  not  imme- 
diately apparent. 

Few  laboratory  technicians  have  been  adequately 
trained  in  blood  grouping  technics,  and  such  rare 
instances  as  the  presence  of  isohemolysis,  with 
apparent  absence  of  agglutination,  will  be  erro- 
neously recorded  by  the  majority  of  laboratory 
workers.  Any  error  in  typing  will,  however,  be 
immediately  apparent  in  the  final  compatibility 
tests  which  employ  more  delicate  and  lengthy 
methods.  An  attempt  to  crossmatch  blood  with  an 
incorrect  type  will  result  in  very  rapid,  gross  ag- 
glutination, in  which  case  the  patient’s  type  must 
be  rechecked  and  a sample  of  blood  from  another 
donor  used  to  produce  a perfect  crossmatch. 

There  is  a time  element  involved  in  these  pro- 
cedures for  determining  compatibility  which  at 
times  tends  to  strain  the  relationship  between  the 
blood  banks  and  the  physician.  It  is  perfectly 
understandable  that  the  surgeon,  with  a patient 
hemorrhaging  on  the  operating  table,  becomes  im- 
patient when  blood  for  a transfusion  is  not  im- 
mediately available.  What  he  may  fail  to  realize 
is  that  a certain  length  of  time  is  absolutely  neces- 
sary to  perform  the  compatibility  test  in  an 
adequate  manner. 

There  is  one  exception  to  the  infallibility  of  a 
good  crossmatch,  the  existence  of  subgroups  of  the 
Rh  factor.  The  field  of  Rh  antibody  is  extremely 
complex,  and  the  tests  necessary  to  evaluate  prop- 
erly the  Rh  subgroupings  are  so  involved  and 
require  so  much  time  that  conducting  them  on  each 
pretransfusion  patient  would  completely  defeat  the 
purpose  of  the  transfusion. 

The  tests  for  Rh  incompatibility  differ  from 
those  for  basic  blood  groups  in  the  respect  that 
tests  for  Rh  groupings  do  not  always  reproduce 

’Read  before  a Meeting  of  King  County  Medical  So- 
ciety, Seattle,  Wash.,  Oct.  3,  19-15. 


“in  vitro”  the  reactions  that  may  occur  in  the 
organism.  It  is  not  the  purpose  of  this  paper  to 
go  deeply  into  the  problems  of  subgroups  of  differ- 
ent factors.  It  is  necessary,  however,  to  bear  in 
mind  that  at  the  present  time  our  knowledge  of 
certain  blood  factors  is  far  from  complete.  Among 
the  most  widely  studied  problems  today  are  the 
right  Rh  types  and  methods  of  detecting  sensiti- 
zations resulting  from  their  incompatibility. 

Some  fatal  hemolytic  reactions,  due  to  the  in- 
compatibility of  Rh  groups,  have  been  reported  in 
the  last  few  years,  but  virtually  none  due  to  miss- 
matched  blood  of  the  same  Landsteiner  groups  and 
subgroups.  Among  5,600  bloods  sent  out  as  trans- 
fusions by  the  King  County  Central  Blood  Bank 
to  various  hospitals,  there  was  not  one  case  of 
hemolytic  reaction,  as  shown  by  subsequent  re- 
checks in  our  own  and  the  hospitals’  laboratories. 

To  a certain  extent  it  is  much  simpler  to  deter- 
mine what  was  not  the  cause  of  a reaction  than 
to  determine  definitely  the  reason  for  it. 

Reactions  are  generally  grouped  as  follows: 
( 1 ) biologic  reactions,  that  is,  hemolytic  and  pro- 
teolytic, (2)  pyrogenic  reactions,  (3)  cardiovascu- 
lar embarrassments,  embolism  and  thrombosis.  Of 
these,  only  the  hemolytic  reactions  deal  with 
agglutinins  vs.  agglutinogens,  and  in  view  of  the 
foregoing  comments  these  may  be  dismissed  from 
the  discussion. 

The  pyrogenes  are  most  commonly  blamed  for 
the  bulk  of  reactions,  by  which  it  is  implied  that 
improperly  cleaned  accessories  have  been  used 
either  in  the  collection  or  the  administration  of  the 
blood.  Such  an  attitude  seems  rather  unreasonable 
because  of  the  amount  of  research,  care  and  effort 
that  is  practiced  in  the  hospitals  and  in  the  central 
blood  departments.  Several  experiments  have  given 
dramatic  evidence  of  the  inadvisability  of  drawing 
conclusions  of  this  sort.  The  most  startling  ex- 
amples of  such  tests  are  common  knowledge. 

Carefully  crossmatched  blood  has  been  given  to 
a patient  and,  after  a couple  of  hundred  cc.  have 
been  given,  he  has  developed  a chill.  Then,  using 
the  same  equipment,  the  same  blood  has  been  given 
to  another  recipient  with  no  ill  effects  whatsoever. 
It  might  be  argued  in  this  case  that  the  pyrogenes 
were  in  the  needle  or  in  the  first  portion  of  the 
blood.  However,  in  view  of  the  frequency  of  such 
cases,  this  seems  highly  improbable. 

Another  even  more  confusing  instance  is  seen 
in  cases  in  which  the  patient  received  the  blood 
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without  any  reaction,  but  when  the  few  cc.  remain- 
ing were  given  to  a laboratory  animal,  they  caused 
reactions  ranging  from  weak  febrile  courses  to 
fatalities.  Alternately,  blood  or  plasma  may  be 
injected  into  an  animal  as  the  so-called  “nontox- 
icity test”  with  no  ill  effect,  while  the  same  fluid 
given  to  a patient  will  give  rise  to  a reaction.  Until 
much  more  work  is  done  on  the  pyrogens,  it  might 
be  advisable  to  regard  them  as  a possibility  rather 
than  as  a definite  cause  of  reactions. 

The  allergic  reactions  are  self-explanatory  and 
need  no  comment  in  this  paper.  Cardiovascular  em- 
barrassments, occurring  significantly  in  older  re- 
cipients, are,  so  to  speak,  of  a mechanical  nature, 
and  control  of  such  accidents  is  obviously  not 
within  the  scope  of  blood  bank  function.  When  it 
comes  to  another  phase  of  proteolytic  reactions, 
namely,  the  anaphylactic  reactions,  that  is  an 
entirely  different  matter. 

In  gathering  data  from  different  workers  on 
transfusion  reactions,  one  finds  that  statistically 
anaphylactic  reactions  represent  a very  insignifi- 
cant figure.  They  ordinarily  comprise  1 to  2 per 
cent  of  all  reactions.  What  is  more,  I have  not  been 
able  to  find  in  the  recent  literature  dealing  with 
reactions  even  one  case,  in  which  a reaction  was 
described  and  analyzed.  It  appears  that,  when 
dealing  with  an  anaphylactic  reaction,  the  worker 
is  satisfied  to  classify  it  as  such  and  let  it  go  as 
that.  Are  these  reactions  actually  as  infrequent  as 
reports  would  make  them  appear? 

In  facing  the  problem  of  transfusion  reactions, 
we  must  realize  that  agglutinins,  agglutinogens, 
histology  of  cellular  elements  in  blood,  even  the 
genetics  of  cells,  complex  as  they  are,  are  com- 
paratively much  better  understood  than  the 
biologic  and  physiochemic  phenomena  of  blood 
plasma. 

Possibly  the  most  important  function  of  the 
plasma  is  its  ability  to  act  as  a buffer  and  osmotic 
stabilizer.  We  know  that  under  normal  conditions 
it  works  as  such,  but  it  is  quite  conceivable  that 
in  illness  the  plasma’s  viscosity,  colloidal  com- 
plexes, concentration  of  electrolytes  and  many 
other  factors  contributing  to  that  stability  easily 
become  unbalanced  on  one  or  more  scores.  The 
biochemic  changes  accompanying  disease  might 
easily  produce  sensitization,  thus  offering  an  op- 
portunity to  anaphylactoid  reactions  which  may 
be  termed  as  incompatibility,  pyrogenic  reactions 
or  some  such  generality  as  “bad  blood,”  all  de- 
pending on  the  school  of  thought  subscribed  to. 
If  one  thinks  of  the  possibility  of  reactions  on  such 
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grounds,  it  is  rather  surprising  that  they  are  not 
more  frequent. 

The  statistics  of  blood  transfusion  reactions  in 
illness  are  very  scanty  and  hard  to  find.  I was  able 
to  find  the  figures  on  reactions  at  Mercy  Hospital 
in  Pittsburgh,  Pa.,  for  the  year  1944  which  are 
worth  mentioning.  Here  is  an  overall  figure  of  12 
per  cent  reactions: 

Per  cent 


Cases  of  carcinoma  has  a reaction  rate  of 27 

Miscellaneous  malignant  tumors 10 

Blood  dyscrasias  8 

Bleeding  peptic  ulcer 7 

Pneumonia  5 


I believe  these  figures  are  significant  enough  to 
warrant  serious  consideration. 

Speaking  of  mechanical  sources  of  reactions,  I 
am  inclined  to  believe  that  blood  banks  might  be 
serious  offenders  in  the  way  in  which  the  blood 
is  collected.  I am  referring,  of  course,  to  the  so- 
called  incipient  coagulative  changes  in  the  donor’s 
blood.  Not  a great  deal  is  known  about  this  phase 
of  blood,  and  in  past  years  various  w’orkers  have 
timidly  advanced  such  a possibility,  abandoned  it, 
returned  to  it  again  and,  due  to  lack  of  any  con- 
clusive proof,  let  it  stand  at  status  quo.  The  last 
few  years  have  brought  a renewed  interest  in  the 
subject.  The  problem  is  hard  to  investigate  on 
account  of  possible  variation  of  cell  fragility  and 
several  obscure  changes  in  the  coagulability  of  the 
blood  in  different  individuals.  This  blood  bank  pro- 
poses to  do  extensive  research  on  the  subject  as 
soon  as  the  proper  facilities  are  available. 

It  is  a well  known  fact  that  psychic  phenomena 
tend  to  aggravate  the  reactions.  There  have  been 
many  observations  to  that  effect,  but  no  correlated 
data  have  been  available  as  yet.  In  some  cases  the 
well  known  suggestibility  of  an  ill  person  ma\^  con- 
tribute to  a large  extent  in  the  common  minor 
reactions  such  as  chills.  That  is,  the  psychologic 
approach  of  the  nurse  or  other  individual  attending 
the  patient  may  lead  him  to  expect  a chill,  a 
psychic  reaction  which  obligingly  follows. 

I believe  that,  not  until  a close  cooperation 
between  the  blood  bank  and  the  operator  is 
established,  can  we  expect  better  results.  Due  to 
the  deceptive  simplicity  of  transfusion,  the  whole 
procedure  seems  to  be  falling  into  the  hands  of 
only  superficially  trained  assistants.  Above  all,  the 
most  dangerous  attitude  is  toward  generalization  of 
the  subject.  The  same  rules  cannot  be  applied  to 
all  patients.  On  the  contrary,  each  patient  must 
be  considered  individually. 

The  premise  of  this  paper  is  the  contention  that, 
with  the  utmost  care  and  effort  on  the  part  of  the 
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blood  bank  laboratory  and  a close  cooperation 
between  the  blood  bank  and  the  operator,  it  will 
become  apparent  that  the  source  of  reactions  lies 
not  so  much  in  the  blood  or  fluid  introduced  as  in 
the  condition  of  the  patient  receiving  that  fluid. 

OMBREDANNE  OPERATION  FOR  UN- 
DESCENDED TESTICLE 

( CRYPTORCHIDISM  ) 

John  P.  Schutt,  M.D. 

BREMERTON,  WASH. 

Fifteen  years  ago  Ombredanne  and  his  associates 
reported  about  nine  hundred  cases  using  this 
technic,  the  main  feature  of  which  is  utilization  of 
the  elastic  septum  between  the  scrotal  compart- 
ments to  hold  down  the  gland.^  I have  operated 
upon  over  sixty  cases  in  the  past  ten  years,  six  of 
which  in  the  last  six  weeks  were  four  boys  and 
two  men.  One  man  was  thirty-five  years  of  age  and 
had  a bilateral  condition,  accompanied  by  an  al- 
most complete  hernia  on  both  sides.  The  other 
man  was  twenty-one  years  of  age  and  had  a right 
undescended  testicle  with  a hernia  and  a varicocele 
on  the  left  side. 

A number  of  years  ago  two  boys  were  operated 
upon  with  the  method  described  by  Bevan.  The 
results  were  poor.  Within  three  or  four  days  the 
testicle  rested  against  the  pubes,  trying  to  reenter 
the  inguinal  canal. 

The  standard  operation  generally  used  is  that 
of  Torek,  Wangensteen  with  various  modifications. 
This  necessitates  two  operations  and,  if  the  cord 
cannot  be  lengthened  sufficiently  without  endanger- 
ing the  blood  supply,  the  testicle  has  to  be  removed. 
Two  years  ago  at  a prominent  clinic  I witnessed 
such  an  operation  and  the  consequent  delay  in 
gaining  the  parental  consent  to  remove  the  testicle. 
I was  sure  that  with  the  technic  to  be  described 
the  testicle  could  have  been  saved. 

Of  the  cases  operated  upon  and  here  reported, 
ten  men  were  between  the  ages  from  eighteen  to 
forty-five.  Two  of  these  had  testicles  so  highly 
placed  and  atrophied  that  I was  unable  to  obtain 
sufficient  length  of  cord.  I repaired  their  hernias 
and  removed  the  testicles.  One  boy  had  an  intra- 
abdominal testicle,  or  at  least  I could  not  find  it. 
In  another  case  I did  not  get  the  testicle  through 
the  septum  of  scrotum.  The  tissue  proximal  to  the 
septum  was  mistaken  for  septum  proper,  and  a 
few  days  later  the  testicle  was  against  the  pubes. 

A few  years  ago  I took  four  or  five  boys  to  the 

1.  Ombredanne,  L. : Precise  Clinique  et  operatoire  de 
chirurgie  infantile  Paris,  Masson  & Cie.,  pp.  716-725,  192.S  ; 
Sur  Ij'Orchicodopexie.  Bull.  Soc.  de  pediat.  de  Paris. 
25:473-478,  Dec.,  1927. 


Seattle  Academy  of  Surgery.  After  examination  by 
several  members,  it  was  found  difficult  to  determine 
which  was  the  operated  side.  The  results  were  pro- 
nounced perfect. 

ETIOLOGY 

About  the  seventh  month  of  fetal  life  the  testis 
descends  through  the  inguinal  canal.  It  is  preceded 
by  the  processus  vaginalis  (the  peritoneal  sac) 
which  communicates  with  the  abdominal  cavity. 
This  saclike  evagination  of  peritoneum  applies  it- 
self to  the  cord  and  testicle  and  is  an  incomplete 
investment. 

At  the  eighth  month,  or  just  before  birth,  the 
testicle  reaches  its  final  position  in  the  scrotum. 
As  development  advances,  only  the  process  applied 
against  the  testicle  (tunica  vaginalis  testis)  remains 
patent.  That  part  of  the  vaginal  process  applied 
to  the  spermatic  cord,  between  the  tunica  vaginalis 
and  abdominal  inguinal  ring  is  the  funicular  por- 
tion which  shortly  after  birth  loses  its  patency 
and  becomes  a fibrous  cord.  When  the  entire 
process  remains  patent,  a hernia  of  congenital 
origin  is  present. 

The  condition  of  undescended  testicle  or  crypt- 
orchidism exists  when  the  gland  is  retained  in  the 
abdomen  or  is  arrested  at  some  point  along  the 
inguinal  canal.  Many  theories  for  the  above  are 
advanced,  but  the  condition  results  probably  from 
a combination  of  factors. 

Ectopic  testes  should  not  be  allowed  to  remain 
where  they  are  found : ( 1 ) they  may  become  a 
seat  of  malignancy,  (2)  they  frequently  atrophy 
and  diminish  greatly  the  interstitial  gland  secre- 
tions, (3)  spermatogenesis  will  not  take  place  in 
testes  outside  the  scrotum. 

Interstitial  secretion  of  the  testicle,  which  causes 
development  of  secondary  sex  characteristics,  comes 
from  the  interstitial  cells.  In  the  undescended 
testicle  spermatids  are  absent  to  a marked  degree, 
but  replacement  of  the  testis  in  the  scrotum  is 
generally  followed  by  spermatogenic  function. 

The  scrotal  sac  serves  as  a thermoregulator  to 
produce  a localized  environment  cooler  by  several 
degrees  than  other  parts  of  the  body.  The  testes 
require  such  a temperature  for  the  production  of 
germinal  cells. 

The  operation  should  be  undertaken  before 
puberty,  usually  from  seven  to  twelve  years  of  age. 
At  puberty,  germinal  epithelium  proliferation  and 
spermatogenesis  begin;  so,  if  operation  is  to  be 
useful,  it  should  be  performed  before  that  time. 
Then  the  testicle  is  normal.  It  is  placed  in  the 
right  position  and  will  grow  normally. 
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OMBREDANNE  TECHNIC 

The  usual  incision  is  made  as  for  a hernia 
operation.  The  aponeurosis  of  external  oblique  is 
incised.  Mobility  of  the  testicle  is  impaired  by  a 
mass  of  fibrous  adipose  tissue  which  tends  to  draw 
it  downward.  The  testicle  and  spermatic  cord  are 
then  dissected  free  all  the  way  up  to  internal  ab- 
dominal ring.  The  chorda  gubemaculi  is  divided 
close  to  testicle.  The  cremaster  is  now  split  length- 
wise from  testicle  to  internal  ring,  and  the  contents 
of  cord  identified. 

In  opening  the  peritoneal  vaginal  canal,  the 
testicle  is  found  with  the  epididymis  curled  about. 
Patency  of  this  canal  e.xplains  the  presence  of  a 
congenital  hernia  in  so  many  cases. 

On  operation  I found  about  75  per  cent  had 
associated  hernia.  If  a hernia  is  present  the  pro- 


with  finger  retroperitoneally  and  with  gentle  trac- 
tion additional  length  may  be  gained,  (fig.  2).  The 
testicle  is  now  wrapped  in  a warm  saline  compress. 

The  median  raphe  of  scrotum  is  grasped  with 
two  Allis  forceps  and  held  gently.  Then  with  left 
index  finger  (if  right  side  is  involved)  a passage 
is  made  from  lower  inguinal  incision  into  scrotum, 
progressing  toward  the  middle  of  sac  diagonally 
opposite,  (fig.  3). 

Holding  forceps  on  median  raphe  fairly  firmly, 
the  finger  reaches  elastic  septum,  and  the  skin  on 
opposite  side  of  scrotum  is  raised.  Over  this  ele- 
vated area  a vertical  Incision  of  about  3 cm.  is 
made.  The  incision  includes  the  whole  thickness  of 
integument.  Still  cutting  carefully,  the  septum  be- 
comes visible,  being  recognized  by  its  white  color. 
The  skin  edges  are  now  pushed  back  by  gauze  or 


Fig.  1.  Transcrotal  orchidopexy.  The  first  step  is  the 
freeing  of  testicle. 

Pig.  2.  Second  step.  Traction  suture  placed  above 
testicle. 

Fig.  3.  Third  step.  Hollowing  out  of  passage  into 
.scrotum  with  finger,  and  incision  of  scrotum. 

(These  illustrations  are  taken  from  Ombrfdanne). 

cessus  vaginalis  (hernial  sac)  is  opened,  cutting 
across  above  testicle  and  carefully  dissecting  it 
from  cord  as  high  as  possible  and  ligating.  The 
peritoneal  sac  is  very  thin,  but  with  care  it  can  be 
stripped  off  the  vas  and  vessels.  Removal  of  the 
vaginal  peritoneum  is  imperative  in  order  to 
lengthen  the  cord.  (fig.  1). 

The  testicle  is  now  brought  up  and  length  of 
cord  ascertained.  All  fibrous  adhesions  are  cut  or 
separated.  This  is  carried  up  to  internal  ring,  and 


Fig.  4.  Fourth  step.  Forceps  is  attached  to  finger  to  be 
drawn  through  the  opening  in  the  septum. 

Fig.  5.  Fifth  step.  Traction  suture  is  grasped  by  hemo- 
stat  or  forceps  grasping  gubernaculum  in  order  to  draw 
testicle  in  place. 

Pig.  6.  Sixth  step.  Testicle  has  been  drawn  through  the 
septum. 

blunt  scissors  until  a nest  or  place  sufficiently  large 
for  the  testicle  is  secured,  (fig.  4). 

With  finger  still  pressing  against  septum,  a 
vertical  incision  is  made  through  it.  The  edges  are 
now  grasped  by  Allis  forceps,  and  the  incision  en- 
larged, going  through  the  tissue  next  to  index  finger 
and  the  finger  is  now  pushed  all  the  way  through 
the  septum.  In  this  way  a transscrotal  passage  has 
been  formed  from  the  right  inguinal  incision  to 
the  left  scrotal  incision.  A curved  forceps  is  clipped 
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to  the  tip  of  gloved  finger  and  the  latter  slowly 
withdrawn,  the  forceps  being  drawn  with  it  through 
the  inguinal  incision.  The  forceps  now  grasps  the 
gubernacullum  and  brings  the  testis  through  open- 
ing in  septum,  (fig.  5). 

If  the  cord  and  vas  deferens  are  sufficiently  long, 
the  testicle  can  easily  be  brought  through  the 
opening  which  has  been  made  in  the  septum.  If 
they  are  too  short  and  the  testicle  cannot  be 
brought  down  to  the  opening  in  the  septum,  this 
opening  must  be  elev'ated  to  the  testicle  (fig.  6). 

This  technic  of  bringing  the  septum  up  to  the 
testicle  always  renders  orchidopexy  possible.  This 


Fig.  7.  The  seventh  step  consists  in  the  partial  closure 
of  the  opening  through  the  septum. 

is  the  chief  advantage  of  the  transscrotal  or  Om- 
bredanne  technic. 

The  opening  in  septum  should  be  closed  next. 
The  closure  should  be  sufficiently  tight  to  prevent 
escape  of  the  testicle  and  not  tight  enough  to  cause 
strangulation  (fig.  7).  Below  testicle  two  or  three 
cotton  sutures  should  be  placed.  Catgut  is  not  ad- 
vised as  it  may  absorb  too  quickly  and  allow 
testicle  to  escape. 

Traction  on  the  testicle  will  show  whether  or  not 
the  cord  moves  freely  through  remaining  opening 
in  septum;  also,  to  make  certain  escape  through 
the  opening  in  septum  is  impossible.  Subcutaneous 
sutures  of  fine  catgut  and  clips  or  dermal  to  the 
skin  now  closes  opening  in  scrotum.  As  the  ectopic 
testicle,  which  has  been  fixed  below  the  normal 
testicle,  tends  to  rise,  the  elastic  septum  deviates 
to  one  side  and  the  testicle  occupies  a position 
beside  the  normal  testicle. 

The  next  step  is  the  operation  for  the  restora- 
tion of  the  inguinal  canal  as  is  done  in  the  opera- 
tion for  hernia.  The  Ferguson  type  of  operation  is 


advised.  The  conjoined  tendon  is  sutured  to 
Poupart’s  ligament.  The  aponeurosis  of  external 
oblique  is  sutured.  Subcutaneous  sutures  of  No.  0 
plain  catgut  and  clips  to  skin,  and  operation  is 
complete. 

SUMMARY 

'Bilateral  ectopic:  It  is  not  advisable  to  perform 
a bilateral  transscrotal  orchidectomy  in  a one- 
stage  operation.  The  second  operation  is  performed 
about  three  months  later. 

FEATURES  OF  OMBREDANNE  TECHNIC 

1 . One  operation  only. 

2.  No  interference  with  blood  supply,  cord  and 
testicles  is  necessary. 

3.  If  testicle  cannot  be  placed  in  the  base  of 
scrotum,  the  septum  can  be  brought  up  about 
testicle,  the  elasticity  of  the  septum  tending 
within  a few  weeks  to  bring  testicle  to  base  of 
scrotum. 

4.  Simplicity  of  operation  with  uniformly  good 
results. 
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Syphilis  control  from  a public  health  standpoint 
prior  to  rapid  treatment  consisted  mainly  of  finding 
the  cases  and  holding  them  under  continuous  treat- 
ment for  eighteen  to  twenty-four  months.  To  ac- 
complish control  of  syphilis  seemed  very  easy  to 
those  who  reasoned  that  epidemiology  and  treat- 
ment were  all  there  was  to  this  disease.  It  was 
argued  that  every  physician  should  report  all  cases, 
sources  and  contacts.  These  should  be  found,  ex- 
amined and,  if  need  be,  put  under  treatment  so 
that,  first,  infectious  syphilis  w’ould  be  stamped  out 
and,  second,  late  complications  of  this  disease 
would  be  prevented. 

If  we  glance  at  the  problem,  we  see  a lot  more 
that  is  very  disturbing.  Even  if  we  locate  the  case, 
we  find  only  about  29  per  cent  will  remain  under 
treatment  until  the  very  end.^  What  can  be  the 
cause  of  this?  At  this  point  many  leave  the  theory 

Fig.  1.  Syphilitic  and  gonorrheal  cases  treated  by  Clark 
County-Vancouver  Health  Department,  Julv  lOII-June 
1945. 
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and  explain  all  the  various  technics,  methods  and 
plans  to  keep  the  patient  under  continuous  treat- 
ment for  one  and  one-half  years  or  more.  For  the 
first  time  explanations  were  verging  on  the  con- 
crete. Sharpen  your  needles  some  advised;  improve 
the  rapport  of  the  patient,  suggested  those  with 
psychologic  minds;  make  home  investigations,  said 
the  public  health  nurses;  inquire  into  the  economic 
status  and  relieve  worry,  suggested  the  social 
worker;  and  many  more  ideas  were  presented. 
The  physician  wonders  if  all  this  might  be  just 
so  many  extra  people  interfering  with  that  essential 
patient-doctor  relationship. 

Do  w’e  ever  consider  the  mental  state  of  the 
patient,  once  he  gets  over  the  shock  that  he  or  she 
has  syphilis?  Then  they  are  greeted  with  the 
knowledge,  which  is  repeated  again  and  again,  to 
come  regularly  on  time  and  once  weekly  for  at 
least  a year  and  a half.  At  the  end  of  this  long 
time  perhaps  the  spinal  puncture  will  be  negative, 
perhaps  positive.  That  little  turn  of  the  event  may 
add  more  years  to  the  duration  of  the  treatment. 
When  patients  fail  to  continue  their  treatment  in 
the  private  physician’s  office,  they  may  expect  to 
be  reported  to  the  health  officer  who  can,  in  ex- 
treme cases,  even  place  them  under  arrest.  Already 
they  have  been  informed  of  the  dangers  of  inade- 
quate treatment.  With  all  this  one  would  think 
there  would  be  no  other  course  for  a patient  to 
follow  but  to  continue  treatment  until  cured. 

Our  experience  has  been  that  the  patient  with 
primary  syphilis  comes  to  the  physician  for  as- 
sistance in  this  distressing  ailment  and,  once  his 
lesion  heals,  he  does  not  comprehend  the  need  for 
additional  treatment,  since  the  local  infection  has 
disappeared  so  rapidly.  In  secondary  syphilis  the 
disease  is  so  evanescent  in  duration  and  so  mild  in 
nature  as  to  fail  to  impress  the  patient  with  its 
serious  consequence.  In  a study  of  59  syphilitic 
patients  sent  to  Isolation  Hospital  in  1944  and 
checked  individually  six  months  later,  it  was  found 
that  23,  or  39  per  cent,  had  not  continued  treat- 
ment until  cured  but  had  been  dismissed,  leaving 
no  forwarding  address;  17,  or  29  per  cent,  had  been 
discharged  as  cured;  12,  or  20  per  cent,  had  been 
referred  to  other  clinics  for  additional  treatment; 
and  7,  or  12  per  cent,  were  still  under  treatment  in 
our  own  clinic. 

The  prolonged  treatment  formerly  necessary  to 
cure  the  disease,  or  at  least  to  arrest  it,  required 
much  will  power  and  many  adjustments  on  the 
part  of  the  patient.  To  look  forward  to  one  and 
one-half  years  of  continuous  regular  treatment  is 


expecting  too  much  from  a class  of  people  who 
have  been  described  as  peripatetic.  They  seem  to 
be  unable  to  develop  a sense  of  responsibility  on 
their  part  toward  themselves,  their  families  and 
their  community,  so  that  they  will  continue  taking 
treatment  until  cured. 

For  statistical  purposes  the  period  covered  in 
this  study  will  include  July  1944  through  June 
1945.  During  this  time  the  Clark  County-City 
Health  Department  had  various  types  of  treatment 
schedules.  With  the  belief  that  these  may  prove 
helpful  to  both  clinic  and  private  physicians  in 
their  services  to  early  syphilitic  and  gonorrheal 
patients  in  any  community,  we  have  included  the 
program  in  this  report. 

The  population  served  by  the  Health  Depart- 
ment was  roughly  100,000  at  its  peak  in  1944. 
These  workers,  brought  in  from  distant  communi- 
ties, where  venereal  disease  rates  far  exceeded  those 
of  Clark  County,  presented  the  greatest  problem. 
In  such  a situation,  bringing  venereal  disease  under 
control  is  an  excellent  test  of  the  ability  to  adjust 
to  the  needs  of  a transient  population,  and  holding 
these  cases  until  cured  indicates  progress  in  the 
right  direction.  This  report  includes  treatment  of 
748  syphilitic  and  gonorrheal  patients,  July,  1944- 
June  1945  (fig.  1). 

In  August  1944  a separate  downtown  clinic  with- 
in easy  transportation  distance  for  the  patients 
was  opened,  where  diagnostic  and  curative  treat- 
ments free  of  charge  were  given  at  hours  that  met 
the  requirements  of  all  working  groups.  The  office 
was  open  every  day  for  diagnosis  and  registration 
but  treatment  clinics  were  held  four  times  weekly, 
three  during  the  day  and  one  in  the  evening. 

The  personnel  of  the  clinic  consisted,  on  a full 
time  basis,  of  one  public  health  nurse,  one  graduate 
nurse,  one  medical  social  worker  and  one  clerk. 
In  addition,  during  clinic  hours  there  were  two 
physicians  and  two  extra  nurses.  The  policy  of  the 
personnel  was  to  foster  a friendly  feeling  toward 
the  patients  and  to  give  these  people  prompt  and 
efficient  service. 

If  the  patient  was  delinquent  for  one  month,  he 
was  at  first  written  a letter  to  remind  him  of  his 
shortcomings,  and  then  visited  either  by  a public 
health  nurse  or  the  social  medical  worker  who  ex- 
plained the  necessity  of  further  treatment.  Beyond 
one  month’s  delinquency  he  was  considered  as  a 
loss  and,  if  he  continued  treatment  at  a later  date, 
was  readmitted  to  service. 

When  cases  of  infectious  syphilis,  judged  to  be 
dangerous  to  the  public  were  discovered,  the  Health 
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Department  utilized  the  isolation  hospital.  Here 
recalcitrant  cases  were  held  instead  of  remaining 
in  the  county  jail.  Washington  Infirmary  at  Grand 
Mound,  maintained  by  the  State  Health  Depart- 
ment for  infectious  cases,  was  helpful  in  holding 
many  of  our  female  patients  for  completed  treat- 
ment. The  Oregon  Rapid  Treatment  Center  made 
the  largest  contribution  for  completed  treatment, 
when  it  was  opened  to  Clark  County  patients  in 
April.  This  facility  was  easily  accessible  and  would 
allow  both  male  and  female  patients. 

The  main  body  of  the  clinic  was  made  up  of 
shipyard  workers  who  had  come  from  other  states. 
About  one-third  acquired  their  infections  before 
reaching  Vancouver  and  the  remainder  after  ar- 
riving. The  clinic  was  made  up  of  approximately 
52  per  cent  white  with  an  increasing  number  of 
colored  entering  each  month.  Thirty-eight  per  cent 
were  reported  to  the  clinic  by  private  physicians 
and  all  of  the  infectious  syphilitics  of  this  area 
were  referred  for  darkfield  examinations  and  con- 
firmatory consultations. 

Gonorrhea  was  treated  in  increasing  numbers, 
perhaps  due  to  the  hospitalization  twenty-four 
hour  penicillin  treatment  and  later.  May  1,  out- 
patient treatment  with  penicillin.  Most  of  the  gon- 
orrheal patients  were  referred,  but  when  the  word 
spread  that  penicillin  was  the  “miracle  drug,” 
friends,  contacts  and  suspects  made  inquiry.  Treat- 
ment was  given  liberally  once  the  diagnosis  was 
established,  that  is,  one  patient  was  treated  and 
reinfected  on  several  occasions  until  his  intimate 
contact  was  discovered  and  treated.  Treatment  of 
the  patient  and  his  contact  concurrently  was  un- 
successful until  both  were  treated  simultaneously. 
This  plan  resulted  in  more  cures,  if  an  intimate 
contact  was  known  and  treated  even  before  slides 
and  cultures  were  positive. 

To  acquaint  others  with  the  schedule  of  treat- 
ment, the  following  outline  is  presented: 

TREATMENT 

Rapid  Treatment  Center:  Ten  day  treatment  with 

mapharsen,  sodium  penicillin,  bismuth  for  early  syphilis. 

1.  Sodium  penicillin  should  be  given  in  72  injections  three 
hours  apart,  each  injection  consisting  of  16,667  units.  This 
dose  may  be  given  by  dissolving  an  ampule  containing 
100,000  units  in  12  cc.  of  distilled  water  or  normal  saline 
and  administering  2 cc.  intramuscularly. 

2.  .Arsenic.  Five  intravenous  injections  should  be  given; 
one  on  the  first,  third,  fifth,  seventh  and  ninth  days  and 
each  should  consist  of  0.06  Gm.  mapharsen  or  0.067  Gm. 
clorarsen  for  a person  weighing  132  pounds  (60  kilograms) 
or  nrore.  For  smaller  individuals,  a calculating  dose  should 
be  given  but  the  dose  of  mapharsen  0.06  Gm.  and  clorarsen 

0.067  Gm.  should  not  be  exceeded  for  larger  persons. 


Body  Weight  Mapharsen  Clorarsen 

88  pounds  (40  kilograms)  0.040  0.045 

99  pounds  (45  kilograms)  0.045  0.050 

110  pounds  (50  kilograms)  0.050  0.056 

121  pounds  (55  kilograms)  0.055  0.061 

132  pounds  (60  kilograms)  0.060  0.067 


3.  Bismuth  subsalicylate.  This  drug  should  be  given  intra- 
muscularly in  the  dose  of  200  milligrams  for  adults  on  the 
first,  fifth  and  ninth  days  of  treatment. 

4.  Spinal  fluid  examination  on  all  discharged  patients. 

5.  Observation.  Discharged  patient  to  observation  with 
monthly  determinations  of  blood  titre  for  one  year. 

Schedule  for  Early  Syphilis:  Ten  weeks  intensive,  tri- 
weekly arsenicals,  fifteen  weeks  — biweekly  arsenicals. 

1.  The  primary,  secondary  and  early  latent  (those  under 
two  years  duration)  were  the  classes  selected  for  intensive 
therapy. 

2.  Diagnosis  was  confirmed  in  all  cases  by  examination 
of  the  patient  and  at  least  two  positive  blood  tests.  Spinal 
fluids  were  examined  in  latent  syphilis. 

3.  Dose:  Arsenical  choice.  Mapharsen  was  selected  as 
the  choice  for  intensive  treatment.  Toleration  was  consid- 


ered  above  all  others  in  early  latent 
approximate  scale  follows: 

and  latent  syphilis.  An 

Weight  of  patient 

Mapharsen 

N eoarsphenamine 

Lbs. 

Mg. 

Gm. 

90-120 

40 

0.3 

120-155 

50 

0.45 

155-185 

60 

0.6 

185  and  over 

70-80 

0.75 

4.  If  a patient  did  not  tolerate  mapharsen  three  times 
weekly  but  could  tolerate  neoarsphenamine  twice  weekly, 
this  was  used.  Clorarsen  was  used  in  rare  instances,  where 
untoward  effects  of  the  other  two  arsenicals  were  noted. 

5.  Patients  were  treated  three  times  weekly  for  ten  weeks 
or  scheduled  two  times  weekly  for  fifteen  weeks.  On  either 
schedule  the  patients  were  given  concomitant  weekly  intra- 
muscular injections  of  bismuth  subsalicylate  in  oil.  In  un- 
toward reactions  the  2 cc.  were  reduced  to  iH  cc.  or  even 
1 cc.  To  complete  the  30-40  schedule,  twenty  additional 
weekly  injections  of  bismuth  were  required  for  early  syphilis 
before  discharge. 

6.  Blood.  Two  simultaneous  blood  tests  were  taken  be- 
fore admission  to  treatment,  one  again  at  the  time  of  com- 
pletion of  arsenicals;  fourth,  at  the  time  of  discharge. 
Quantitative  “Eagle”  was  done  at  the  time  of  discharge  and 
every  three  months  for  one  year. 

7.  Spinal.  Spinal  puncture  performed  at  time  of  discharge 
with  a laboratory  report  on  cell  count,  protein,  quantitative 
Kahn,  colloidal  gold  curve,  Eagle,  Wassermann  and  Kahn 
test. 

8.  Relapse  treatment  reaction.  Modification  of  the  above 
treatment  schedule  was  used  in  cases  where  untoward  re- 
actions were  evidenced. 

With  the  introduction  of  six  months  use  of 
arsenicals  and  heavy  metals,  and  later  penicillin, 
the  Clark  County-City  Health  Department  experi- 
enced these  events  and  noted  the  following  trends 
in  their  clinic:  For  a one  year  period,  July  1944- 
June  1945,  of  the  total  number  of  cases  of  syphilis 
discharged  it  was  noted  that  the  trend  line  reached 
its  peak  in  .\pril.  Previous  to  this  month,  closely 
paralleling  this  line,  was  the  one  showing  the  loss 
of  patients,  people  who  were  not  cured  and  who 
were  still  in  the  infectious  stage.  Whether  they 
were  delinquent,  transferred  or  just  unable  to  be 
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Month 

Total 

Syphilis 

Primary 

Secondary 

Early 

Latent 

Late 

Latent 

T ertiary 

Con- 

Genital 

Total 

Gonorrhea 

Total 

July 

22 

2 

5 

6 

8 

1 

0 

13 

35 

•August 

41 

4 

14 

11 

10 

2 

0 

19 

60 

September 

27 

4 

5 

9 

5 

3 

1 

16 

43 

October 

23 

7 

3 

8 

5 

0 

0 

14 

37 

November 

35 

3 

5 

17 

8 

2 

0 

31 

66 

December 

22 

3 

4 

6 

8 

1 

0 

12 

34 

January 

28 

8 

3 

7 

10 

0 

0 

17 

45 

February 

31 

6 

4 

10 

9 

1 

1 

26 

56 

March 

44 

9 

8 

10 
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•April 
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13 

4 

13 

21 

2 

0 

43 

96 

May 

28 

5 

2 

9 

11 

1 

0 

54 

82 

June 

29 

2 

4 

15 

6 

0 

2 

81 

110 

Total 

383 

66 

61 

121 

117 

14 

4 

365 

748 

Fig.  1.  Syphilitic  and  Gonorrheal  Cases  Treated  by  Clark  County-Vancouver  Health  Department, 

July  1944-June  1945. 


Month 

Number 

Discharged 

Sent  to 
Number 

Rapid  X 
Per  Cent 

Discharged  Max.  Benefit 
Number  Per  Cent 

Loss 

Number 

Per  Cent 

July 

22 

7 

31.8 

11 

50.0 

11 

50.0 

•August 

41 

2 

4.9 

5 

12.2 

36 

87.8 

September 

27 

2 

7.4 

8 

29.6 

19 

70.4 

October 

23 

3 

13.0 

9 

39.1 

14 

60.9 

November 

35 

1 

2.9 

5 

14.3 

30 

85.7 

December 

22 

1 

4.6 

3 

13.6 

19 

86.4 

January 

28 

7 

25.0 

12 

42.9 

16 

57.1 

February 

31 

9 

29.0 

12 

38.7 

19 

61.3 

March 

44 

10 

22.7 

21 

47.7 

23 

52.3 

•April 

53 

10 

18.9 

28 

52.8 

25 

47.2 

May 

28 

14 

50.0 

24 

85.7 

4 

14.3 

June 

29 

19 

65.5 

28 

96.6 

1 

3.4 

Fig.  2.  Data  of  Syphilitic  Cases,  July  1944-June  1945. 
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Fig.  3.  Graph  illustrating  syphilitic  cases. 


located,  the  fact  remained  that  they  were  not  in  for 
treatment  and  were  a source  of  infection  to  others. 
Unless  infections  are  discovered  early,  followed  by 
prompt  reporting,  tracing  of  contacts  and  follow-up 
of  patients  under  treatment,  the  end-results  of  the 
disease  are  treated  and  syphilis  itself  is  not  brought 
under  control. 

In  April  the  line  showing  the  loss  of  patients 
took  a sudden  drop  and  that  of  patients  discharged 
with  maximum  benefit  rose.  The  improvement  in 
the  number  of  cases  discharged  from  the  clinic 
with  maximum  benefit,  exclusive  of  the  penicillin 


treatment,  implied  that  patients,  who  received  ade- 
quate treatment  in  six  months  rather  than  the 
eighteen  to  twenty-four  months  duration,  were 
held  until  completion  and  were  not  lost  because  of 
delinquency  (figs.  2,3). 

Though  we  can  say  that  all  this  might  be  due 
to  chance  for  the  period  of  time  is  quite  short  and 
the  number  of  cases  small,  it  seems  probable  that 
the  line  may  be  an  indication  that  patients  who  are 
ill  would  like  really  to  become  well  with  the  least 
amount  of  effort  and  time  spent  in  so  doing. 

With  the  advent  of  rapid  treatment  they  have 
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Number 

Sent  to 

Rapid  X 

Discharged  Max.  Benefit 

Loss 

Month 

Discharged 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

July 

13 

9 

69.2 

12 

92.3 

1 

7.7 

.August 

19 

7 

36.8 

7 

36.8 

12 

63.2 

September 

16 

2 

12.5 

10 

62.5 

6 

37.5 

October 

14 

0 

0.0 

7 

50.0 

7 

50.0 

November 

31 

0 

0.0 

14 

45.2 

17 

54.8 

December 

12 

2 

16.7 

8 

66.7 

4 

33.3 

January 

17 

10 

58.8 

12 

70.6 

5 

29.4  , 

February 

26 

9 

34.6 

14 

53.8 

12 

46.2 

March 

32 

12 

37.5 

18 

56.2 

14 

43.8 

April 

SO 

48 

96.0 

48 

96.0 

2 

4.0 

May 

54 

39 

72.2 

46 

85.2 

8 

14.8 

June 

81 

77 

95.1 

80 

98.8 

1 

1.2 

Fig.  4.  Data  of  Gonorrheal  Cases,  July  1944-June  1945. 
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Fig.  5.  Graph  illustrating  gonorrheal  cases. 


this  opportunity,  for  it  is  not  only  a saving  of  time 
but  of  cost  to  patient,  physician  and  clinic.  It 
minimizes  the  opportunity  for  delinquency,  for 
adequate  treatment  can  be  given  the  patient  before 
he  disappears  and  so  decreases  the  number  of  late 
syphilitic  cases  and  complications  of  gonorrhea, 
thereby  lessening  the  financial  burden  upon  society. 

Figures  4 and  5 show  the  same  story  for  gon- 
orrhea. The  number  of  new  cases  of  gonorrhea 
admitted  into  the  clinic  has  increased.  With  this 
type  of  infection  the  line  indicating  the  loss  of 
cases  also  dropped  suddenly  with  the  use  of  rapid 
treatment.  Those  discharged  with  maximum  benefit 
almost  equalled  the  number  of  discharged  cases.  It 
seems  to  indicate  that  the  patients  infected  with 
gonorrhea  are  certainly  willing  to  try  to  recover 
as  quickly  as  possible. 

SUMMARY 

1.  Study  of  748  discharged  patients  from  Clark 


County-City  Health  Department  for  one  year, 
July,  1944-June,  1945. 

2.  Intensive  arsenical  therapy  and  rapid  treat- 
ment of  syphilis  has  augmented  case  holding  which 
at  its  best  was  only  29  per  cent  with  the  previous 
eighteen  to'  twenty-four  months  therapy. 

3.  Of  the  patients  discharged  in  June,  96  per 
cent  were  discharged  as  cured  or  with  maximum 
benefit. 

4.  With  penicillin  therapy,  98  per  cent  of  the 
gonorrheal  cases  received  complete  treatment  either 
on  the  twenty-four  hour  schedule  or  the  outpatient, 
three  treatments  every  two  hours.  These  patients 
were  not  discharged  until  three  cultures  and  three 
smears  were  negative. 

5.  Indicates  a willingness  on  the  part  of  the 
patient  to  pursue  a course  of  treatment  where  op- 
portunity is  afforded  for  a cure  or  maximum  benefit 
in  a short  period  of  time. 
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CORRECTION  OF  CHORDEE  AND 
HYPOSPADIAS 
C.  D.  Goodhope,  M.D. 

SEATTLE,  WASH. 

Correction  of  chordee  and  hypospadias  may  be 
divided  into  two  separate  procedures:  (1)  correc- 
tion of  chordee,  (2)  construction  of  an  extension 
of  the  penile  urethra. 

An  excellent  technic  for  the  accomplishment  of 
the  first  procedure  has  been  described  by  Nesbit.^ 
The  accomplishment  of  the  second  procedure  too 
frequently  results  in  failure.  I should  like  to  pre- 
sent some  modifications  and  additions  to  previously 
used  technics  which  have  been  successful  in  my 
hands. 

Figure  1,  number  1,  shows  a congenital  chordee 
from  a side  view.  The  ventral  fibrous  tissue  band 
is  in  evidence  as  is  the  wrinkled  dorsal  prepuce  or 
“cobra  hood.”  Number  2 presents  a ventral  view 
of  the  same  penis,  showing  the  opening  of  the 
urethra  at  the  base  of  the  shaft.  The  dotted  line 
indicates  the  site  of  incision  which  will  be  carried 
around  approximately  one-half  the  circumference 
of  the  shaft  of  the  penis  to  expose  the  ventral 
fibrous  tissue  band. 

Number  3 shows  dissection  of  the  ventral  fibrous 
tissue  band  which  is  an  embryologic  attempt  at 
formation  of  a penile  urethra.  Two  black  silk 
sutures  are  used  through  the  glans  for  traction. 
Number  4 shows  the  denuded  shaft  of  the  penis, 
at  which  point  use  of  thrombin  topically  prevents 
oozing  which  could  otherwise  be  extremely  hard  to 
restrain,  and  aids  healing  by  preventing  hematoma 
formation. 

Number  5 shows  the  flap  of  skin  obtained  by 
carrying  the  incision  around  the  dorsum  of  the 
penis  near  the  glans  as  for  circumcision  but  only 
through  the  mucosal  layer.  A button  hole  is  made 
and  number  6 shows  the  glans  projecting  through 
it  in  this  skin  flap.  After  closure  of  the*  skin  edges 
with  fine  chromic  catgut  has  been  accomplished, 
the  construction  of  a tube  graft  from  the  skin  of 
the  scrotum  is  carried  out  as  seen  in  numbers  7 
and  8.  The  tube  graft  must  be  made  the  length 
of  the  penis  and  its  base  must  be  at  the  urethral 
orifice. 

Figure  2 shows  a penis  and  scrotum  three  weeks 
following  completion  of  number  8.  The  urethral 
opening  is  seen  directly  above  the  tube  graft.  An 
excess  of  skin  is  seen  on  the  ventral  surface  of  the 
penis  which  later  makes  closure  without  tension 
on  the  suture  line  possible.  It  is  necessary  that  a 

1.  Nesbit,  R.  M.  Plastic  procedure  for  correction  of 
hypospadias,  J.  Urol.  45:  699-702,  May,  1941. 


Fig.  2.  Penis  shows  edema  and  scar  tissue  three  weeks 
postoperatively,  all  of  which  must  be  absorbed  before  the 
final  stage  can  be  accomplished.  The  penis  is  now  straight. 
The  urethral  orifice  can  be  seen  directly  above  the  at- 
tachment of  the  tube  graft. 

period  of  nine  months  to  a year  elapse  before  com- 
pleting the  final  procedure,  as  all  edema  and  scar 
tissue  must  be  absorbed  and  adequate  circulation 
established  to  the  skin  where*  the  plastic  procedure 
is  contemplated.  Notice  elimination  of  the  ventral 
curvature. 

Before  beginning  number  9 the  urinary  stream 
should  be  diverted  either  by  suprapubic  cystotomy 
or  peroneal  urethrotomy,  as  the  continued  passage 
of  urine  over  the  suture  line  is  likely  to  interfere 
with  healing.  Two  months  prior  to  starting  the 
final  stage  of  this  procedure  the  patient  is  advised 
to  constrict  the  distal  end  of  the  tube  graft  with 
a hoffman  clamp  or  wide  rubber  band  to  encourage 
establishment  of  adequate  circulation  through  the 
end  at  the  base  of  the  penis. 

Incisions  are  carried  out  as  shown  in  number  9. 
The  skin  on  the  ventral  surface  of  the  penis  is 


Fif.  3.  Atraumatic  needle,  4.5  inches  long,  swedged  into 
30  gauge  stainless  steel  wire  8 inches  long. 

freed  and  brought  around  the  inlying  catheter  to 
form  a tube.  I have  devised  a 4.5  inch  atrau- 
matic needle  with  swedged-in  stainless  steel  wire 
to  facilitate  ease  in  handling  steel  wire.  (fig.  3). 
The  entire  suture  line  is  made  on  the  needle  as 
shown  in  insert,  fig.  1,  by  bringing  alternate  edges 
of  the  skin  in  contact  with  the  point  of  the  needle. 
If  the  suture  line  appears  satisfactory  on  the 
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7 


6 


NfiaDLE.  ^ 

TO  ENTER  HERE 
NOT  DIRECTLY 
OVER  «^£7HRA 
AS  ri5TUl.A 
Lt&S  likely 
TO  FORM  VVpf£.N 
WIRE  iyOZS  IN 
AT  A TANGENT 


lO 


11 


12 


Fig.  1.  Marked  ventral  curvature  caused  by  fibrous 
tissue  band.  Note  excess  of  dorsal  preputial  skin  (cobra 
hood). 

2,  3,  4.  Removal  of  scar  tissue  band. 

5.  Cobra  hood  is  split,  making  fan  shaped  skin  for 
graft,  through  which  a transverse  buttonhole  is  made  and 
coverage  of  denuded  ventral  surface  is  accomplished. 

6.  Gians  shown  projecting  through  buttonhole. 

7.  8.  Constriction  of  tube  graft  from  scrotal  skin,  base 
of  tube  at  urethral  orifice. 

9,  10.  Construction  of  pendulous  urethra  over  inlying 

needle  it  may  be  drawn  through  and  cut  off.  If, 
however,  the  edges  are  not  perfectly  approximated, 
the  needle  can  be  withdrawn  and  the  procedure 
repeated. 

The  procedure  is  repeated  on  both  edges  of  the 


catheter,  making  entire  suture  line  on  the  needle  before 
the  wire  suture  is  drawn  through. 

11.  Separation  of  opened  tube  graft  from  scrotal  at- 
tachment. 

Inset  shows  method  of  bringing  alternate  skin  edges 
into  contact  with  the  point  of  the  needle. 

Note:  An  alternate  method  to  10,  11,  12,  might  be  that 
of  leaving  the  distal  end  of  the  tube  graft  attached  to 
the  scrotum  and  suturing  the  penis  down  on  the  open 
tube  graft,  thereby  being  assured  of  adequate  circulation 
through  both  ends  of  the  graft  during  the  critical  healing 
period. 

tube  graft  which  has  been  opened  and  freed  from 
its  scrotal  attachment,  thereby  making  it  possible 
to  bring  this  up  to  cover  the  suture  line  and  de- 
nuded surface  on  the  ventral  aspect  of  the  penile 
shaft.  Split  lead  pellets,  as  seen  in  number  12,  are 
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excellent  for  holding  the  wire  in  place.  Care  must 
be  taken  that  the  free  ends  of  the  wire  are  bent 
back  into  the  lead  pellet  to  avoid  irritation.  The 
inlying  catheter  is  removed  on  completion  of  this 
stage  to  aid  healing  and  prevent  pressure  necrosis 
and  infection. 

Inasmuch  as  the  stainless  steel  wire  causes  little 
reaction,  it  may  remain  in  place  as  long  as  desired 
and  is  easily  removed  with  no  discomfort  to  the 
patient.  In  this  procedure  in  children  it  has  been 
my  practice  to  apply  a hip  spika  on  the  completion 
of  any  plastic  procedure  on  the  genitalia,  as  the 
nursing  care  is  then  reduced  to  a minimum  and  a 
window  in  the  cast  can  be  kept  closed  to  avoid 
contamination.  For  this  purpose  the  new  plastic 


cast  material  developed  by  Roger  Anderson  is 
perfect.  This  material  is  impervious  to  water  and 
does  not  absorb  urine  and  body  odors. 

The  first  dressing  is  not  removed  for  several 
days  and  fresh  dressings  are  applied  only  as  often 
as  absolutely  necessary.  I feel  a reduction  of  the 
incidence  of  postoperative  infection  is  thereby  at- 
tained. Penicillin  and  sulfathiazole  are  used  freely 
as  a prophylaxis  against  infection. 

CONCLUSION 

A technic  for  correction  of  chordee  and  hypo- 
spadias is  offered,  part  of  which  has  been  previ- 
ously described.  To  this  has  been  added  a new 
needle  and  a technic  for  the  use  of  stainless  steel 
wire  in  the  hope  it  may  improve  end  results. 


SEN.4TOR  PEPPER’S  SUPER-EMIC* 

AN  ANALYSIS  OF  S.B.13I8,  SHOWING  IT  TO  BE 
AS  PATERNALISTIC  AS  THE  WAGNER  BILL 

Senator  Claude  Pepper  (D.,  Fla.),  whilom  apostle  of 
moderation  in  Federal  medicine,  has  given  birth  to  a medi- 
cal care  program  that’s  as  socialistic  as  the  Wagner-Murray- 
Dingell  scheme.  His  Senate  bill  1318,  its  full  intent  subtly 
veiled,  would  knife  the  American  physician  in  the  back. 

Specifically,  the  “Maternal  and  Child  Welfare  Act  of 
1945”^^  would  expand  the  Emergency  Maternal  and  Infant 
Care  Program  so  that  every  U.  S.  mother,  and  every  child 
under  21,  regardless  of  financial  circumstances,  would  be 
eligible  for  “free”  medical,  hospital,  nursing,  and  dental 
care.  Here  are  some  of  the  bill’s  implications; 

1.  About  one-third  of  the  entire  population  would  become 
potential  beneficiaries. 

2.  General  practitioners  would  be  forced  to  participate  or 
risk  the  loss  of  a substantial  part  of  their  practice. 

3.  Control  of  the  program  would  be  in  the  hands  of  one 
person  — the  chief  of  the  Children’s  Bureau.  (The  bill  pro- 
vides for  an  advisory  bureau  at  the  Federal  level,  but  the 
chief  would  appoint  its  members  and  be  bound  in  no  wise 
by  its  recommendations). 

4.  The  bill  does  not  define  “physician” ; it  speaks  of 
“medical,  dental,  hospital,  nursing,  and  related  types  of 
care”  (Italics  ours. — Ed.).  Thus,  unless  the  Children’s 
Bureau  chief  ruled  to  the  contrary  (and  her  decision  could 
be  challenged  in  the  courts),  a state  might  open  the  pro- 
gram to  osteopaths,  cultists  and  midwives. 

5.  Payments  to  physicians  would  be  made  on  “a  per 
capit  salary,  per  case,  or  per  session  basis,  or,  in  the  case 
of  consultations  or  emergency  visits,  on  a fee-for-service 
basis” ; payments  to  hospitals  would  be  on  a cost-plus 
basis. 

Perhaps  of  most  vital  importance  is  the  fact  that  the 
stage  would  be  set  for  the  same  sort  of  arbitrary  admin- 
istration that  has  characterized  the  Children’s  Bureau’s  con- 
duct of  the  EMIC  program.  Its  chief,  answerable  only  to 
the  Secretary  of  Labor  (and,  presumably,  to  Congress) 
would  have  the  power  to: 

1. Veto  any  state  program  with’  which  she  was  not 
“satisfied”  by  cutting  off  its  Federal  funds. 

2.  Force  the  adoption  of  Children’s  Bureau  standards  of 
medical  care  and  administration  through  the  same  device. 

3.  Establish  maximum  remuneration  for  all  professional 
participants  (as  in  the  present  EMIC  program) . 

The  bill’s  initial  appropriation  of  $100  million  ($50  million 
of  it  for  maternal  and  child  health)  is  manifestly  inade- 
quate and  as  bogus  as  the  original  EMIC  appropriation  of 
$1,200,000.  The  latter,  it  will  be  remembered,  was  raised 
successively  to  $4,400,000,  to  $18,600,000,  to  $22,800,000, 

♦ From  Medical  Economics,  Sept.,  1945. 

ICosponsors  with  Senator  Pepper  are  six  Democrats : 
Walsh  (Mass.),  Thomas  (Utah),  Hill  (Ala.),  Chavez  (N. 
Mex.),  Tunnell  (Del.),  Giuffey  (Pa.);  two  Republicans: 
Aiken  (Vt.),  Morse  (Ore.);  one  Progressive:  LaFollette 
(Wis.). 


and  finally  — for  the  fiscal  year  1946  — to  $42,800,000. 
Since  about  $43  million  a year  is  needed  to  meet  the 
maternity  and  infant  care  obligations  of  servicemen  in  the 
four  lowest  grades  alone,  an  annual  appropriation  of  $50 
million  to  buy  maternity  care  for  all  women  plus  complete 
medical  care  for  all  children  is  so  ridiculously  inadequate 
as  to  show  up  clearly  its  proposers’  intent  to  misrepresent. 

Obviously,  $50  million  would  not  be  enough  for  the 
maternity-care  program  alone. 

If  75  per  cent  of  mothers  were  to  take  advantage  of  the 
program  (demonstrably  a conservative  estimate)  the  al- 
lowance per  birth  would  be  about  $33,  including  physician’s 
fee,  hospitalization,  specialist  service  if  required,  technical 
service,  administration,  etc.,  which  would  leave  nothing  for 
the  medical  care  of  40-odd  million  American  children  under 
21. 

The  over-all  $100  million  appropriation,  put  forward  to 
lull  opposition,  has  had  precisely  that  effect  (even  among 
some  opponents  of  Federal  medicine).  Comparing  it  with 
the  estimated  $10-12  billion-a-yea.r  cost  of  the  Wagner 
program,  such  people  are  inclined  to  regard  the  non- 
compulsory  Pepper  plan  as  a “reasonable”  approach  to  a 
difficult  problem. 

Apparently  they  have  not  noticed  a provision  in  the  bill, 
whereby  deficits  would  be  made  up  in  future  appropria- 
tions. That  those  future  appropriations  would  be  enor- 
mously increased  there  can  be  little  doubt. 


ATOMIC  POWER  MAY  PROVE  A 
MAJOR  LIFE-SAVER 

Dr.  Lloyd  F.  Craver,  attending  physician  at  New  York’s 
Memorial  Hospital  for  Cancer,  has  told  the  Herald  Tribune 
it  had  ojiened  “tremendous  vistas.” 

Memorial  Hospital  is  shortly  to  become  the  world’s  larg- 
est cancer  research  center  and  cancer  hospital,  thanks  to  a 
four  million  dollar  gift  by  Alfred  P.  Sloan,  Jr.,  and  Charles 

F.  Kettering  of  General  Motors.  New  York  (I!ity  will  add 
a $1,500,000  unit  to  the  Memorial  center,  and  the  hospital 
itself  is  planning  to  raise  additional  millions. 

Mr.  Solan,  chairman  of  the  General  Motors  Board,  says 
he  wants  to  learn  whether  research  carried  out  on  the  same 
broad  and  comprehensive  scale  as  that  of  modern  industrial 
research  can  solve  the  problem  of  cancer.  Dr.  Kettering, 
who  will  have  charge  of  the  program,  has  bossed  G.  M. 
research  for  25  years.  The  Sloan-Kettering  Institute  expects 
to  obtain  access  to  all  industrial  discoveries  having  a bear- 
ing on  cancer,  such  as  the  infrared  spectroscope  which 

G.  M.  developed. 

One  American  in  every  nine  is  afflicted  with  cancer.  Mr. 
Sloan  and  Dr.  Kettering  believe  that  “very  rapid”  progress 
in  combating  the  scourge  can  be  made  if  the  problem 
receives  the  same  amount  of  money,  brains  and  planning 
that  was  devoted  to  the  atomic  bomb. 

Much  is  expected  of  atomic  research  in  the  crusade  against 
cancer.  Application  of  radio-active  elements  to  medicine  has 
been  dependent  up  to  now  on  the  cyclotron. 
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THE  CHEST  X-RAY  SURVEY  UNIT 

Portland,  Ore. 

October  3,  1945 

To  the  Editor: 

In  the  September  issue  of  Northwest  Medicine,  under 
the  Oregon  Section,  a letter  was  published  from  Dr.  C.  L. 
Gilstrop,  president  of  Union  County  Medical  Society,  re- 
questing that  the  portable  X-Ray  unit  for  diagnosis  of 
tuberculosis  be  not  brought  to  Union  County.  For  purpose 
of  general  information  this  portable  X-Ray  Unit  is  the 
Chest  X-Ray  Survey  Unit,  a mobile  division  of  the  Oregon 
Tuberculosis  .Association.  The  purpose  of  the  entire  program 
is  to  make  available,  in  fact,  to  propagandize  the  availability 
of  free  diagnostic  methods  and  thereby  to  facilitate  the 
early  recognition  of  tuberculosis.  Patients  are  thereafter 
meticulously  referred  to  their  own  physicians. 

It  appears  that  the  Union  County  group  is  the  only 
medical  society  in  Oregon  which  has  taken  such  an  action. 
Most  of  the  better  informed  local  and  metropolitan  areas 
have  invited  cooperation  of  all  of  the  activities  of  the 
Oregon  State  Tuberculosis  Association.  The  editorial  in  the 
Oregon  Section  compliments  the  Union  County  group  on 
“a  courageous  action”  and  “pointing  the  way.” 

The  final  paragraph  summarizes  the  whole  matter  as 
follows:  “It  requires  discernment  to  analyze  the  progress 
of  the  various  organizations  formed  with  a Do  Good 
Worthy  Motive  (which  frequently,  as  they  function,  are 
not  in  the  long  range  public  interest)  and  to  detect  the 
fallacies.  Further,  it  requires  courage  to  point  out  these 
pitfalls  to  the  public  and  especially  to  the  Worthy  Motive 
Interests  themselves.  On  both  counts  the  doctors  of  Union 
County  are  to  be  commended.” 

The  obvious  deduction  from  this  diatribe  is  that  the 
Oregon  State  Medical  Society,  through  its  authorized  rep- 
resentatives, approves  of  the  Chest  X-Ray  Survey  Unit. 
Not  only  this,  but  also  that  the  Oregon  State  Society 
secretly  is  rather  ashamed  of  its  failure  to  take  broadside 
action  in  this  interest. 

There  are  two  matters  at  issue  here:  (1)  whether  or  not 
this  is  a true  and  authorized  expression  of  the  opinion  of 
the  Oregon  State  Medical  Society;  and  (2)  the  actual 
points  of  issue  in  relation  to  the  worthiness  of  this  part  of 
the  program  of  the  National  Tuberculosis  Association.  The 
first  question  can  be  answered  by  yes  or  no  and  definitely 
should  be  answered  in  Northwest  Medicine.  It  is  my  im- 
pression that  the  true  answer  will  be  no.  It  is  my  belief 
also  that  the  House  of  Delegates  of  the  Oregon  State 
Medical  Society  has  not  and  probably  would  not  stand 
behind  the  statements  made  in  this  particular  editorial. 

.As  regards  the  underlying  issue,  worthiness  of  the  work 
of  this  Tuberculosis  Unit,  it  cannot  be  decided  or  even 
argued  at  length  here.  Suffice  it  to  say  that  elsewhere 
throughout  the  State  of  Oregon  and  throughout  the  Nation 
as  a whole  this  organization  is  carrying  on  what  is  gen- 
erally deemed  to  be  a highly  desirable  program.  While  a 
few  physicians  may  have  been  deprived  of  the  fees  for  a 
few  chest  x-ray  plates,  the  inflexible  policy  of  this  organi- 
zation immediately  to  refer  patients  to  their  own  physicans 
must  have  accounted  for  a more  than  compensating  income 
for  those  who  are  so  worried.  The  difficulty  is  that  certain 
physicians,  and  unfortunately  certain  groups  of  physicians, 
are  interested  in  the  financial  angle  to  an  hysterical  point. 


where  they  do  not  even  clarify  that  issue  completely  in 
their  own  minds. 

It  is  always  a matter  for  serious  concern,  when  groups  of 
physicians  come  forward  with  commitments  which  indicate 
their  primary  interest  in  their  own  welfare  as  ahead  of  that 
of  the  public  health.  When  pettiness  and  personal  issues 
are  allowed  to  activate  opposition  to  reasonable  measures 
in  the  interest  of  public  health,  thoughtful  physicians  as 
well  as  thoughtful  laymen  are  entitled  to  a deep  blush  for 
the  profession  as  a whole.  It  is,  as  a matter  of  fact,  the  ill- 
considered  action  of  such  groups  as  this,  and  particularly 
the  implied  sponsorship  of  the  Oregon  State  Medical  So- 
ciety, which  is  just  cause  for  the  great  public  impetus 
behind  so-called  state  medicine.  Selfishness  and  short- 
sighted commitments  are  the  red  flag  to  the  bull  of  sociali- 
zation. We  may,  perhaps,  look  lightly  upon  the  implication 
involving  the  Union  County  Medical  Society,  with  whose 
membership  and  previous  commitments  we  are  fairly  well 
acquainted.  We  cannot,  however,  overlook  the  apparent 
open  sponsorship  of  the  Oregon  State  Medical  Society  in 
such  a connection. 

Goodrich  C.  Schauffler. 


MASS  X-RAY  TUBERCULOSIS  SURVEY 

Portland,  Ore. 

October  18,  1945 

To  the  Editor: 

In  the  September  issue  of  Northwest  Medicine  appeared 
a letter  from  Union  County  Medical  Society,  asking  that 
the  mobile  X-ray  unit  not  be  sent  to  that  area.  The  letter 
listed  specific  complaints  about  the  mass  X-ray  survey 
and  the  editorial  comments  suggested  that  the  program 
might  not  be  in  the  long  range  public  interest.  Those  who 
are  directing  the  survey  have  learned  that,  when  physicians 
register  objections  to  the  project,  this  is  due  to  the  fact 
that  they  have  not  been  furnished  wtih  adequate  informa- 
tion regarding  it. 

The  mass  X-ray  survey  program  in  Oregon  is  one  small 
facet  of  a nationwide  effort  to  eradicate  tuberculosis.  The 
only  way  to  control  and  cure  the  disease  is  to  discover  it 
early.  Early  diagnosis  depends  upon  the  X-ray.  By  the 
time  the  patient  develops  symptoms,  such  as  cough,  sputum 
or  fever,  the  disease  is  usually  moderately  or  far  advanced. 
Once  the  infection  reaches  this  point,  radical  cures  are  a 
rarity  and  the  patient  is  usually  condemned  to  an  early 
death  or  chronic  invalidism. 

In  years  past  minimal  cases  were  rarely  seen  unless  they 
were  found  by  accident.  Now  they  are  being  discovered  in 
large  numbers  and  in  apparently  healthy  people.  This  is 
the  point  which  needs  emphasis.  The  purpose  of  the  pro- 
gram is  to  X-ray  the  chest  of  every  person  in  the  state 
twice  a year  and  to  discover  tuberculosis  before  the  patient 
becomes  clinically  ill.  Those  people  found  to  be  infected 
are  then  sent  to  their  private  physicians  who  follow  them 
clinically  and  by  X-ray  and  direct  the  treatment.  Taking 
miniature  films  on  sick  people  is  not  encouraged.  Th? 
screening  program  is  directed  at  only  the  healthy  popula- 
tion, both  adults  and  children. 

The  mobile  unit  has  now  X-rayed  35,000  people  in 
various  parts  of  the  state.  .Approximately  400  of  these  have 
been  found  to  have  tuberculosis  and  over  300  had  not  been 
previously  recognized.  Most  of  these  were  in  the  minimal. 
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curable  stage.  These  patients  were  sent  to  their  own  physi- 
cians and  are  now  under  close  observation.  The  e.xpeiience 
in  the  Portland  area  has  been  especially  gratifying.  Over 
100,000  people  here  have  been  X-rayed  by  the  two  units 
operating  in  this  district  and  another  150,000  have  been 
checked  by  Selective  Service.  As  anticipated  from  studies 
elsewhere  in  the  country,  lJ/2  per  cent  of  all  microfilms 
show  pulmonary  lesions;  1 per  cent  were  tuberculosis  and 
at  least  one-half  of  these  were  active. 

The  extremely  low  cost  with  which  this  program  can  be 
carried  out  is  in  contrast  with  the  fact  that  every  person 
in  the  State  of  Oregon  who  dies  of  tuberculosis  costs  the 
taxpayers  approximately  $10,000.  It  can  be  roughly  esti- 
mated that  the  survey  program  in  Oregon  already  has 
saved  the  state  over  two  million  dollars.  The  tremendous 
saving  of  life  and  health  and  the  prevention  of  suffering 
and  invalidism  are  factors  difficult  to  translate  into  mone- 
tary terms. 

.^n  ideal  arrangement  might  bring  every  person  in  the 
state  into  the  physician’s  office  for  an  X-ray  of  his  chest 
twice  a year,  but  the  numerous  practical  difficulties  pre- 
sented by  such  a plan  are  obvious.  Furthermore,  few 
normal  adults,  who  feel  perfectly  well,  can  be  educated 
into  going  to  their  physicians  every  six  months  to  have 
their  chests  X-rayed.  It  is  precisely  this  part  of  the  popula- 
tion we  are  anxious  to  reach.  It  is  not  only  the  breadwinner 
but  all  members  of  his  family  who  are  encouraged  to  have 
miniature  films  taken. 

.An  important  corollary  to  the  entire  program  is  the 
educational  value  of  it.  Thousands  of  people  are  being 
taught  the  facts  of  tuberculosis,  are  on  the  lookout  for  it 


and  are  learning  how  it  can  be  recognized,  controlled  and 
eradicated.  The  long  range  benefits  of  this  are  incalculable. 

The  United  States  Public  Health  Service,  The  National 
Tuberculosis  Association  and  all  the  competent  authorities 
feel  that  by  X-ray  projects,  such  as  this,  real  and  substan- 
tial progress  at  last  can  be  made  in  the  eradication  of  the 
scourge  of  tuberculosis.  Medical  societies,  health  organiza- 
tions and  physicians  generally  throughout  the  country  have 
warmly  and  enthusiastically  supported  this  project.  The 
stand  taken  by  the  Union  County  Medical  Society  is  sur- 
prising. This  is  not  a “do-good,  worthy  movement”  and 
it  is  not  “W.P..\.  medicine.”  It  is  a comprehensive,  well 
organized,  scientifically  sound  and  eminently  practical  plan 
to  save  hundreds  of  thousands  of  lives  and  ultimately  con- 
trol the  seventh  greatest  cause  of  death  in  this  country. 

On  October  3,  Multnomah  County  Medical  Society,  on 
motion  of  Dr.  John  Fitzgibbon,  voted  to  commend  the 
office  of  tuberculosis  control  and  its  affiliated  agencies  for 
the  excellent  work  which  they  have  been  doing  with  their 
miniature  film  survey.  Without  the  close  assistance  of 
physicians,  the  program  will  fail  and  Multnomah  County 
Medical  Society  feels  confident  that  its  colleagues  in  eastern 
Oregon  will,  after  consideration  of  some  of  the  above  facts, 
give  the  mass  survey  program  the  cooperation  and  support 
it  so  richly  merits. 

Morton  J.  Goodman,  Chairman 
James  T.  Speros 
Guy  R.  McCutchan 
P.  L.  Newmyer 
William  Conklin 

Tuberculosis  Committee, 
Multnomah  County  Medical  Society. 


WH.AT  ARE  X-R.\YS?* 

Nearly  a half-century  before  .American  fliers  blasted 
Japan  out  of  the  war  with  atom  bombs,  Roentgen  turned 
on  the  current  in  his  Crookes  tube  and  sent  millions  of 
electrons  crashing  into  the  atomic  structure  of  the  tube’s 
metal  anode.  The  electrons,  traveling  at  a speed  of  30,000 
miles  a second,  dislocated  and  rearranged  the  atoms  in  the 
metal,  at  the  same  time  releasing  the  mysterious  radiations 
so  powerful  that  they  penetrated  the  black  cardboard  shield 
covering  the  tube  and  registered  on  a piece  of  sensitized 
paper. 

The  high  frequency  radiations  which  are  released  when 
electrons  strike  a metal  object  with  sufficient  impact  are 
the  x-rays  which  vary  in  quantity  and  quality,  depending 
upon  the  amount  of  voltage  applied  to  the  tube.  The  elec- 
tron, a negatively  charged  particle,  is  one  of  the  smallest 
of  the  fundamental  building  blocks  of  matter.  Put  30,000 
trillion  billion  (that’s  30  with  27  zeros  after  it)  electrons 
together  and  they  would  weigh  less  than  an  ounce.  .Activate 
the  electron,  however,  with  high  voltage  electric  current 
and  you  have  a projectile  which  travels  at  a rate  of  speed 
terrific  enough  to  carry  the  tiny  particle  into  the  atomic 
structure  of  metal. 

Under  a voltage  of  50,000  volts,  the  electron  attains  a 
speed  of  77,200  miles  per  second;  step  up  the  voltage  to 
400,000  and  the  electron  speed  will  approximate  155,000 
miles  per  second.  The  modern  x-ray  unit  varies  in  power 
from  the  small  tubes  used  by  dentists  to  examine  a patient’s 
teeth  to  huge  units  with  more  than  1,000,000  volts  of 
power  for  therapeutic  and  industrial  purposes. 

The  rays  in  many  respects  are  similar  to  visible  light 
with  the  basic  difference  that  the  wave  lengths  of  x-ray 
are  shorter  than  the  waves  of  ordinary  light.  Because  of 
the  shorter  wave  length,  x-rays  are  able  to  penetrate  solids 
which  resist  visible  light. 


PROPOSAL  TO  CH.ANGE  TRADE  NAMES  OF  DRUGS 

Several  pharmaceutical  manufacturers  in  the  United  States 
are  planning  to  market  antibiotic  preparations,  such  as 
penicillin  and  tyrothricin,  under  special  trade  names,  and 
the  October  20  issue  of  The  Journal  of  the  American  Med- 
ical Association  warns  editorially  that  the  move  would  only 
tend  to  confuse  identity  of  the  drugs. 

“These  agents  (drugs)  are  among  the  most  active  and 
useful  compounds  that  have  ever  been  developed,”  the  edi- 
torial said,  adding:  “Some  of  their  usefulness  will  be  lost 
by  confusing  their  identity. 

“The  phenomenal  success  of  sulfonamide  therapy  in  the 
United  States  has  been  partly  due  to  willingness  to  make 
these  compounds  available  under  nonproprietary  names. 
When  a physician  prescribes  sulfanilamide,  sulfathiazole, 
sulfadiazine  or  any  other  sulfonamide  he  knows  exactly 
what  he  is  prescribing.  Such  was  not  and  is  not  now  the 
case  in  other  countries,  where  the  sulfonamides  have  been 
offered  under  a multiplicity  of  names.  What  can  manufac- 
turers really  gain  by  abandoning  the  prestige  and  publicity 
that  have  been  given  to  penicillin  and  attempting  in  lieu 
thereof  to  establish  new  names  which  mean  nothing  to  the 
medical  profession  ? If  their  preparations  are  misused  and  if 
antibiotic  therapy  does  not  make  the  progress  for  which 
there  is  promise,  these  manufacturers  must  share  the  blame. 
The  medical  p'ofession  may  well  resent  these  attempts  to 
muddy  the  clear  waters  of  scientific  advancement  to  conceal 
a desire  for  unwarranted  individual  profits.” 


♦ Prom  the  American  College  of  Radiology. 
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OREGON  OPPORTUNITIES  FOR  RETURNING  MEDICAL  OFFICERS 


Oregon  physicians  and  surgeons  returning  from  the 
armed  forces  to  civilian  practice,  who  are  casting  their 
eyes  longingly  toward  Portland,  may  probably  be  over- 
looking the  opportunity  of  a lifetime,  according  to  Lieut. 
Col.  Frank  R.  Mount,  chairman  of  the  Committee  on 
Reestablishment  in  Practice  of  Returning  Medical  Officers, 
of  the  Oregon  State  Medical  Society.  Dr.  Mount  reports 
that  a large  percentage  of  returning  medical  officers,  many 
of  whom  were  not  previously  located  in  Portland,  are 
headed  for  that  metropolitan  center,  while  urgent  requests 
for  physicians  in  smaller  Oregon  communities  go  begging. 
He  is  most  anxious  that  the  attention  of  returning  officers 
be  called  to  the  case  of  these  communities. 

The  hard  facts  are  that,  in  terms  of  financial  prosperity 
and  net  worth,  the  metropolitan  area  of  Portland  no  longer 
offers  much  in  the  way  of  opportunities  for  doctors.  Any 
physicians  hoping  or  intending  to  locate  there,  who  were 
not  previously  established,  would  do  well  to  have  abundant 
and  continuing  private  means  adequately  available.  Other- 
wise they  and  their  families  are  more  than  likely  to  find 
themselves  enjoying  the  delights  of  a precarious  city  living, 
while  listening  to  wolf  howls  outside  the  door. 

By  contrast,  some  opportunities  offered  elsewhere  in 
Oregon  are  more  alluring,  according  to  Dr.  Mount’s  com- 
mittee. Many  communities  are  without  any  doctors  or  a 
suitable  number  of  doctors,  where  the  former  incumbents 
have  either  died,  retired  or  are  most  anxious  to  turn  the 
load  over  to  younger  men  either  as  associates  or  successors. 
The  communities  have  proven  records  that  they  can  sup- 
port the  necessary  physicians  in  the  manner  in  which  they 
would  like  to  be  accustomed.  From  first  hand  knowledge 
two  among  several  instances  are  cited. 


In  one  place  the  death  of  a doctor  has  created  a wonder- 
ful opportunity  for  a capable  surgeon.  In  this  smaller  city 
such  a man  will  find  the  other  doctors  sending  virtually  all 
of  the  surgery  his  way,  and  he  will  undoubtedly  handle  as 
much  operating  in  a week  as  he  would  in  Portland  in  a 
year.  In  another  community  the  council  has  set  aside  a 
parcel  of  land  for  the  purpose  of  building  a community 
hospital  to  the  specifications  and  wishes  of  any  doctor 
who  will  locate  there. 

Which  means  that  in  both  of  these  cases  a capable  doctor 
will  be  immediately  catapulted  into  a social  and  financial 
position,  in  which  he  can  virtually  write  his  own  ticket 
within  reason.  His  prestige  in  the  community  will  be  what 
he  makes  it,  and,  while  this  may  be  limited  in  extent  by 
location,  the  doctor  will  find  that  its  substance  is  true, 
compared  to  the  glamor  with  which  the  city  superspecial- 
ist may  be  bathed,  but  which  wears  mighty  thin  under  the 
pressure  of  metropolitan  competition. 

The  committee  of  which  Dr.  Mount  is  chairman  is  not 
just  crying  “Wolf.”  Recent  surveys,  questionnaires  and 
investigations  have  supplied  data  which  indicate  the  ability 
of  Oregon  to  absorb  medical  officers  is  not  unlimited.  This 
is  particularly  true  of  the  metropolitan  area  of  Portland, 
less  so  upstate,  hence  the  concern  of  the  committee  that 
the  state  not  be  flooded  with  officers  who  formerly  did 
not  practice  in  Oregon,  and  that  returning  Oregon  medical 
officers  give  serious  thought  to  an  equitable  distribution  of 
doctors  throughout  the  state  in  the  public  as  well  as  their 
own  interest.  The  committee  is  trying  to  spare  many  re- 
turning medical  officers,  through  this  warning  note,  an  un- 
necessary bout  wtih  the  still  functioning  law  of  supply  and 
demand. 

(G.  B.  Leitch,  at  request  of  Committee  on  Reestablishment.) 


STATE  HEALTH  BOARD  LETTER 
GETS  CONFERENCE  APPROVAL 


Coming  under  the  class  of  “man  bites  dog”  occurrences 
is  the  recent  letter  drafted  by  the  State  Board  of  Health, 
expressing  the  experienced  and  considered  opinion  of  Ore- 
gon’s health  officers  regarding  the  “Maternal  and  Infant 
Welfare  Act  of  1945,”  otherwise  known  as  S.  1381  or  the 
Senator  Pepper  bill.  The  letter  was  written  in  connection 
with  the  annual  convention  of  state  and  territorial  health 
officers  in  an  effort  to  determine  the  association’s  attitude 
toward  the  proposed  legislation. 


A copy  of  the  Erickson  letter  was  taken  to  Chicago  by 
Dr.  Leslie  Kent,  representing  Oregon  at  the  recent  confer- 
ence called  by  the  Committee  an  Public  Relations  of  the 
.^.M..^.,  and  was  read  into  the  record  by  him.  The  letter 
received  the  amazing  response  that  immediate  requests  were 
made  for  copies  and  every  state  representative  received  one 
or  more  before  the  end  of  the  conference.  The  general  opin- 
ion expressed  there  was  that  the  concluding  paragraph  con- 
tained a completely  accurate  summary  of  the  existing 
condition  and  its  cure. 

The  letter  is  as  follows: 
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OREGON  STATE  BOARD  OF  HEALTH 
816  Oregon  Building 
Portland  4,  Oregon 

October  8,  1945 

Air  Mail 

Vlado  A.  Getting,  M.D. 

Secretary-Treasurer,  The  Association  of 
State  and  Territorial  Health  Officers 
Boston,  Massachusetts 
Dear  Doctor  Getting; 

We  have  reviewed  the  “Maternal  and  Child  Welfare  Act 
of  1945”  very  carefully,  and  in  general,  approve  of  the 
purpose  of  the  Act,  but  we  in  Oregon  do  not  agree  with 
the  method  of  obtaining  the  results. 

We  have  developed  a preventive  medical  service  program 
and  have  cooperated  closely  with,  and  have  had  the  support 
of,  the  medical  and  dental  profession  and  the  public.  We 
have  depended  on  patients  in  general  to  assume  the  re- 
sponsibility of  obtaining  treatment. 

The  infant  and  maternal  mortality  rates  of  Oregon  com- 
pare very  favorably  with  those  of  other  states;  in  fact, 
taken  together,  they  are  the  lowest  in  the  Untied  States. 
These  rates  have  been  obtained  through  cooperation  of  pro- 
fessional personnel  and  Public  Health  agencies  without  the 
necessity  of  the  Government  assuming  the  responsibility  for 
medical  care. 

Demonstration  programs  in  our  own  State,  as  in  other 
States,  have  shown  that  through  health  education,  including 
public  health  nursing  service,  individuals  will  arrange  for 
good  medical  care  without  depending  on  the  Government 
to  provide  it  for  them.  The  Emergency,  Maternity,  and 
Infant  Care  Program  has  served  a definite  need  because 
of  the  war  emergency.  It  seems  now,  however,  that  the 
responsibility  for  care  might  be  assumed  by  the  individual 
rather  than  be  continued  by  the  Government. 

We  believe  that  a great  deal  can  yet  be  done  in  the  pre- 
ventive medical  service  field.  We  favor  expansion  of  these 
services,  including  well-baby  and  well-preschool  child  con- 
ferences, school  examination  programs  and  adequate  public 
health  nursing  programs.  We  have  always  welcomed  and 
have  had  the  support  of  the  medical  and  dental  professions 
in  Oregon.  Legislation,  as  proposed  in  S.  1318,  certainly 
will  not  help  in  maintaining  that  support. 

In  summary,  we  are  in  fa\or  of  expanding  present  pre- 
ventive medical  service  programs,  but  we  cannot  recom- 
mend enactment  of  legislation  which  would  make  public 
agencies  responsible  for  medical  care  of  all  mothers  and 
children  (individuals  up  to  the  age  of  twenty-one  years). 
We  do  not  believe  that  the  need  for  such  a comprehensive, 
tax-paid,  medical  care  program  has  been  demonstrated.  We 
feel  that  expansion  of  preventive  medical  service,  through 
making  Public  Health  programs  available  to  all  of  the 
people  of  the  State,  and  maintenance  of  our  present  system 
of  private  medical  care,  perhaps  assisted  by  some  form  of 
voluntary  insurance,  will  eventually  prove  to  be  a better 
method  of  raising  the  level  of  good  health  in  the  general 
population  than  that  proposed  in  S.  1318. 

\ statement  of  changes  suggested  for  the  Bill  to  make 
it  acceptable  to  us  is  enclosed. 

This  statement  has  been  endorsed  by  the  Oregon  State 
Medical  Society  and  by  the  President  of  the  Oregon  State 
Dental  Society. 

Sincerely  yours, 

Harold  M.  Erickson,  M.D. 

State  Health  Officer 


O.P.S.  OFFICERS  ELECTED  AT 
ANNUAL  MEETING 


■\t  the  annual  meeting  of  the  trustees  of  Oregon  Physi- 
cians Service,  held  in  Portland  on  October  6,  C.  I.  Drum- 
mond of  Medford,  was  elected  a director.  Dr.  Drummond 
succeeded  George  I.  Hurley  of  Eugene,  one  of  the  original 
trustees  who  has  served  throughout  the  intervening  years 
and  who  continues  in  that  capacity.  Other  directors  who 
were  reelected  are  D.  R.  Ross,  J.  R.  Brennan,  L.  M.  Spald- 
ing, and  Gordon  B.  Leitch. 


Officers  for  the  ensuing  year  were  elected  as  follows: 
President:  D.  R.  Ross,  Salem. 

Vice-president:  J.  R.  Brennan,  Pendleton. 
Secretary:  C.  I.  Drummond,  Medford. 
Treasurer;  Gordon  B.  Leitch,  Portland. 


NATIONAL  ECONOMIST  MAKES 
O.P.S.  SURVEY 

By  invitation  of  O.P.S.  directors,  Herbert  D.  Simpson, 
Ph.D.,  who  is  making  a national  survey  of  doctor-sponsored 
medical  prepayment  plans  for  the  National  Physicians 
Committee,  recently  came  to  Oregon  for  the  purpose  of 
looking  over  Oregon  Physicians  Service.  Previously  he  com- 
pleted similar  surveys  in  Michigan,  Massachusetts  and 
New  Jersey,  and  proceeded  from  Oregon  to  Washington  and 
California  before  returning  to  his  headquarters  in  Chicago. 

Dr.  Simpson,  emiritus  professor  of  business  finance  at 
Northwestern  University,  is  not  making  a critical  survey 
of  prepayment  plans,  but  it  is  believed  his  report,  covering 
the  Oregon  and  northwest  situation,  will  be  of  considerable 
interest  and  benefit  to  Oregon  physicians. 


NURSING  SERVICE 

A special  committee  of  Dist.  No.  1,  Oregon  State  Nurses 
.Association  met  with  representatives  from  the  City-County 
Medical  Society  to  consider  rationing  of  nursing  service. 

The  following  recommendations  were  adopted: 

1. That  the  group  or  multiple  nursing  plan  be  used  to  a 
greater  extent  by  doctors,  nurses  and  patients. 

2.  That  the  fee  for  this  type  of  nursing  be  that  which  is 
already  set  up  by  Dist.  No.  1 : $6.00  each  for  two  patients 
8 hours;  $4.50  each  for  three  patients  8 hours. 

3.  That  more  publicity  be  given  this  type  of  nursing 
service  through  nursing  and  medical  journals  and  organiza- 
tions, announcements  to  hospital  administrators  and  indi- 
vidual nurses. 

Portland,  Ore.  Henrietta  Doltz, 

Oct.  22,  1945.  Chairman. 


MEDICAL  NOTES 

Chest  Physicians  Hold  Meeting  in  The  Dalles.  The 
Pacific  Northwest  states  chapter  of  the  .American  College 
of  Chest  Physicians  held  a two  day  session  in  The  Dalles, 
Oregon,  September  27,  with  chest  men  present  from  Oregon, 
Washington,  Idaho,  Montana  and  the  provinces  of  British 
Columbia  and  Saskatchewan.  The  program  consisted  of 
scientific  papers  and  clinics  at  the  Eastern  Oregon  State 
Tuberculosis  Hospital  at  The  Dalles. 

Officers  for  the  ensuing  year  are  as  follows: 

President;  John  E.  Nelson,  Seattle,  Washington 
Vice-president:  Frank  I.  Terrill,  Deer  Lodge,  Montana 
Secretary-treasurer:  Florence  Brown,  Portland,  Oregon 

Seaside  Doctor  Named  to  State  Health  Board.  O.  C. 
Hagmeier,  prominent  Seaside  physician,  was  named  by 
Governor  Earl  Snell  to  the  State  Board  of  Health  to  fill 
the  vacancy  created  by  the  recent  death  of  Thomas  D. 
Robertson,  The  Dalles.  Dr.  Hagmeier  will  fill  out  the  un- 
expired term  ending  in  January,  1949. 

H.  R.  MacKeller  of  Portland  has  been  appointed  head 
of  the  Benton  County  health  unit,  and  left  recently  for 
Corvallis  to  assume  his  new  duties  with  this  division  of 
the  U.  S.  public  health  service.  Dr.  MacKellar  will  serve 
concurrently  as  Corvallis  city  health  officer. 


November,  1945 
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OREGON  STATE  MEDICAL  SOCIETY 


MINUTES  OF  THE  SEVENTY-FIRST  ANNUAL 
MEETING  OF  OREGON  STATE 
MEDICAL  SOCIETY 
Held  at  Hotel  Multnomah 
Portland,  Oregon 
September  1-2,  1945 
HOUSE  OF  DELEGATES 
First  Session 
Saturday,  September  1 

The  opening  session  of  the  House  of  Delegates  was  called 
to  order  by  President  Edward  H.  McLean  at  9:00  a.m.,  in 
the  Junior  Ball  Room  at  Hotel  Multnomah. 

President  McLean  announced  the  appointment  of  the 
Committee  on  Credentials  as  follows:  Thomas  S.  Saunders, 
chairman ; H.  Gueffroy  and  E.  Bostrom. 

On  roll-call,  the  following  members  of  the  Council  were 
present: 

Edward  H.  McLean,  President;  L.  M.  Spalding,  Presi- 
dent-Elect; James  C.  Hayes,  First  Vice-President;  Thomas 

S.  Saunders,  Secretary;  Councilors  Frank  R.  Menne,  Stan- 
ley Lamb,  L.  Howard  Smith,  J.  V.  Straumfjord,  Henry 
Garnjobst,  B.  R.  Shoemaker,  E.  D.  Lamb,  C.  W.  McCain, 
W.  J.  Weese,  and  L.  S.  Kent,  and  Ralph  A.  Fenton,  Trustee 
of  the  .American  Medical  .Association. 

The  following  delegates  were  present: 

L.  D.  Inskeep  of  Medford,  Jackson  County  Medical 
Society;  M.  E.  Corthell  of  Grants  Pass,  Josephine  County 
Medical  Society;  F.  M.  Hellwarth  of  Toledo,  Lincoln 
County  Medical  Society;  .A.  E.  Bostrom  of  Albany,  Linn 
County  Medical  Society;  G.  C.  Bellinger  and  H.  .A.  Gueff- 
roy of  Salem,  Marion-Polk  Medical  Society ; Richard  B. 
-Adams,  Charles  E.  Gurney,  George  E.  Henton,  Matthew  C. 
Riddle,  Charles  E.  Sears,  William  H.  Thayer,  and  Charles 
P.  Wilson  of  Portland,  Multnomah  County  Medical  Society ; 
R.  E.  Ringo  of  Tillamook,  Tillamook  County  Medical  So- 
ciety; J.  P.  Brennan  of  Pendleton,  Umatilla  County  Med- 
ical Society,  and  Hollister  M.  Stolte  of  McMinnville, 
Yamhill  County  Medical  Society. 

H.  M.  Francis  of  Corvallis,  .A.  D.  McMurdo  of  Heppner 
and  Morris  L.  Bridgeman,  Warren  W.  Hale,  Blair  Holcomb, 
Gordon  B.  Leitch  of  Portland  and  the  executive  secretary 
were  also  present. 

Thomas  S.  Saunders,  Chairman  of  the  Committee  on 
Credentials,  reported  that,  in  the  absence  of  the  regular 
elected  delegates  from  certain  component  societies,  the  fol- 
lowing members  were  present  and  eligible  to  be  seated: 

H.  M.  Francis  of  Corvallis,  Benton  County  Medical  So- 
ciety; .A.  D.  McMurdo  of  Heppner,  Eastern  Oregon  District 
Medical  Society,  and  Morris  L.  Bridgeman,  Warren  W. 
Hale,  Blair  Holcomb,  and  Gordon  B.  Leitch  of  Portland, 
Multnomah  County  Medical  Society.  These  members  were 
seated  by  vote  of  the  House. 

President  McLean  announced  the  appointment  of  the  fol- 
lowing committees: 

Reference  Committee  on  Reports  of  Committees  and 
Officers:  L.  D.  Inskeep,  Chairman;  Matthew  C.  Riddle  and 
G.  C.  Bellinger. 

Resolutions:  William  H.  Thayer,  Chairman;  .A.»D.  Mc- 
Murdo and  R.  E.  Ringo. 

New  Business:  Gordon  B.  Leitch,  Chairman;  M.  E. 
Corthell  and  J.  P.  Brennan. 

President  McLean  then  turned  the  chair  over  to  First 
Vice-President  James  C.  Hayes  who  acted  as  Speaker  dur- 
ing the  meeting. 

Upon  motion  duly  made  and  seconded,  it  was  voted  to 


dispense  with  the  reading  of  the  minutes  of  the  midyear 
meeting  held  on  .April  7-8,  1945. 

REPORTS  OF  OFFICERS  AND  COMMITTEES 
Report  of  Secretary 

Your  secretary  submits  the  following  report  for  the  past 
year  which  includes  a summary  of  the  more  important  ac- 
tions of  the  Council. 

There  was  a slight  increase  in  membership,  with  a total 
of  1006  members  on  September  1,  1945,  as  against  a total 
of  988  members  on  September  1,  1944.  These  figures  include 
members  in  the  military  service,  whose  dues  are  being 
waived. 

The  present  status  of  our  membership  is  indicated  in  the 


following  table: 

Owing 

1944 

Owing 

1945 

Paid 

1945 

Totals 

.Active  

9 

29 

590 

619 

Junior  

1 

27 

28 

.Associate  

3 

7 

44 

51 

Life  

1 

2 

17 

19 

Honorary  

11 

11 

— 

— 

— 

— 

13 

39 

689 

728 

The  following  table  shows  the  number  of  members  serv- 
ing with  the  armed  forces  on  September  1,  1945: 


Active  223 

Junior  37 

Associate  18 


278 

The  Council  has  discharged  its  duties  in  the  traditional 
conscientious  and  efficient  manner.  During  the  past  year 
the  Council  has  held  eight  meetings  and  acted  upon  many 
important  issues. 

The  following  summary  indicates  the  action  taken  by  the 
Council  on  the  chief  problems  considered  during  the  past 
year: 

1.  Designated  Burton  .A.  Myers  of  Salem,  Third  Vice- 
President,  to  represent  the  Society  at  the  fall  (1944)  con- 
ference of  the  Oregon  .Association  of  Sanitarians. 

2.  Approved  an  annual  registration  fee  of  $10  for  the  du- 
ration of  the  war  emergency  to  enable  the  Oregon  State 
Board  of  Medical  Examiners  to  carry  on  its  functoins. 

3.  Designated  Henry  Garnjobst  of  Corvallis,  Councilor  for 
the  Third  District,  to  represent  the  Society  at  the  .Annual 
Conference  of  Secretaries  of  Constituent  State  Medical  .As- 
sociations, in  place  of  Thomas  S.  Saunders,  Secretary,  who 
was  unable  to  attend. 

4.  Adopted  the  following  recommendations  of  the  Com- 
mittee on  Public  Policy: 

a.  That  the  Committee  be  authorized  to  sponsor  at  the 
1945  Legislature  an  amendment  to  the  Medical  Practice 
.Act  to  eliminate  the  provision  that  the  State  Board  of 
Medical  Examiners  shall  include  one  eclectic  and  one  homeo- 
pathist. 

b.  That  the  Committee  be  authorized  to  employ  Loreinne 
M.  Conlee  as  legal  counsel  to  draft  this  legislation  and  any 
other  bills  or  amendments  as  the  need  arise  at  the  1945 
Session  of  the  Legislature  and  to  serve  as  an  observer  dur- 
ing the  Session. 

c.  That  subscriptions  to  “The  Oregon  Voter”  be  provided 
the  President,  Councilors  for  the  1st  District,  and  members 
of  the  Committee  on  Public  Policy. 

d.  That  the  Committee  be  granted  a budgetary  allotment 
of  $1500  during  1945. 

5.  .Authorized  the  expansion  of  the  Committee  on  Cancer 
Study  from  three  to  five  members. 

6.  Voted  to  favor  the  amendment  of  the  law  creating  the 
Oregon  State  Board  of  Health  to  include  a veterinarian  on 
the  Board. 

7.  Nominated  Karl  H.  Martzloff,  Frank  R.  Mount,  and 
Charles  C.  Newcastle  of  Portland  for  the  consideration  of 
Governor  Earl  Snell  in  making  the  appointment  to  the  Ore- 
gon State  Board  of  Medical  Examiners  for  the  five-year 
term  ending  February  28,  1950. 

8.  Voted  to  levy  a special  assessment  of  $10  on  active 
members  to  offset  the  loss  of  income  due  to  the  waiving  the 
dues  of  members  in  military  service. 
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9.  Voted  to  recommend  tha,t  payment  for  services  ren- 
dered the  dependents  of  enlisted  men  under  the  auspices  of 
the  American  National  Red  Cross  be  left  to  the  individual 
physician  acting  in  accordance  with  the  ethical  principle  of 
adjusting  charges  to  the  patient’s  ability  to  pay. 

10.  .Approved  the  scientific  principles  involved  in  a legis- 
lative measure,  under  which  information  centers  would  pro- 
vide, without  charge,  information  regarding  alcoholism  and 
its  treatment,  including  lists  of  hospitals  and  private  physi- 
cians competent  to  treat  alcoholism,  and  under  which  clin- 
ics would  provide  such  information  and  also  supply  advice 
and  treatment  to  persons  in  the  lower  economic  brackets, 
referring  persons  able  to  pay  for  this  treatment  on  a private 
basis  to  lists  of  available  hospitals  and  private  physicians. 

11.  Voted  to  recommend  to  the  House  of  Delegates  that 
the  annual  dues  of  the  Woman’s  .Auxiliary  be  eliminated 
and  that  the  Society  provide  an  annual  budgetary  allotment 
to  the  .Auxiliary  sufficient  to  meet  the  expense  of  its  activi- 
ties and  automatically  making  the  wife  of  each  member  of 
the  Society  a member  of  the  Auxiliary. 

12.  Requested  the  Board  of  Directors  of  the  Oregon 
Physicians’  Service  to  confer  with  representatives  of  the 
Office  of  Labor  of  the  War  Food  Administration,  with  a 
view  to  developing  a plan  by  which  medical  service  could 
be  supplied  to  migrant  agricultural  workers  under  the  juris- 
diction of  the  Office  of  Labor  through  the  Oregon  Physi- 
cians’ Service. 

13.  .Authorized  the  President  to  appoint  a special  com- 
mittee to  study  and  make  recommendations  concerning  the 
expanded  federal-state  program  for  handicapped  persons. 

14.  Voted  to  establish  a Committee  on  Public  Health,  to 
be  appointed  bv  the  President  and  to  consist  of  five  mem- 
bers, two  to  be  members  of  the  Oregon  State  Board  of 
Health,  to  define  a proper  public  health  program  for  the 
State  and  the  relationship  of  practicing  physicians  to  such 
a program. 

15.  .Authorized  the  preparation  and  maintenance  of  dis- 
plays in  the  windows  of  the  Society’s  headquarters  office, 
devoted  to  contributions  of  Oregon  physicians  to  the  mili- 
tary service  and  other  subjects  of  interest,  at  an  initial 
expense  for  materials  of  approximately  $13S,  an  initial  fee 
for  the  original  design  and  execution  of  $100  and  a monthly 
maintenance  fee  of  $2S. 

This  summary  of  the  major  questions  considereci  by  the 
Council  indicates  the  wide  range  of  problems  which  con- 
stantly confront  this  body  and  the  carefully  considered  ac- 
tion taken  in  dealing  with  them. 

In  conclusion,  your  Secretary  desires  to  express  his  sincere 
appreciation  of  the  assistance  given  him  by  the  officers, 
Councilors,  committee  members,  officers  of  the  component 
societies,  and  the  membership  as  a whole,  as  well  as  the 
office  staff.  Thomas  S.  Saunders,  Secretary. 

It  was  voted  that  this  report  be  referred  to  the  Reference 
Committee  on  Reports  of  Committees  and  Officers. 

Report  of  Treasurer 

Your  Treasurer  submits  the  following  report  which  is 
based  upon  the  audit  report  for  our  most  recent  six  months 
accounting  period  from  January  1,  1945,  to  June  30,  1945, 
prepared  by  Mr.  C.  T.  Kronenberg,  Certified  Public  Ac- 
countant. 

The  detailed  report  of  Mr.  Kronenberg’s  semiannual 
audit  will  be  submitted  with  this  report. 

GENERAL  FUND 

Receipts  from  members’  dues  and  assessments  for  the  six 
months  period  totaled  $18,358.40,  as  against  $9,895.00  for 
the  first  six  months  of  1944.  This  difference  is  largely  due 
to  the  fact  that  in  1944  notices  of  the  special  war-time 
assessment  were  not  sent  out  until  the  latter  part  of  the 
first  six  months  accounting  period. 

The  current  cash  balance  in  the  General  Fund  on  June 
30,  1945,  was  $9,499.26,  plus  a savings  account  of  $750.15 
or  a total  of  $10,249.41. 

.Accounts  payable,  including  expense  items  and  turnovers 
of  local  society  dues,  totaled  $2,127.08,  leaving  a net  cash 
balance  of  $8,122.33. 

CONTINGENCY  FUND 

No  disbursements  were  made  from  this  fund,  formerly 
termed  the  Medical  Defense  Fund,  during  the  p>eriod.  Like- 
wise, the  only  additions  to  this  fund  consisted  of  interest 


received  from  invested  securities  and  savings  deposits,  as 
no  allotment  to  the  Fund  is  now  made  from  members’  dues. 

During  the  six  months  period  $363.89  was  earned  on  in- 
vested securities  and  savings  accounts.  The  cash  balance  in 
the  savings  account  on  June  30,  1945,  was  $2,636.44  as 
against  $1,921.88  on  June  30,  1944. 

INVESTED  FUNDS 

No  additional  investment  of  funds  was  made  during  the 
period. 

The  invested  funds  of  the  General  Fund  on  June  30, 
1945,  consisted  of  securities  which  cost  $5,590.87.  The  mar- 
ket value  of  these  securities  on  July  9,  1945,  was  $5,405.00, 
which  represents  a loss  in  market  value  of  $454.72  over 
the  market  value  of  $5,859.72  on  July  20,  1944. 

The  invested  funds  of  the  Contingency  Fund  on  June  30, 
1945,  consisted  of  securities  which  cost  $23,945.51.  The 
market  value  of  these  securities  on  July  9,  1945,  was 
$23,805.93,  which  represents  a gain  in  market  value  of 
$83.76  over  the  market  value  of  $23,722.17  on  July  20,  1944. 

R.  Lloyd  Tegart,  Treasurer. 

It  was  voted  that  this  report  be  referred  to  the  Reference 
Committee  on  Reports  of  Committees  and  Officers. 

Committee  on  Malpractice 

Your  Committee  has  met  as  often  as  requested  during  the 
past  year,  September  1,  1944,  to  September  1,  1945,  to 
carry  on  its  function  of  reviewing  the  medical  aspects  of 
potential  claims,  claims  and  suits  of  alleged  malpractice 
against  our  members. 

The  following  tabulation  shows  our  general  experience 
during  this  past  year  and  the  two  preceding  years: 


CLAIM NO  SUIT  FILED 

Pending  at  beginning 

Period 

Sept.\,’A2 

to 

Sept.l,’A3 

Period 

Sept.\,'Ai 

to 

Sept.  1,’44 

Period 

Sept.\,'AA 

to 

Sept.  1,’45 

of  period  

11 

3 

9 

Filed  during  period 

6 

11 

9 

Closed  without  payment... 

14 

0 

2 

Settled  during  period 

0 

5 

1 

Suits  filed  on  pending  claims  0 

0 

3 

Pending  at  close  of  period. 

SUITS 

Pending  at  beginning 

3 

9 

12 

of  period  

11 

9 

9 

Filed  during  period 

Nonsuits  for 

4 

8 

5 

physician-defendant  

Jury  verdicts  for 

1 

3 

0 

physician-defendant  

0 

1 

0 

Jury  verdicts  for  plaintiff 

5 

1 

0 

Settled  after  suit  filed 

0 

3 

0 

Pending  at  close  of  period 

9 

9 

14 

It  will  be  noted  that  during  the  past  year  no 

suits  have 

come  to  trial  and  only  one  claim  settled.  However,  there 
are  fourteen  suits  pending  and  their  outcome  will  largely 
determine  the  experience  for  the  coming  year. 

Money  spent  for  alleged  damages  during  the  current  year 
amounted  to  $175,  as  compared  with  $27,653  for  the  pre- 
ceding period.  This  decrease  now  represents  an  amount 
which,  compared  to  the  increased  premium  rate  now  being 
charged,  offers  a satisfactory  indemnity  experience  for  the 
first  time  in  several  years.  Naturally,  if  this  experience  con- 
tinues, another  raise  in  premium  rates  will  not  become  nec- 
essary. 

This  brings  us  to  the  raise  in  premium  rates  that  occurred 
during  this  current  year.  The  original  basic  premium  was 
$20  for  $5,000-15,000  limits.  The  new  rate  now  in  effect 
represents  a 50  per  cent  increase,  so  that  the  basic  rate  for 
$5,000-15,000  limits  is  now  $30. 

One  fact  that  stands  out  in  our  accumulated  experience 
is  that  practically  all  our  claims  and  losses  arise  as  a 
result  of  alleged  unsatisfactory  surgical  (including  fractures) 
experiences,  burns  from  the  diagnostic  use  of  X-ray  in  the 
hands  of  men  who  are  not  trained  roentgenologists,  and 
burns  from  endothermy  apparatus  when  used  for  the  pro- 
duction of  heat. 

Our  total  losses  from  the  inception  of  our  present  insur- 
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ance  plan  in  1934  to  date  represents  76  per  cent  of  all 
premiums  paid.  This  represents  a loss  ratio  which  is  con- 
sidered incompatible  with  sound  underwriting  policy.  Its 
correction  can  be  accomplished  only  in  one  of  two  ways; 
i.  e.,  a decrease  in  the  number  of  successful  suits  or  claims 
or  an  increase  in  premium  rates. 

The  answer  lies  wholly  with  the  profession.  Obviously 
claims  and  suits  for  alleged  malpractice  can  never  be 
wholly  eliminated,  even  under  theoretically  ideal  conditions. 
They  can,  however,  be  greatly  lessened,  if  good  records  are 
maintained,  if  physicians  will  confine  their  efforts  to  pro-- 
cedures  in  which  they  are  proficient,  or  if  they  will  refrain 
from  making  disparaging  remarks  about  one  another  to 
patients  and  attorneys  who  are  looking  for  a cause  for 
grievance. 

Karl  H.  Martzloff,  Chairman. 

It  was  voted  that  this  report  be  referred  to  the  Ref- 
erence Committee  on  Reports  of  Committees  and  Officers. 

Advisory  Committee  to  the  Procurement  and 
Assignment  Service  for  Physicians' 

George  E.  Henton,  Chairman,  made  an  extensive  verbal 
report  of  the  work  of  the  Committee. 

It  was  voted  that  the  members  of  the  Committee:  George 
E.  Henton,  Chairman ; Stanley  Lamb  and  Edward  M.  Mc- 
Lean, be  warmly  thanked  for  their  valuable  service. 

Elimination  of  Annual  Dues  of  Woman's  Auxiliary 

Dr.  Hayes  reported  that  the  Council  had  voted  to  rec- 
ommend that  the  annual  dues  of  the  Woman’s  .Auxiliary 
be  eliminated  and  that  the  Society  provide  an  annual 
budgetary  allotment  to  the  .Auxiliary  sufficient  to  meet  the 
expense  of  its  activities  and  automatically  making  the  wife 
of  each  member  of  the  Society  a member  of  the  .Auxiliary. 

It  was  voted  that  this  recommendation  be  adopted. 

Election  of  Nominating  Committee 

Dr.  Hayes  announced  that  a Nominating  Committee  of 
not  more  than  five  members  was  to  be  elected  by  the 
House.  Charles  E.  Gurney,  J.  P.  Brennan,  James  C.  Hayes, 
L.  D.  Inskeep  and  Frank  R.  Menne  were  nominated.  No 
further  nominations  were  made.  Thereupon,  it  was  voted 
that  these  nominees  be  elected. 

NEW  BUSINESS 

L.  D.  Inskeep  expressed  the  opinion  that  there  should  be 
a closer  working  relationship  between  the  Society  and  the 
University  of  Oregon  Medical  School.  He  proposed  that 
the  Dean  of  the  Medical  School  be  made  an  ex-officio 
member  of  the  House. 

E.  D.  Lamb  agreed  that  a closer  relationship  with  the 
Medical  School  was  desirable  but  expressed  the  opinion 
that  this  objective  could  better  be  attained  by  making  the 
Dean  a member  of  the  Council. 

Dr.  Lamb  moved  that  the  Committee  on  Revision  of 
Constitution  and  By-Laws  be  requested  to  draft  the  neces- 
sary amendments  to  the  Constitution  and  By-Laws  to  pro- 
vide that  the  Dean  of  the  University  of  Oregon  Medical 
School  shall  be  a Councilor-at-Large.  This  motion  was 
seconded  and  carried. 

Dr.  Inskeep  reported  that  the  Jackson  County  Medical 
Society  had  established  a fee  of  $7.50  for  a life  insurance 
examination,  in  place  of  the  former,  customary  fee  of  $5 
and  had  instructed  him  to  propose  that  the  Oregon  State 
Medical  Society  recommend  to  its  members  that  a mini- 
mum fee  of  $7.50  be  charged  for  a life  insurance  exami- 
nation. 

Blair  Holcomb  expressed  the  opinion  that  the  Society 
should  also  consider  recommending  a minimum  fee  for  re- 
ports requested  by  insurance  companies  concerning  appli- 


cants or  claimants  who  have  been  previously  seen  by  the 
physician  as  private  patients. 

Richard  B.  Adams  pointed  out  that  in  1938  the  Council 
had  recommended  that  a minimum  fee  of  $3  be  charged 
for  such  reports. 

Dr.  Inskeep  moved  that  it  be  recommended  that  a mini- 
mum fee  of  $7.50  be  charged  for  life  insurance  examination. 
This  motion  was  seconded. 

Charles  P.  Wilson  moved  that  the  motion  be  amended 
to  provide  that  this  proposal  be  referred  to  the  component 
societies  for  consideration  and  for  instruction  of  their  dele- 
gates and  that  it  be  acted  upon  at  the  1946  midyear  meet- 
ing of  the  House.  This  amendment  was  seconded  and 
carried. 

The  original  motion,  as  amended,  was  then  carried. 

Dr.  Hayes  called  attention  to  discussion  in  the  Council 
and  the  House  of  Delegates  concerning  the  unnecessarily 
complex  and  detailed  attending  physician’s  report  forms  of 
many  health  and  accident  insurance  companies.  He  reported 
that  the  Council  had  authorized  the  preparation  of  a 
simple  form  to  be  supplied  at  cost  to  members  of  the 
Society  for  general  use  in  place  of  the  complex  forms.  A 
sample  of  this  form,  which  bore  the  caption,  “If  a more 
detailed  report  is  required,  a minimum  charge  of  $3  will  be 
made  to  the  insurance  carrier,”  was  provided  to  each  mem- 
ber of  the  House. 

It  was  voted  that  the  simple  attending  physician’s  report 
form  authorized  by  the  Council,  including  the  policy  set 
forth  in  the  caption,  “If  a more  detailed  report  is  required, 
a minimum  charge  of  $3  will  be  made  to  the  insurance 
carrier,”  be  adopted  and  that  its  use  be  recommended  to 
the  members  of  the  Society. 

At  12  noon,  it  was  voted  to  adjourn  until  2:00  p.m. 

Second  Session 
Saturday,  September  1 

The  House  of  Delegates  was  called  to  order  by  First  Vice- 
President  James  C.  Hayes  at  2:00  p.m.,  in  the  Junior  Ball 
Room  at  Hotel  Multnomah. 

On  roll-call,  the  following  members  of  the  Council  were 
present : 

Edward  H.  McLean,  President;  L.  M.  Spalding,  Presi- 
dent-Elect; James  C.  Hayes,  First  Vice-President;  Thomas 
S.  Saunders,  Secretary;  Councilors  Frank  R.  Menne,  Stan- 
ley Lamb,  L.  Howard  Smith,  J.  C.  Straumfjord,  Henry 
Garnjobst,  B.  R.  Shoemaker,  C.  W.  McCain,  and  L.  S. 
Kent,  and  John  H.  Fitzgibbon,  Delegate  to  the  .American 
Medical  .Association. 

The  following  delegates  were  present: 

H.  M.  Francis  of  Corvallis,  Benton  County  Medical 
Society;  A.  D.  McMurdo  of  Heppner,  Eastern  Oregon  Dis- 
trict Medical  Society;  L.  D.  Inskeep  of  Medford,  Jackson 
County  Medical  Society;  M.  E.  Corthell  of  Grants  Pass, 
Josephine  County  Medical  Society;  Glenn  S.  Morgan  of 
Eugene,  Lane  County  Medical  Society;  F.  M.  Hellwarth  of 
Toledo,  Lincoln  County  Medical  Society;  .A.  E.  Bostrom  of 
Albany,  Linn  County  Medical  Society;  G.  C.  Bellinger  and 
H.  .A.  Gueffroy  of  Salem,  Marion-Polk  Medical  Society; 
Richard  B.  Adams,  Ira  E.  Gaston,  Charles  E.  Gurney, 
Matthew  C.  Riddle,  Charles  E.  Sears,  William  H.  Thayer, 
Morris  L.  Bridgeman,  Blair  Holcomb,  and  Gordon  B. 
Leitch  of  Portland,  Multnomah  County  Medical  Society ; 
R.  E.  Ringo  of  Tillamook,  Tillamook  County  Medical 
Society;  J.  P.  Brennan  of  Pendleton,  Umatilla  County 
Medical  Society,  and  Hollister  M.  Stolte  of  McMinnville, 
Yamhill  County  Medical  Society. 

Warren  C.  Hunter,  Frank  R.  Mount,  William  .A.  Har- 
roun,  Forrest  E.  Rieke,  Lena  F.  Schreier,  DeNorval  Un- 
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thank  of  Portland  and  the  executive  secretary  were  also 
present. 

Rex  Putnam  of  Salem,  State  Superintendent  of  Public 
Instruction;  Harold  M.  Erickson  of  Portland,  State  Health 
Officer,  and  .4dolph  Weinzirl  of  Portland,  Professor  of 
Public  Health  and  Preventive  Medicine  at  the  University 
of  Oregon  Medical  School  were  also  present. 

Clarence  A.  Smith  of  Seattle,  Editor  of  Northwest 
Medicine,  was  also  present. 

Warren  C.  Hunter  and  Frank  R.  Mount  of  Portland 
were  seated  as  delegates  from  Multnomah  County  Medical 
Society. 

W.  A.  Harroun  discussed  the  organization  and  purposes 
of  the  .\merican  .Association  of  Physicians  and  Surgeons 
and  urged  that  members  of  the  Society  support  it. 

Dr.  Hayes  introduced  Rex  Putnam,  State  Superintendent 
of  Public  Instruction.  Mr.  Putnam  stated  that  he  was 
present  on  invitation  to  seek  the  cooperation  of  the  Society 
in  connection  with  the  administration  of  House  Bill  No. 
S3,  which  was  enacted  by  the  1945  Legislature. 

He  stated  that  this  measure  provided  for  programs  of 
health  instruction  and  physical  education  in  all  elementary 
and  high  schools  to  be  carried  on  under  the  general  direc- 
tion of  his  office.  He  stated  that  these  programs  included 
health  examinartons  of  the  pupils. 

He  stated  that  educators  were  not  concerned  with  a 
program  of  medical  service  but  only  with  education.  He 
stated,  however,  that  successful!  education  required  good 
health  of  the  students. 

Mr.  Putnam  stated  that  this  measure  contemplated  a 
physical  inventory  of  each  pupil  and  that  this  should  be 
made  by  the  family  physician.  He  stated  that  there  should 
be  uniformity  of  information  concerning  the  health  of  the 
students  and  that  this  involved  the  preparation  of  a uni- 
form physical  record  form  and  the  determination  of  the 
machinery  by  which  the  information  reaches  the  school  au- 
thorities. He  requested  the  appointment  of  a committee  to 
assist  in  working  out  this  problem. 

Blair  Holcomb  referred  to  the  Council  on  Community 
Health,  consisting  of  organizations  interested  in  community 
health,  now  being  organized  in  Multnomah  County  undei 
the  leadership  of  Multnomah  County  Medical  Society.  He 
expressed  the  opinion  that  other  component  societies  should 
take  the  leadership  in  organizing  similar  Councils  and  that 
these  Councils  should  deal  wtih  all  community  health  prob- 
lems, including  the  questions  under  discussion. 

It  was  voted  that  the  question  of  cooperation  in  connec- 
tion with  the  administration  of  House  Bill  No.  S3  be  re- 
ferred to  the  Committee  on  Public  Health. 

It  was  voted  that  the  delegates  request  their  respective 
component  societies  to  appoint  a Committee  on  Public 
Health  to  cooperate  with  the  Committee  on  Public  Health 
of  Oregon  State  Medical  Society  and  to  report  its  per- 
sonnel to  the  Chairman  of  the  Committee  of  the  State 
Society. 

Committee  on  Cancer  Study 

The  Committee  on  Cancer  Study  submits  the  following 
report  of  its  activities  from  October,  1944,  to  date: 

Originally  the  committee  consisted  of  three  members: 
Goodrich  C.  Schauffler,  George  B.  Isenhart  and  Warrfen  C. 
Hunter,  Chairman.  In  accordance  with  your  recommenda- 
tion, the  managing  director  of  the  .American  Cancer  Society, 
Dr.  C.  C.  Little,  asked  the  undersigned  to  take  over  the 
state  chairmanship  for  this  society  late  in  October,  1944. 
Having  familiarized  myself  somewhat  with  the  purposes 
and  organization  of  the  .American  Cancer  Society  and  find- 


ing that  the  organization  works  best  when  some  laymen 
are  included  on  the  Executive  Committee,  it  was  necessary 
to  seek  jjermission  to  enlarge  the  number  of  physicians  from 
three  to  five  in  order  that  the  majority  of  members  of  the 
committee  would  be  physicians.  The  chairman  of  your 
committee  accordingly  appeared  at  one  of  the  regular  meet- 
ings of  the  Council  of  the  State  Medical  Society  for  this 
purpose.  Permission  to  increase  the  committee  of  the  Society 
to  five  was  granted  and  the  President  then  named  Howard 
C.  Stearns  and  .Adolph  Weinzirl. 

Since  the  Oregon  State  Medical  Society  does  not  have 
funds  available  for  the  study  of  cancer  and  since  the  .Amer- 
ican Cancer  Society  is  a reputable  and  ethical  organization 
with  funds,  the  logical  approach  to  any  activity  on  the 
part  of  the  committee  was  to  combine  the  activities  of  the 
two  organizations.  This  was  readily  accomplished,  for  the 
reason  that  all  physician  members  of  the  Executive  Com- 
mittee of  the  .American  Cancer  Society  are  also  members 
of  the  Committee  for  Cancer  Study  of  the  Society. 

-Aside  from  perfecting  the  organization  of  the  .American 
Cancer  Society,  including  appointing  of  Mrs.  William  R. 
Kletzer  as  Commander  of  the  Women’s  Field  .Army,  secur- 
ing of  an  adjutant  on  a full  time  basis,  opening  a small 
office  for  the  dissemination  of  information  on  cancer  to  the 
laity  and  appointing  medical  chairmen  for  most  of  the 
counties  in  the  State,  there  was  little  that  the  committee 
could  do  until  April  of  this  year.  Each  year  in  .April  the 
.American  Cancer  Society  puts  on  a nationwide  drive  for 
memberships  in  order  to  raise  money  for  its  activities  and 
for  research  on  cancer.  This  year  we  were  most  fortunate 
in  securing  Mr.  David  Simpson  as  the  campaign  chairman 
and  under  his  able  leadership  the  quota  for  Oregon,  $65,000, 
was  oversubscribed.  -After  defraying  expenses  of  the  cam- 
paign and  giving  the  state’s  share  to  the  national  society, 
we  still  have  approximately  half  of  this  sum  for  use  in  the 
State  of  Oregon. 

In  June  the  full  committee  of  the  Cancer  Society  met, 
welcomed  our  newly  selected  lay  members,  Mrs.  E.  W.  St. 
Pierre  and  Mr.  W.  P.  Stalnaker,  and  with  the  able  help  of 
our  state  finance  officer,  Mr.  Owen  Maris,  worked  out  and 
approved  a budget  for  the  remainder  of  the  fiscal  year. 
Included  in  this  budget,  is  an  ample  amount  for  the  pur- 
chase of  well-authenticated  and  attractive  appearing  lit- 
erature for  lay  education  in  matters  of  recognition  and 
control  of  cancer.  .Advantage  of  the  situation  of  having 
many  thousands  of  workmen  in  our  ship  yards  has  been 
taken  and  ample  material  has  been  placed  in  the  hands  of 
Dr.  Forrest  Rieke,  Medical  Director,  for  dissemination  to 
these  people.  Such  material  is  on  display  at  the  headquar- 
ters of  the  society  and  may  be  had  for  the  asking.  It  is  also 
available  to  any  physician  who  may  wish  to  include  it  with 
his  statements  or  to  be  kept  in  his  reception  room.  There  is 
no  charge  for  either  the  material  or  for  mailing. 

With  so  many  physicians  away,  it  has  not  been  felt 
feasible  to  organize  Cancer  Clinic  teams,  whose  services  may 
be  had  without  expense  to  the  various  county  medical  so- 
cieties, if  invited  to  participate  in  such  a capacity.  The 
expenses  of  members  of  such  teams,  when  these  can  be 
organized,  will  be  met  by  the  .American  Cancer  Society  and 
thus  there  should  be  no  fear  that  patients  brought  before 
the  team  for  consideration  will  be  taken  from  local  physi- 
cians or  charged  for  the  diagnostic  service. 

The  committee  at  its  June  meeting  also  appropriated 
from  the  moneys  of  the  .American  Cancer  Society,  Oregon 
Division,  some  five  thousand  dollars  for  purchase  of  needed 
new  equipment  for  deep  roentgen  therapy,  for  rehabilitating 
radium  and  supplementing  the  salaries  of  deep  therapy 
technicians  at  the  University  of  Oregon  Medical  School. 
Since  the  facilities  at  the  medical  school  are  open  to  indi- 
gent and  low-level  income  people  throughout  the  State,  it 
was  felt  by  the  committee  that  equipment  and  personnel 
should  be  of  the  best.  The  expenditure  appeared  to  us  to  be 
fully  justifiable. 

Your  committee  believes  that  cancer  control  requires: 
(1)  widespread  education  of  the  laity  with  respect  to  early 
recognition  and  treatment  of  cancer,  (2)  continuous  educa- 
tion of  physicians  in  matters  of  diagnosis  and  treatment  of 
cancer,  (3)  a means  of  liaison  with  lay  groups,  best  accom- 
plished by  having  a strong  Women’s  Field  .Army  of  the 
-American  Cancer  Society  operating  in  each  State,  (4)  ade- 
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quate  facilities  for  diagnosis  and  treatment  of  cancer  and 
funds  for  research  into  the  causes  and  cure  of  cancer.  It  is 
our  belief  that  these  purposes  can  best  be  served  by  con- 
tinued cooperation  between  the  Oregon  State  Medical 
Society  through  its  Committee  on  Cancer  Study  acting  as 
members  of  the  Executive  Committee  of  the  Oregon  Divis- 
ion of  the  .American  Cancer  Society.  Otherwise,  the  Society’s 
committee  will  be  without  funds  and  cannot  function 
effectively.  Warren  C.  Hunter,  Chairman. 

It  was  voted  that  this  report  be  referred  to  the  Reference 
Committee  on  Reports  of  Committees  and  Officers. 

Committee  on  Readjustment  in  Practice  of 
Returning  Medical  Officers 

Frank  R.  Mount,  Chairman,  presented  an  extensive 
verbal  report  concerning  the  activities  of  the  Committee. 

Dr.  Mount  stated  that  David  W.  E.  Baird,  Dean  of  the 
University  of  Oregon  Medical  School  and  a member  of  the 
Committee,  was  developing  plans  for  “refresher”  and  post- 
graduate courses. 

Dr.  Mount  stated  that  there  is  an  acute  shortage  of 
office  space  in  Portland,  but  that  a new  professional  build- 
ing, which  would  provide  space  for  100  physicians,  had 
been  definitely  planned. 

Dr.  Mount  stated  that  consideration  had  been  given  to 
the  establishment  of  a loan  fund  to  assist  returning  medical 
officers,  but  that  the  need  or  desirability  of  such  a fund 
had  not  yet  been  demonstrated. 

It  was  voted  that  this  report  be  referred  to  the  Refer- 
ence Committee  on  the  Reports  of  Committees  and  Officers. 

John  H.  Fitzgibbon,  Delegate  to  the  .American  Medical 
.Association,  reported  that  the  House  of  Delegates  had  not 
met  because  of  the  restrictions  placed  on  civilian  travel. 

Dr.  Fitzgibbon  reported  on  recent  activities  of  the  Coun- 
cil on  Medical  Service  and  Public  Relations  and  particu- 
larly on  the  “Fourteen  Point  Constructive  Program  for 
Medical  Care”  which  the  Council  had  recently  adopted. 

Dr,  Fitzgibbon  announced  that  he  had  resigned  as  Chair- 
man of  the  Council  on  Medical  Service  and  Public  Rela- 
tions. 

Committee  on  Public  Health 

L.  S.  Kent,  Chairman  of  the  Committee  on  Public  Health, 
submitted  the  following  recommendations  concerning  co- 
operation in  the  administration  of  House  Bill  No.  S3; 

1. That  policies  with  respect  to  physical  examinations  be 
determined  by  negotiation  between  local  school  boards  and 
local  medical  societies. 

2.  That  a mutually  satisfactory  fee  schedule  be  adopted. 

3.  That  the  examinations  be  thorough. 

4.  That  an  adequate  record  system  be  adopted. 

5.  That  there  be  an  adequate  plan  of  follow-up  to  ensure 
the  correction  of  defects. 

Harold  M.  Erickson,  State  Health  Officer,  commented  on 
the  necessity  for  thorough  examinations  and  follow-up.  He 
called  attention  to  the  undesirability  of  two  health  depart- 
ments in  a single  community,  one  dealing  with  school 
health  problems,  and  the  second,  with  other  community 
health  problems. 

It  was  voted  that  the  recommendations  of  the  Committee 
on  Public  Health  with  respect  to  cooperation  in  the  admin- 
istration of  House  Bill  No.  S3  be  adopted. 

Board  of  Directors  of  Oregon  Physicians'  Service  Acting  as  an 
Interim  Committee  of  the  House  of  Delegates 

.At  its  midyear  meeting  in  .April,  the  House  of  Delegates 
appointed  the  members  of  the  Board  of  Directors  of  Oregon 
Physicians’  Service  as  a committee  to  define  the  objectives 
of  Oregon  Physicians’  Service  and  its  relationship  to  other 
methods  of  distributing  the  costs  of  medical  and  hospital 
service  and  to  report  to  the  House  of  Delegates  at  the  1945 
Session. 

.An  intensive  study  of  this  subject  has  been  made  by 
your  committee  during  the  past  three  months.  After  con- 
siderable deliberation  the  committee  desires  to  render  its 
report  in  the  form  of  definite  recommendations  for  your 
consideration  as  follows: 


1 . That  Oregon  Physicians’  Service  be  authorized  to  con- 
tinue the  writing  of  “Full  Coverage”  medical  and  hospital 
contracts  for  employee  groups  on  the  “service”  plan  as  at 
present. 

2.  That  Oregon  Physicians’  Service  be  empowered  to  offer 
hospitalization  contracts  for  the  families  of  employed  groups 
in  those  areas  where  the  cooperating  medical  groups  desire 
that  such  action  be  taken. 

3.  That  Oregon  Physicians’  Service  be  empowered  to  offer 
limited  coverage  medical  contract  service  to  the  families  of 
employed  groups  in  those  areas  where  cooperating  medical 
groups  desire  that  such  action  be  taken. 

•As  applied  to  all  of  the  above-mentioned  proposals,  it 
is  recommended  that  the  principle  of  local  autonomy  should 
be  preserved. 

D.  R.  Ross 
J.  P.  Brennan 
L.  M.  Spalding 
George  I.  Hurley 
Gordon  B.  Leitch 

Following  extended  discussion,  it  was  voted  that  this 
report  and  the  recommendations  contained  therein  be 
adopted. 

At  5:30  p.m.,  it  was  voted  to  adjourn  until  9:00  a.m., 
Sunday,  September  2. 

Third  Session 
Sunday,  September  2 

The  House  of  Delegates  was  called  to  order  by  First  Vice- 
President  James  C.  Hayes  at  9:00  a.m.,  in  the  Blue  Room 
of  Hotel  Multnomah. 

On  roll-call,  the  following  members  of  the  Council  were 
present: 

Edward  H.  McLean,  President;  L.  M.  Spalding,  Presi- 
dent-Elect; James  C.  Hayes,  First  Vice-President;  Thomas 
S.  Saunders,  Secretary ; Councilors  Frank  R.  Menne,  Stan- 
ley Lamb,  L.  Howard  Smith,  J.  V.  Straumfjord,  Henry 
Garnjobst,  B.  R.  Shoemaker,  E.  D.  Lamb,  C.  W.  McCain, 
W.  J.  Weese,  and  L.  S.  Kent;  Ralph  .A.  Fenton,  Trustee  of 
the  American  Medical  Association,  and  John  H.  Fitzgibbon, 
Delegate  to  the  American  Medical  Association. 

The  following  delegates  were  present; 

H.  M.  Francis  of  Corvallis,  Benton  County  Medical 
Society;  W.  Ross  Eaton  of  Oregon  City,  Clackamas  County 
Medical  Society ; ,A.  D.  McMurdo  of  Heppner,  Eastern 
Oregon  District  Medical  Society ; L.  D.  Inskeep  of  Med- 
ford, Jackson  County  Medical  Society;  M.  E.  Corthell  of 
Grants  Pass,  Josephine  County  Medical  Society;  Glenn  S. 
Morgan  of  Eugene,  Lane  County  Medical  Society;  A.  E. 
Bostrom  of  Albany,  Linn  County  Medical  Society;  Charles 
E.  Gurney,  George  E.  Henton,  Oliver  M.  Nisbet,  Matthew 
C.  Riddle,  Charles  E.  Sears,  William  H.  Thayer,  Morris  L. 
Bridgeman,  Blair  Holcomb,  Gordon  B.  Leitch,  and  Warren 
C.  Hunter  of  Portland,  Multnomah  County  Medical  So- 
ciety; R.  E.  Ringo  of  Tillamook,  Tillamook  County  Medi- 
cal Society;  J.  P.  Brennan  of  Pendleton,  Umatilla  County 
Medical  Society,  and  Hollister  M.  Stolte  of  McMinnville, 
Yamhill  County  Medical  Society. 

Charles  N.  Holman,  DeNorval  Unthank,  Leon  -A.  Gold- 
smith, Harold  M.  Erickson  and  Forrest  E.  Reike  of  Port- 
land and  the  executive  secretary  were  also  present. 

Clarence  A.  Smith  of  Seattle,  Editor  of  Northwest 
Medicine,  and  Edward  F.  Stegen  of  Chicago,  .Associate 
.Administrator  of  the  National  Physicians  Committee  for 
the  Extension  of  Medical  Service,  were  also  present. 

Committee  on  Revision  of  Constitution  and  By-Laws 

Dr.  Hayes  announced  that  the  Committee,  as  directed  by 
the  House  at  the  1945  Session,  had  prepared  the  necessary 
amendments  to  the  Constitution  and  By-Laws  to  create  the 
offices  of  Speaker  and  Vice-Speaker  and,  as  directed  by  the 
House  at  this  Session,  had  also  prepared  the  amendments 
to  make  the  Dean  of  the  University  of  Oregon  Medical 
School  a Councilor-at-Large. 

Dr.  Hayes  stated  that  the  constitution  provided  that  at 
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least  a majority  of  the  delegates  regularly  elected  by  the 
component  societies  must  be  present  when  amendments  to 
the  constitution  are  acted  upon,  that  a majority  of  regu- 
larly elected  delegates  was  not  present,  that,  therefore,  these 
amendments  could  not  be  considered  at  this  time,  and  they 
would  be  held  over  for  consideration  at  the  midyear 
meeting. 

Committee  on  Public  Health 

L.  S.  Kent,  Chairman  of  the  Committee,  explained  that 
it  had  been  created  by  the  Council  because  of  problems 
arising  under  the  federal  Emergency  Maternal  and  Infant 
Care  program  for  the  dependents  of  enlisted  men. 

She  stated  that  the  Committee  had  been  asked  to  define 
a proper  health  program  for  the  State  and  the  relationship 
of  practicing  physicians  to  such  a program.  She  stated  that 
the  committee  had  held  several  meetings  and  that  she  had 
held  one  conference  with  Governor  Earl  Snell,  looking 
toward  development  of  a sound  health  program  under  State 
auspices  and  entirely  independent  of  federal  control. 

It  was  voted  that  the  Committee  be  given  a vote  of 
thanks  for  its  work  to  date  and,  under  the  direction  of  the 
Council,  to  continue  its  study,  including  conferences  with 
Governor  Earl  Snell,  the  Legislature  and  any  other  appro- 
priate agencies. 

Blair  Holcomb  discussed  the  multiplicity  of  problems 
confronting  the  medical  profession  and  the  need  of  larger 
funds  to  establish  the  necessary  organization  to  deal  with 
these  problems. 

It  was  voted  that  the  President  be  authorized  to  appoint 
a Committee  to  study  and  make  recommendations  concern- 
ing the  need  for  a revision  of  the  dues  structure  to  provide 
sufficient  funds  to  meet  present  day  problems,  and  to  com- 
municate with  the  component  societies  concerning  the  need 
for  increased  funds. 

John  H.  Fitzgibbon  stated  that  it  cannot  be  expected  to 
combat  pressure  groups  without  adequate  organization  and 
facilities.  He  expressed  the  opinion  that  the  full  time  of  the 
executive  secretary  should  be  available  to  the  Society  in 
handling  its  increasing  problems. 

It  was  voted  that  the  executive  secretary  be  relieved  of 
outside  duties  and  placed  on  a full  time  basis  at  his  present 
overall  salary. 

Edward  F.  Stegen,  Associate  Administrator  of  the  Na- 
tional Physicians  Committee,  expressed  appreciation  of  the 
contributions  received  through  the  newly  organized  Oregon 
Physicians  Committee.  He  reported  that  a total  of  $6,000 
had  been  received  to  date.  He  stated  that,  nevertheless,  this 
amount  had  been  received  from  less  than  20  per  cent  of 
Oregon  physicians  and  it  was  to  be  hoped  that  contribu- 
tions would  be  received  from  many  other  Oregon  physicians. 

Mr.  Stegen  then  outlined  current  and  prospective  activi- 
ties of  the  Committee  in  maintaining  the  American  system 
of  medical  practice. 

There  was  discussion  concerning  the  medical  care  of  re- 
turning veterans. 

It  was  voted  that  the  Council  be  requested  to  adopt  an 
appropriate  resolution  expressing  willingness  to  cooperate 
in  every  way  in  the  medical  care  of  returning  veterans  and 
recommending  the  decentralization  of  their  care  in  their 
home  communities,  for  presentation  by  the  Oregon  Delegate 
at  the  next  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

Committee  on  Charitable  Medical  Care 

At  the  1945  Session,  the  Legislature  amended  the  law 
relating  to  old  age  assistance  by  removing  the  ceiling  of 
.$40  per  month  on  payment  to  recipients  of  this  assistance, 
i.  e.,  the  group  over  65  years  of  age.  Monthly  grants  are 
now  to  be  made  on  the  basis  of  need  and,  apart  from  this 


test,  are  limited  only  by  the  amount  of  funds  available.  The 
funds  for  old  age  assistance  are  one-half  State  and  County, 
and  one-half  Federal. 

Heretofore,  the  costs  of  the  medical  care  of  this  group 
have  been  met  either  by  a supplementary  grant  to  the 
recipient,  who  then  paid  the  physician,  or  by  direct  pro- 
vision through  an  individual  requisition  issued  by  the 
county  public  welfare  commission.  In  the  latter  case,  the 
physician  was  compensated  directly  by  the  Oregon  State 
Public  Welfare  Commission  on  the  basis  of  a special  low 
fee  schedule  prepared  in  cooperation  with  our  Committee 
and  approved  by  the  Council.  In  either  event,  the  costs  of 
the  medical  care  were  borne  by  the  State  and  counties, 
without  any  contribution  by  the  Federal  government. 

Since  the  Legislature  has  removed  the  ceiling  of  $40  per 
month,  the  State  Public  Welfare  Commission  desires,  so  far 
as  possible,  to  include  the  costs  of  the  medical  care  of  the 
old  age  assistance  group  in  the  monthly  grant,  especially  in 
the  case  of  recipients  suffering  from  chronic  diseases,  where 
the  amount  of  care  required  is  reasonably  predictable.  In 
proposing  this  change,  the  Commission  has  two  purposes  in 
mind:  first,  to  obtain  a larger  amount  of  money  for  old  age 
assistance  from  the  Federal  government  which  will  only 
match  State  and  County  funds  when  payment  from  such 
joint  funds  is  made  directly  to  the  client;  and  second,  in 
order  that  the  costs  of  medical  care  will  be  reflected  in 
computing  the  amount  of  the  average  monthly  grant.  The 
average  monthly  grant  is  subject  to  constant  comparison 
with  that  of  other  States  and  its  increase  is  the  object  of 
much  political  pressure. 

If  the  costs  of  medical  service  are  included  in  the  monthly 
grant  and  the  requisition  method  and  direct  payment  to 
the  physician  by  the  Commission  are  eliminated,  the  re- 
cipient of  old  age  assistance  will  be  personally  responsible 
for  paying  the  physician.  The  question  is  then  raised  as  to 
the  financial  basis  on  which  the  services  of  physicians  are 
to  be  available  to  recipients  of  old  age  assistance  with 
chronic  ailments.  It  is  imperative  that  the  costs  of  these 
services  be  as  predictable  as  possible  so  that  somewhat 
uniform  monthly  allowances  can  be  made. 

The  State  Public  Welfare  Commission  has  asked  for 
recommendations  concerning  the  rendering  of  medical  serv- 
ice in  this  changed  situation.  Your  Committee  submits  the 
following  recommendations: 

1.  That  inclusion  of  the  costs  of  medical  care  for  recipients 
of  old  age  assistance  in  their  monthly  grants  be  approved. 

2.  That  the  monthly  allowance  to  such  recipients  for  care 
of  chronic  diseases  not  requiring  hospitalization  be  based 
upon  payment  to  the  physician  for  diagnostic  procedures 
according  to  the  prevailing  fee  schedule,  plus  a maximum 
payment  to  the  physician  of  $10  for  the  first  month  of  care 
and  $5  for  each  subsequent  month,  except  in  cases  where  a 
need  for  special  care  is  shoown,  these  monthly  payments  to 
include  drugs  dispensed  by  the  physician  or  injected  intra- 
venously, intramuscularly  or  intradermally,  except  when 
insulin,  liver  extracts,  unusually  large  amounts  of  morphine 
or  other  expensive  medication  are  required ; plus  a maximum 
monthly  allowance  of  $2  for  prescribed  drugs,  except  when 
special  medication  is  necessary. 

Your  Committee  is  of  the  opinion  that  physicians  should 
continue  to  make  their  services  available  to  clients  of  the 
State  Public  Welfare  Commission  at  a remuneration  based 
upon  a generous  discount  from  customary  fees.  This  dis- 
count constitutes  a contribution  by  the  medical  p-ofession 
to  the  welfare  of  the  State  and  community  which  is  in 
keeping  with  the  traditions  of  the  profession.  This  principle 
has  been  a basic  guiding  rule  in  the  relations  between  the 
Society  and  the  State  Public  Welfare  Commission  since  the 
inception  of  the  latter  agency.  The  change  in  the  method 
of  payment  from  the  direct  plan  to  the  inclusion  in  grant 
plan  in  no  way  alters  the  fact  that  th“  same  class  of  per- 
sons is  being  served,  from  which  it  follows  that  the  same 
scale  of  reduced  remuneration  is  properly  acceptable. 

Charles  N.  Holman,  Chairman. 

It  was  voted  that  this  report  be  adopted. 

It  was  voted  that  appreciation  be  expressed  to  Leon 
Goldsmith,  Director  of  the  Division  of  Medical  Care  of  the 
Oregon  State  Public  Welfare  Commission,  for  his  considera- 
tion of  the  problems  of  the  physician  in  rendering  medical 
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care  to  the  welfare  clients  and  his  understanding  representa- 
tion of  the  p)oint  of  view  of  the  medical  profession  to  the 
Commission. 

Reference  Committee  on  Reports  of  Committees  and  Officers 

Your  Committee  recommends  the  adoption  of  the  re- 
ports of  the  Secretary,  the  Treasurer,  the  Committee  on 
Malpractice,  the  Committee  on  Charitable  Medical  Care, 
the  Committee  on  Cancer  Study,  the  Committee  on  Read- 
justment in  Practice  of  Returning  Medical  Officers,  and  the 
Committee  on  Public  Health  and  the  recommendations  con- 
tained therein. 

L.  D.  Inskeep,  Chairman. 
It  was  voted  that  this  report  be  adopted. 

Committee  on  Resolutions 

Your  committee  recommends  the  adoption  of  the  fol- 
lowing resolutions: 

1.  Resolved:  That  the  Oregon  State  Medical  Society  ex- 
press its  gratitude  to  Edward  H.  McLean,  our  retiring 
president,  for  his  conscientious  and  capable  services  during 
the  past  year. 

2.  Resolved:  That  the  Oregon  State  Medical  Society  ex- 
press its  sincere  appreciation  to  John  H.  Fitzgibbon  for  his 
long  and  valuable  service  as  Delegate  to  the  American 
Medical  Association  and  for  the  recognition  which  his 
service  in  our  national  organization  has  brought  to  our 
Society. 

3.  Resolved:  That  the  Oregon  State  Medical  Society  ex- 
press its  thanks  to  the  -Advisory  Committee  to  the  Procure- 
ment and  -Assignment  Service  for  Physicians,  George  E. 
Henton,  Chairman;  Stanley  Lamb,  and  Edward  H.  Mc- 
Lean, for  the  judicious  and  efficient  way  in  which  they  have 
discharged  their  ver>-  difficult  task. 

William  H.  Thayer,  Chcirman. 
It  was  voted  that  this  report  be  adopted. 

Nominating  Committee 

Your  Committee  recommends  the  following  nominees  for 
the  offices  to  be  filled  at  this  session: 

President-Elect Stanley  Lamb,  Portland 

First  Vice-President James  C.  Hayes,  Medford 

Second  Vice-President Burton  A.  Myers,  Salem 

Third  Vice-President J.  V.  Straumfjord,  Astoria 

Secretary Thomas  S.  Saunders,  Portland 

Treasurer Cecil  J.  Ross,  Portland 

Councilors  for  three-year  term  ending  in  1948- 

Second  District Edward  S.  Koziol,  St.  Helens 

Fourth  District B.  R.  Shoemaker,  Roseburg 

Sixth  District C.  W.  McCain,  Hood  River 

L.  S.  Kent,  Eugene 

Councilor  for  First  District  to  complete  term  of  Stanley 
Lamb,  Portland,  ending  in  1946,  in  the  event  he  is  elected 

President-Elect Martin  .A.  Howard,  Portland 

Delegate  to  the  .American  Medical  .Association 

Frank  R.  Mount,  Portland 

-Alternate  Delegate  to  the  .American  Medical  .Association 

Edward  H.  McLean,  Oregon  City 

Charles  E.  Gurney,  Chairman. 
It  was  voted  that  this  report  be  adopted  for  submission 
to  the  Society. 

Charles  E.  Gurney,  Chairman  of  the  Nominating  Com- 
mittee, reported  that  the  Committee  had  voted  to  nominate 
Goodrich  C.  Schauffler  of  Portland  to  succeed  himself  as  a 
member  of  the  Committee  on  Publication  for  the  three-year 
term  ending  in  1948. 

It  was  voted  that  the  nominations  be  closed,  the  rules 
suspended,  and  the  Secretar>'  instructed  to  cast  a unanimous 
ballot  for  Dr.  Schauffler.  He  was  thereupon  declared  elected. 

John  H.  Fitzgibbon  stated  that  his  term  as  Delegate  to 
the  -American  Medical  .Association  ran  through  the  194S 
Session  of  the  .Association,  which  ordinarily  would  have 
been  held  in  June,  but  had  been  postponed  owing  to  re- 
strictions on  civilian  travel.  He  announced  that  he  was 
tendering  his  resignation  so  that  the  newly-elected  Delegate 


could  serve  at  the  1945  Session.  It  was  voted  that  the  resig- 
nation of  John  H.  Fitzgibbon  as  Delegate  to  the  .American 
Medical  Association  be  accepted.  Dr.  Fitzgibbon  was  then 
given  a standing  vote  of  thanks  for  his  services. 

Morris  L.  Bridgeman  stated  that  his  term  as  .Alternate 
Delegate  likewise  ran  through  the  1945  Session,  but  that  he 
was  tendering  his  resignation  so  that  the  newly-elected  -Al- 
ternate Delegate  could  serve  at  the  1945  Session.  It  was 
voted  that  the  resignation  of  Morris  L.  Bridgeman  as 
-Alternate  Delegate  to  the  .American  Medical  .Association  be 
accepted.  Dr.  Bridgeman  was  then  given  a standing  vote 
of  thanks  for  his  services. 

It  was  voted  that  Frank  R.  Mount,  nominee  for  Delegate 
to  the  -American  Medical  .Association,  and  Edward  H.  Mc- 
Lean, nominee  for  .Alternate  Delegate  to  the  .American 
Medical  -Association,  also  serve  in  the  1945  Session  of  the 
-Association,  contingent  upon  their  election  by  the  general 
Society. 

It  was  voted  that  a midyear  meeting  of  the  House  be 
held  in  1946. 

It  was  voted  that  the  dues  of  members  returning  from 
the  militar>'  servdce  be  waived  for  the  calendar  year  during 
which  they  return. 

-At  11:30  a.m.,  the  House  adjourned  sine  die. 

Thomas  S.  Saunders,  Secretary. 

GENERAL  BUSINESS  SESSION  OF  THE  SOCIETY 

The  business  session  of  the  Society  was  called  to  order  by 
President  Edward  H.  McLean,  at  11:30  a.m.,  in  the  Blue 
Room  at  Hotel  Multnomah. 

First  Vice-President  James  C.  Hayes  was  tendered  a 
standing  vote  of  thanks  for  his  services  as  Speaker  of  the 
House  of  Delegates. 

It  was  voted  that  appreciation  be  expressed  to  Mrs.  G.  B. 
McLean  for  her  work  as  editor  of  the  “Service  Bulletin.” 

The  Secretary  reported  that  the  House  of  Delegates  had 
elected  Goodrich  C.  Schauffler  of  Portland  to  succeed  him- 
self as  a member  of  the  Committee  on  Publication  for  the 
three-year  term  ending  in  1948. 

NECROLOGY 

The  names  of  the  following  physicians  who  died  during 
the  past  year  were  read: 

**Philip  John  Bartle,  Eugene,  died  September  5,  1944. 

William  Henr>-  Ewin,  Portland,  died  September  24,  1944. 

Charles  -Aiken  Mathieu,  Portland,  died  October  25,  1944. 
(In  -Action). 

Isaac  -Alexander  Dunlap,  Sutherlin,  died  November  1, 
1944. 

*Sidney  Mayer,  Jr.,  Portland,  died  November  2,  1944. 

♦Harold  LaVerne  Blosser,  Portland,  died  November  4, 
1944. 

Daniel  W.  Henry,  Portland,  died  November  10,  1944. 

♦.Archie  Clifford  Van  Cleve,  Portland,  died  November  10, 
1944. 

Frederick  Gaither  Thayer,  Medford,  died  November  14, 
1944. 

-Ambrose  H.  Johnson,  Portland,  died  November  17,  1944. 

Hermann  K.  Stockwell,  Salem,  died  November  17,  1944. 

Marie  Miller  Goffen,  Portland,  died  November  20,  1944. 

♦Reuben  Harrison  Fields,  Reedsport,  died  December  9, 
1944. 

George  Potter  Edwards,  Myrtle  Point,  died  December  18, 
1944. 

Gail  Simpson  Newsom,  Philomath,  died  December  22, 
1944. 

♦Walter  Herman  Becker,  Portland,  died  December  27, 

1944. 

Sarah  E.  .A.  Schetky,  Hood  River,  died  January  3,  1945. 

♦William  Johnston  Collie,  Portland,  died  January  5, 

1945.  (In  -Action). 
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♦Joseph  Robbins  Wetherbee,  Eugene,  died  January  12, 
1945. 

♦Kenneth  Gilbert  Smith,  Portland,  died  January  18,  1945. 
♦.\lbert  Koehler,  Baker,  died  March  1,  1945. 

John  George  .'\bele,  Portland,  died  March  14,  1945. 
♦William  Henry  Dale,  Eugene,  died  March  14,  1945. 
.-Mbert  F.  E.  Schierbaum,  Mount  .\ngel,  died  March  28, 
1945. 

Edwin  Ross,  St.  Helens,  died  March  29,  1945. 

♦Marcus  Thrane,  Hood  River,  died  April  10,  1945. 

Ethel  Neva  Hart,  Portland,  died  April  16,  1945. 
♦♦Charles  Johnson  Smith,  Portland,  died  April  19,  1945. 
Bernard  Pehr,  John  Day,  died  May  6,  1945. 

Ernest  Charles  Dalton,  St.  Helens,  died  May  16,  1945. 
♦.\rtie  Blair  Paul,  Portland,  died  May  18,  1945. 

Edward  Sylvester  Donnelly,  Woodburn,  died  May  25, 
1945. 

♦Robert  Bruce  Miller,  Lebanon,  died  May  31,  1945. 
♦Herman  Richard  Biersdorf,  Portland,  died  June  1,  1945. 
♦Cecil  Else  Brous,  Linnton,  died  June  3,  1945. 

.■\sa  Bertrand  Starbuck,  Dallas,  died  June  8,  1945. 

♦.Allen  Edward  Kidd,  Portland,  died  July  7,  1945. 
Howard  L.  Dumble,  Hood  River,  died  July  13,  1945. 
♦Raymond  Edward  Watkins,  Portland,  died  .August  7, 
1945. 

Toivo  Johannes  Forsstrom,  Astoria,  died  August  15,  1945. 
■Audley  Clark  Joslyn,  Portland,  died  .August  29,  1945. 
♦Member  of  the  Oregon  State  Medical  Society. 
♦♦Past-President  of  the  Oregon  State  Medical  Society. 

The  members  present  then  arose  and  paid  silent  tribute 
to  the  memory  of  these  physicians. 

ELECTION  OF  OFFICERS 

The  following  nominations  of  the  House  of  Delegates  for 
the  various  offices  of  the  Society  were  read; 

President-Elect Stanley  Lamb,  Portland 

First  Vice-President James  C.  Hayes,  Medford 

Second  Vice-President Burton  A.  Myers,  Salem 


Third  Vice-President J.  V.  Straumfjord,  Astoria 

Secretary Thomas  S.  Saunders,  Portland 

Treasurer Cecil  J.  Ross,  Portland 

Councilors  for  three-year  term  ending  in  1948; 

Second  District Edward  S.  Koziol,  St.  Helens 

Fourth  District B.  R.  Shoemaker,  Roseburg 

Sixth  District C.  W.  McCain,  Hood  River 

At-Large L.  S.  Kent,  Eugene 

Councilor  for  First  District  to  complete  term  of  Stanley 
Lamb,  Portland,  ending  in  1946,  in  the  event  he  is  elected 

President-Elect Martin  A.  Howard,  Portland 

Delegate  to  the  American  Medical  Association 

Frank  R.  Mount,  Portland 

Alternate  Delegate  to  the  .American  Medical  Association 

Edward  H.  McLean,  Oregon  City 

All  the  above-named  nominees  were  unanimously  elected 
except  as  follows; 

J.  V.  Straumfjord  withdrew  his  name  as  nominee  for  the 
office  of  Third  Vice-President. 


Raymond  M.  McKeown  of  Marshfield  was  nominated 
and  unanimously  elected  Third  Vice-President. 

Richard  B.  Adams  of  Portland  was  nominated  for  the 
office  of  Councilor  for  the  First  District  to  fill  the  unexpired 
term  of  Stanley  Lamb  of  Portland  ending  in  1946.  The 
members  voted  by  individual  secret  ballot  with  the  result 
that  Dr.  .Adams  was  elected. 

J.  V.  Straumfjord  of  Astoria  was  nominated  for  the 
office  of  Councilor  for  the  Second  District.  The  members 
voted  by  individual  secret  ballot  with  the  result  that  Dr. 
Straumfjord  was  elected. 

The  business  session  of  the  Society  was  declared  ad- 
journed at  12;30  p.m. 

Thomas  S.  Saunders,  Secretary. 


CHILD  SPACING  AND  THE  STILLBIRTH  TOLL 

Mothers  who  would  lessen  the  possibility  of  having  their 
babies  born  dead  should  space  the  birth  of  their  children 
neither  too  close  nor  too  far  apart. 

This  basic  rule  has  been  formulated  from  a study  of  more 
than  seven  million  births  by  Dr.  Jacob  Yerushalmy,  princi- 
pal statistician  of  the  U.  S.  Public  Health  Service,  in  an 
effort  to  determine  the  underlying  factors  in  this  country’s 
stillbirth  rate.  More  than  75,000  American  babies  are  lost 
each  year  through  stillbirths. 

The  Yerushalmy  study  refutes  the  findings  of  an  earlier 
one  made  by  Dr.  Nicholson  J.  Eastman  of  Johns  Hopkins 
University,  who  concluded  on  the  basis  of  5,168  Baltimore 
births  that  “for  the  best  maternal  and  fetal  outlook  we  are 
inclined  to  believe  that  youth  is  a better  ally  than  child 
spacing.” 

.Although  Dr.  Yerushalmy  was  unable  to  determine  with- 
out further  elaborate  study  how  much  time  should  elapse 
between  the  birth  of  one  baby  and  the  beginning  of  another 
pregnancy  for  women  of  different  ages  and  number  of  chil- 
dren, his  findings  do  emphasize  that  a period  of  rest  and 
recuperation  is  essential  to  the  average  woman. 

The  study,  which  is  reported  in  detail  in  the  current  issue 
of  Human  Biology,  is  hailed  by  medical  men  as  an  im- 
portant contribution  to  the  health  protection  of  mothers 
and  infants.  Dr.  J.  H.  J.  Upham,  former  president  of  the 
■American  Medical  .Association  and  chairman  of  the  National 
Medical  .Advisory  Council  of  the  Planned  Parenthood  Fed- 
eration, says;  “Medical  opinion  in  this  country  has  long 
realized  that  mothers  should  be  assured  a period  of  rest  to 
regain  their  strength  between  pregnancies.  Common  sense 
would  indicate  that  repeated  childbirth  at  too  close  intervals 
places  too  great  a strain  on  the  mother  and  permits  the 
baby  too  small  a margin  of  health.  Dr.  Yerushalmy’s  study, 
however,  is  the  first  exhaustive  one  in  this  field  and  will 
prove  of  infinite  help  in  determining  sound  maternal  health 
practices.”  The  Federation  has  long  advocated  the  spacing 
of  children. 

Commenting  on  the  Yerushalmy  findings  in  its  September 
1st  issue,  the  .AM.A  Journal  says  his  “observations  empha- 


size that  a period  of  rest  and  recuperation  is  essential  to  the 
average  woman  and  that  babies  born  either  too  close  to- 
gether or  at  too  wide  intervals  have  less  chance  of  being 
born  alive  than  those  spaced  at  moderate  intervals.  Further- 
more, Yerushalmy  concludes  that  the  interval  between 
births  is  a basic  factor  in  the  incidence  of  stillbirth.  Al- 
though at  first  glance  the  Eastman  and  Yerushalmy  studies 
appear  to  give  conflicting  results,  it  is  not  certain  that  they 
cannot  be  reconciled.  Probably  the  age  of  the  mother,  child 
spacing  and  total  number  of  children  would  all  influence 
not  only  the  incidence  of  stillbirths  but  also  the  maternal 
health.” 

The  new  study,  based  on  7,151,631  births  occurring  be- 
tween 1937  and  1941,  shows  that  the  lowest  stillbirth  rates 
do  not  occur  among  the  youngest  mothers  where  “youth” 
might  be  expected  to  be  the  dominant  factor.  It  is  relatively 
high  for  mothers  between  20  and  24  and  increases  there- 
after with  the  age  of  the  mothers  to  56.2  in  the  40  to  44 
age  group. 

The  theory  that  it  is  better  for  a mother  to  have  her 
babies  at  well-spaced  intervals  rather  than  “having  them 
all  close  together  while  she  is  very  young”  is  further  sup- 
ported by  the  fact  that  the  lowest  stillbirth  rate  for  second 
births  occurs  in  the  age  group  of  20  to  24.  For  third,  fourth 
and  fifth  births  the  lowest  rates  are  registered  in  the  25  to 
29  group.  For  sixth,  seventh  and  eighth  babies  the  lowest 
rates  are  those  of  the  30  to  34  group,  and  for  12  or  more 
babies  the  oldest  mothers  are  found  to  have  the  best  chance 
of  having  their  babies  born  alive. 
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ANNUAL  MEETING 

MEDICAL  ASSOCIATION 

SPOKANE,  1946 

DEAN  OF  UNIVERSITY  OF  WASH- 
INGTON MEDICAL  SCHOOL 

Dr.  Edward  L.  Turner  of  Bradford,  Pa.,  has  been  ap- 
pointed by  the  Board  of  Regents  of  the  University  of 
Washington  as  Dean  of  the  new  medical  school.  Dr.  Turner 
received  his  degrees  of  B.S.  and  M.S.  from  the  University 
of  Chicago,  and  graduated  from  University  of  Pennsylvania 
School  of  Medicine  in  1928.  From  1938  to  1944  he  was 
president  of  the  Meharry  Medical  College,  Nashville,  Tenn., 
after  having  served  as  professor  and  head  of  the  depart- 
ment of  medicine  of  the  institution  for  two  years.  Prior  to 
going  to  Meharry,  Dr.  Turner  was  associated  with  the 
.\merican  University  of  Beirut,  Syria,  acting  as  Dean  of 
the  Medical  School  the  last  few  years  while  there.  He  was 
president  of  the  Tennessee  State  Anatomical  Board  and 
president  of  the  State  Basic  Science  Board.  Dr.  Turner’s 
father  recently  was  president  of  the  Lewiston,  Idaho,  State 
Normal  School. 


STATE  DEPARTMENT  OF  HEALTH 


OTOLOGIST  FOR  STATE  DEPARTMENT 
OF  HEALTH 

Dr.  Arthur  L.  Ringle,  State  Director  of  Health,  an- 
nounces the  appointment,  effective  October  1,  of  Dr.  Emily 
A.  Pratt  as  otologist  and  Head  of  the  Conservation  of 
Hearing  Section  of  the  Department.  Dr.  Pratt,  who  has 
had  years  of  successful  experience  in  developing  services 
for  hard-of-hearing  children  in  New  York  State,  will  in- 
tensify the  program  now  being  conducted  for  school  chil- 
dren in  the  State  of  Washington.  Her  appointment  is  in 
fulfillment  of  the  law  passed  by  the  last  session  of  the 
legislature,  providing  for  the  employment  of  an  otologist 
by  the  State  Department  of  Health. 

Dr.  Pratt  will  cooperate  with  the  Department  of  Public 
Instruction  in  a program  of  screening  out  school  children 
with  loss  of  hearing  and  providing  expert  interpretation  of 
the  screening  tests  to  both  school  and  home.  Medical  and 
surgical  correction  will  be  secured  through  the  already 
existing  services  of  private  otologists  in  the  State  and  the 
educational  adjustment  will  be  provided  through  the 
schools.  It  is  estimated  that  l.S  per  cent  of  the  school 
children  in  the  State  of  Washington  need  special  acoustical 
attention. 


PROPER  USE  OF  D.  D.  T. 

The  State  Health  Department,  through  its  Division  of 
Public  Health  Engineering,  has  been  conducting  meetings 
in  the  state  on  the  proper  use  of  D.D.T.  First  of  these 
meetings  was  held  in  Whatcom  County,  October  17-19, 
and  in  Skagit  County,  October  22-24,  the  primary  interest 
being  in  control  of  flies  in  milk  sanitation.  Tentative  dates 
in  November  are  planned  for  Pacific-Lewis  and  Thurston- 
Mason  counties.  .411  meetings  are  held  in  cooperation  with 
county  agents. 


Discussions  cover  insects  only  of  public  health  interest, 
such  as  fleas,  flies,  bedbugs,  lice,  etc.,  the  Health  Depart- 
ment attempting  no  answers  to  agricultural  pest  problems, 
it  was  pointed  out.  Conducting  the  meetings  in  cooperation 
with  county  agents,  dairy  cooperatives  and  the  milk  in- 
dustry are  Mitchell  Mondala,  advisory  sanitarian  and 
John  Drake,  advisory  milk  sanitarian  of  the  Division  of 
Public  Health  Engineering. 

In  these  demonstrations  various  type  of  D.D.T.  formulae 
are  used.  They  include  the  soluble  type,  S per  cent  in 
kerosene;  dusts,  water  emulsion  concentrate,  and  wettable 
D.D.T.,  the  powder  or  suspension  type.  The  use  of  these 
formulae  for  control  of  various  pests  is  demonstrated  with 
proper  equipment.  The  use  of  D.D.T.  in  control  of  pests 
in  milk  sanitation  also  has  been  carried  over  the  farmer 
hour  on  radio  station  KIRO  in  Seattle. 


MEDICAL  NOTES 


SOth  General  Hospital  Expected  Home  Soon.  Several 
members  of  SOth  General  Hospital  have  returned,  some 
having  resumed  practice.  Organized  in  Seattle,  the  unit 
trained  at  Camp  Carson,  Colo.,  and  was  sent  to  England 
and  later  to  France.  Originally  a 1000-bed  unit,  it  later  en- 
larged to  ISOO  beds  but  many  of  the  original  staff  were 
transferred  and  replaced  while  overseas.  .4mong  the  staff 
already  returned  are  Edward  B.  Speir,  Morris  J.  Dirstine, 
J.  W.  McDowell,  Joseph  A.  McDermott,  Homer  V.  Hartzell, 
John  K.  Martin,  Ole  Slind,  Philip  H.  Narodick,  Max.  L. 
Schoolnik,  all  of  Seattle;  Edwin  Fairburn  and  Charles 
Larson  of  Tacoma;  and  R.  T.  Scott  of  Lewiston,  Idaho. 

Doctors  Return  to  Practice.  Some  of  the  Washington 
doctors  who  have  been  discharged  or  will  soon  be  dis- 
charged from  the  armed  services  to  resume  or  start  their 
private  practice  include;  P.  P.  Cooley  of  Monroe,  Sam 
.\ronson  of  Bremerton,  Ralph  Taylor  of  Bellingham,  Harry 
M.  Morgan  of  Longview,  Gordon  Congdon  of  Wenatchee, 
and  Kenneth  Drewelow  of  Kirkland.  Also  returning  to 
practice  are  Gordon  .Adams  of  Enumclaw,  E.  L.  Calhoun 
of  Hoquiam,  J.  Walton  Darrough  of  Everett,  Kenneth 
Graham  of  Aberdeen,  Guy  E.  March,  Jr.  of  Yakima,  Rich- 
ard D.  Roys,  Sam  C.  Standard,  and  Glen  G.  Rice  of  Seattle. 

Superintendent  of  Northern  State  Hospital  Retires. 
Dr.  J.  W.  Doughty,  superintendent  of  the  Northern  State 
Hospital  for  the  past  twenty-eight  years,  has  announced  his 
resignation,  to  take  effect  on  December  1.  Dr.  Doughty  is 
77  years  of  age,  and  after  his  retirement  will  make  his  home 
in  Sedro-Woolley.  He  has  been  associated  with  this  institu- 
tion from  the  time  it  consisted  of  a few  scattered  buildings 
to  the  present  famous  mental  hospital,  valued  at  more  than 
$2,500,000. 

Work  Starts  on  Blood  Bank  Building.  Ground  was 
broken  by  Mayor  William  F.  Devin  of  Seattle  for  the  be- 
ginning of  construction  of  the  home  of  King  County  Central 
Blood  Bank.  Beside  Mayor  Devin  those  who  took  part  in 
the  ceremony  include  Robert  W.  Graham,  Emil  G.  Sick, 
Dr.  S.  Maimon  Samuels,  Richard  Ellis,  Dr.  Eugene  B. 
Potter,  Dr.  Robert  Mullarkey,  Dr.  Richard  Czajkowski  and 
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William  Bane.  The  building  is  to  be  constructed  on  the 
Southwest  corner  of  Terry  Avenue  and  Madison  Street  on 
property  donated  by  Dr.  S.  Maimon  Samuels. 

Pledge  Tuberculosis  -4id.  Funds  to  supplement  avail- 
able state  money  to  build  a tuberculosis  hospital  in  Central 
Washington  were  pledged  recently  by  county  commissioners 
of  Yakima,  Benton,  Franklin,  Grant  and  Klickitat  counties. 
Officials  of  five  other  counties  will  vote  soon  as  to  whether 
or  not  they  join  this  project.  Yakima  officials  are  confident 
that  the  Selah  site,  purchased  several  years  ago  by  four 
counties  for  a sanatorium,  will  be  chosen  for  the  institution 
to  serve  the  area. 

Dr.  Halversen  to  be  Head  of  State  Hospital.  Maj. 
Clifford  Halversen  of  Fort  Steilacoom  will  soon  become 
superintendent  of  the  Northern  State  Hospital  at  Sedro- 
Woolley  succeeding  Dr.  J.  W.  Doughty.  He  will  be  dis- 
charged from  the  military  service  soon.  He  was  in  charge 
of  neuropsychiatric  work  in  ten  .\merican  Army  hospitals 
in  England  during  the  war,  and  for  the  last  several  months 
has  supervised  this  work  at  the  Madigan  General  Hospital. 

Navy  Hospital  May  Be  Permanent.  Recommendation 
for  the  establishment  of  a permanent  SOO-bed  Navy  hos- 
pital in  Seattle  has  been  presented  to  the  House  Naval 
.■\ffairs  Committee.  .4t  present  all  buildings  of  the  hospital 
are  of  wood.  It  is  assumed  that  the  Navy  will  call  for 
more  permanent  construction. 

Plans  for  Hospital  at  Chelan.  Plans  for  the  erection 
and  equipping  of  a 23-bed  hospital  with  a goal  of  $60,000 
for  that  purpose  have  been  definitely  established  by  repre- 
sentative groups  recently  gathered  in  Chelan.  Committees 
have  been  appointed  from  each  community  group  to  make 
plans  for  soliciting  for  this  fund. 

Garfield  County  Plans  Hospital.  Garfield  County  resi- 
dents recently  voted  for  creation  of  a public  hospital  dis- 
trict and  commissioners  who  will  proceed  with  plans  for 
the  construction  and  equipping  of  a hospital  to  cost  ap- 
proximately $60,000. 

Marine  Hospital  .Addition.  Plans  are  being  formulated 
by  the  Public  Health  Service  to  enlarge  the  Marine  Hos- 
pital of  Seattle  from  125  to  150  beds  at  a cost  of  about 
51,250,000.  Bids  will  probably  not  be  taken  before  the  next 
eight  or  ten  months. 

Hospital  Planned  for  Kennewick.  The  city  of  Kenne- 
wick is  accumulating  funds  for  the  postwar  building  of  a 
new  hospital.  Construction  is  to  begin  as  soon  as  materials 
are  released. 

New  Hospital  Director.  .After  retirement  of  .A.  J. 
Hockett  as  superintendent  of  King  County  Hospital,  Seattle, 
E.  W.  Roberts,  head  of  the  X-Ray  Department,  was  ap- 
pointed acting  superintendent  until  the  Board  of  Trustees 
shall  choose  a permanent  director  from  a long  list  of  appli- 
cants from  many  parts  of  the  country. 

Hospital  to  Open  Soon.  The  new  hospital  at  Ephrata 
is  to  open  soon  to  the  public.  The  Board  of  Directors 
adopted  the  name  Columbia  Basin  Hospital  at  a recent 
meeting. 

New  Medical  Exam  Board  .Appointed.  Governor  Wall- 
gren  recently  appointed  a new  three-man  board  of  medical 
examiners.  The  new  members  are  .Alexander  Grinstein, 
Seattle;  T.  Reed  Ingham,  Olympia,  and  J.  W.  Colin  Lind- 
sey, Ritzville.  Retiring  members  are  P.  C.  Kyle,  Tacoma ; 
David  Metheny,  Seattle,  and  Robert  L.  Rotchford,  Spokane. 


New  Director  of  Health  Department.  Edward  Van 
Aelstyn,  now  of  Longview,  formerly  of  Price,  Utah,  has 
been  appointed  director  of  the  health  Department  of  Cow- 
litz and  Wahkiakum  counties.  He  is  a graduate  of  Uni- 
versity of  Louisville  Medical  School.  For  eight  years  he 
was  director  of  health  at  Price. 

P.  C.  Mikkelsen  of  Renton  has  decided  to  give  up 
his  practice  and  go  to  Los  Angeles,  where  he  and  his 
wife  will  make  their  home.  Dr.  Mikkelsen  has  been  in 
practice  in  Renton  since  1921  and  is  now  forced  to  leave, 
due  to  ill  health. 

Heads  Physicians’  Unit.  John  E.  Nelson  of  Seattle  was 
elected  president  of  the  Pacific  Northwest  Chapter,  Ameri- 
can College  of  Chest  Physicians,  which  met  recently  at 
The  Dalles,  Oregon. 


OBITUARIES 


Dr.  Guy  E.  Marcy,  Sr.,  of  Yakima,  age  59  years,  died 
October  24,  from  smoke  suffocation,  presumably  from 
cigarette  while  in  bed.  He  was  born  in  Montesano,  Wash- 
ington, in  1886.  He  obtained  his  medical  degree  from  Uni- 
versity of  Iowa  Medical  School  in  1908.  He  practiced  in 
Yakima,  with  the  exception  of  service  as  captain  in  the 
medical  corps  in  World  War  I in  France. 

Dr.  Logan  C.  Kimzey,  of  Pullman,  age  67  years,  died 
September  23,  following  cerebral  hemorrhage.  He  graduated 
from  Washington  University  School  of  Medicine,  St.  Louis, 
in  1910.  He  located  for  practice  in  Pullman  in  1911,  re- 
tiring in  1940.  He  was  active  in  professional  and  civic 
organizations,  being  former  president  of  Whitman  County 
Medical  Society  and  an  official  of  civic  organizations. 

Dr.  Mary  D.  Skinner,  of  Seattle,  age  68  years,  died 
October  20.  She  was  born  in  England  and  came  to  the 
United  States  in  1897.  She  graduated  from  the  University 
of  Oregon  Medical  School  in  1903,  and  located  for  practice 
in  Seattle  in  1905.  She  retired  from  practice  in  1944. 


SOCIETY  MEETINGS 


KING  COUNTY  MEDICAL  SOCIETY 

King  County  Medical  Society  held  its  regular  monthly 
meeting  October  1,  in  the  auditorium  of  the  Medical  Dental 
Building,  Seattle,  at  8:15  p.m.  with  President  Harold  E. 
Nichols  presiding. 

Thomas  W.  Madsen  was  elected  to  membership.  Applica- 
tions were  received  from  Charles  L.  Boone,  E.  M.  Bryan, 
William  E.  Chalecke,  John  W.  Codling,  Paul  Ferse,  C.  D. 
Goodhope,  Steven  J.  Grega,  Franz  Kirschner,  Harry  D. 
Pass,  Elizabeth  M.  Peterson,  William  W.  Richardson,  Merton 
P.  Shelton,  Ernest  J.  Tardif,  Helene  M.  Templeton,  Irwin 
Wirth,  and  E.  France  Word,  and  were  read  for  the  first 
time.  Applications  of  James  H.  Lasater,  Robert  M.  Rankin, 
Joseph  P.  Toppenberg,  and  Rudolph  Heilpern  were  read 
for  the  second  time. 

Dr.  Nichols  announced  the  annual  meeting  of  King 
County  Medical  Service  Bureau  for  October  15. 

Eugene  B.  Potter  and  Robert  E.  Mullarky  discussed 
“Organization  and  Management  of  the  King  County  Central 
Blood  Bank.”  Dr.  Potter  stated  the  blood  bank  was  cele- 
brating its  first  birthday.  He  described  its  origin,  purpose 
and  control,  giving  many  details  on  all  of  these  points  of 
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vital  interest  to  the  welfare  of  the  blood  bank  and  instruc- 
tion to  members  of  the  society. 

Dr.  Mullarky  described  the  methods  necessary  to  obtain 
transfusion  and  particulars  regarding  its  application.  He 
discussed  replacements  of  blood  and  plasma.  He  described 
details  of  its  administration  at  King  County  Hospital  and 
the  mutual  relations  between  the  bank  and  the  hospital. 

J.  Richard  Czajkowski,  director  of  King  County  Central 
Blood  Bank,  read  an  interesting  scientific  paper  on  “In- 
vestigation of  Blood  Transfusion  Reaction.”  This  paper 
appears  in  this  issue  of  Northwest  Medicine. 

COWLITZ  COUNTY  MEDIC.AL  SOCIETY 
Cowlitz  County  Medical  Society  met  at  its  regular  dinner 


meeting  at  Hotel  Monticello,  Longview,  October  17. 

\ representative  of  the  E.  R.  Squibb  Company  showed 
a color  movie  with  sound  on  various  aspects  of  nutrition, 
with  special  reference  to  vitamin  deficiencies. 

W.  A.  Johnson,  President  of  the  Society,  gave  a most 
interesting  paper  on  the  Rh  Factor  and  its  relationship  to 
complications  of  pregnancies  and  reactions  from  blood 
transfusions. 

The  .Auxiliary  met  at  the  home  of  Mrs.  H.  M.  Morgan 
with  Mrs.  Roy  Reis  assisting  hostess.  Mrs.  Howard  Ham- 
ilton read  the  book,  “The  Little  Prince,”  by  Antoine  De- 
Saint-Exupry. 


- — 
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COOPERATION  WITH  THE  DRUGGIST 


During  the  recent  meeting  of  the  Alaska  Board  of  Phar- 
macy the  matter  of  prescriptions  was  discussed.  Druggists 
over  the  Territory  have  said  that  many  doctors,  especially 
when  rushed  with  their  practice  and  very  busy,  have 
merely  told  the  patient  to  go  to  the  druggist  and  ask  for 
such-and-such  a drug.  In  most  cases  this  is  not  wise  with 
any  remedy,  but  it  is  especially  unwise  in  the  case  of  the 
drugs  which  the  law  specifically  states  must  be  sold  by  the 
druggist  on  prescription  only.  Since  the  druggist  cannot 
take  the  word  of  the  patient  about  the  order,  it  is  then 
necessary  for  him  to  go  to  the  telephone  and  call  the 
doctor  in  the  first  place  to  write  out  a proper  prescription. 

In  Chapter  45,  section  1,  of  Laws  relating  to  Druggists 
and  Pharmacists  of  the  Territory  of  Alaska,  is  found  the 
authority  “to  sell,  give  away,  barter,  exchange  or  distribute 
chloral-hydrate  and  para-amino-benzene  sulfonamide,  sul- 
fanilamide, sulfamidyl,  prontylin,  prontosil,  neo-prontosil, 
neo-protylin,  edimalin,  sulfonamide  or  any  salts,  derivatives 
or  compounds  thereof  or  any  registered,  trademarked  or 
copyrighted  preparation  or  compound  registered  in  the 
United  States  Patent  Office  containing  said  substances,  ex- 
cept upon  authority,  order  or  prescription  of  a physician, 
surgeon,  dentist  or  veterinary  surgeon  duly  licensed  to 
practice  in  the  Territory  of  Alaska,  and  shall  not  be  re- 
filled without  the  authority  of  the  prescriber.”  When  the 
druggist  asks  that  this  rule  be  followed,  he  is  merely  follow- 
ing the  law.  Carelessness  in  following  this  rule  often  leads 
to  confusion  in  the  distribution  of  those  drugs  whose  sale 
is  restricted  by  law. 


SHOULD  THE  SALE  OF  PENICILLIN 
BE  RESTRICTED? 


.A  very  timely  question  has  been  raised  as  to  regulation 
of  the  sale  of  penicillin  in  the  Territory,  especially  now  that 
the  oral  preparations  are  available.  This  drug  has  been 
very  widely  advertised  to  the  public  during  the  war  be- 
cause of  its  miraculous  healing  powers.  Because  of  this 
the  public  is  likely  to  misunderstand  the  true  power  of  the 


drug  and  there  is  little  doubt  that  they  will  begin  to  buy 
it  for  administration  in  any  and  all  illnesses.  Aside  from 
the  fact  that  improper  dosage  of  this  drug  will  lead  to  dis- 
eases becoming  penicillin  resistant,  many  early  symptoms 
which  would  be  of  value  to  the  doctor  in  diagnosis  will  be 
covered  up.  In  other  cases  the  hopeless  use  of  the  drug  will 
delay  the  first  visit  of  the  patient  to  the  doctor  and  thus 
impair  his  chance  of  success  with  the  proper  treatment. 

The  Secretary  of  the  Association  would  like  to  hear  from 
a goodly  number  of  the  doctors  in  the  Territory  as  to  their 
feelings  in  this  matter  so  that  some  action  might  be  taken 
as  early  as  possible. 


MEDICAL  NOTES 


-Alaska  Tuberculosis  Association.  The  annual  report 
of  the  -Alaska  Tuberculosis  Association  is  now  being  dis- 
tributed throughout  the  territory.  Last  year  the  sum  of 
$5,410  was  donated  by  the  association  to  the  department 
for  an  X-ray  program,  but,  due  to  the  lack  of  personnel 
and  film,  the  program  was  not  completed.  The  association 
paid  rehabilitation  expenses  for  .Alaska  patients  in  Wash- 
ington sanatoriums  and  it  will  continue  this  work.  There 
are  at  present  twenty-five  patients  in  Riverton  and  Laurel 
Beach  Sanatoriums  located  near  Seattle.  This  year  $5,000 
of  the  contribution  to  the  department  was  set  aside  for 
rehabilitation  of  tuberculosis  patients  in  .Alaska.  Other  pro- 
posed projects  include  X-ray  equipment  located  strategi- 
cally in  the  territory,  and  such  morale  builders  as  radio, 
loud  speaker,  movie  projector  and  screen  for  the  Skagway 
Sanatorium.  Another  item  is  the  contribution  of  $3,000  for 
the  crippled  children’s  program. 

Early  -Action  on  Hospital.  Close  cooperation  by  the 
city  and  civic  organizations  was  asked  recently  by  the 
Ketchikan  Chamber  of  Commerce  in  support  of  the  new 
project  for  a modern  hospital,  whose  tentative  site  is  adja- 
cent to  Saxman.  The  new  hospital  will  probably  be  staffed 
by  one  hundred  persons  according  to  estimates. 

Program  to  Rid  Juneau  of  Rats.  A program  calling 
for  concerted  action  by  all  Juneau  residents,  homeowners, 
apartment  dwellers  and  business  houses,  and  designed  to 
control  and  eventually  eliminate  the  rats  in  and  about  the 
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city,  was  recently  outlined  by  James  Stone  of  the  Terri- 
torial Health  Department. 

The  Mobile  Health  Unit  Vessel  Hygiene,  Ann  P. 
Kent,  M.D.,  physician  in  charge,  has  made  an  extended 
visit  to  the  communities  of  the  West  Coast  of  the  Prince  of 
Wales  Islands,  Ketchikan  and  North  Frederick  Sound.  It 
will  next  visit  communities  in  the  northern  area. 

■\laska  Development  Favored.  \ broad  development 


program  for  .\laska,  to  match  Russia’s  enterprise  in  Siberia, 
was  recently  advocated  by  Senator  Warren  G.  Magnusson 
of  Washington.  With  his  proposals  Magnusson  declares  there 
is  an  immediate  need  for  hospitals  for  both  veterans  and 
nonveterans  and  points  out  the  alarming  tuberculosis  rate. 
The  Senator’s  program  calls  for  immediate  construction  of 
both  public  health  service  and  veteran’s  administration 
hospital  facilities,  along  wdth  many  other  civic  and  terri- 
torial developments. 


CLINICAL  FORUM 


OBSTETRIC  PROBLEM  FOR  NOVEMBER 

Mrs.  C.  P.  W.  was  seen  in  consultation  because  of  a long 
labor  with  slow  descent  of  presenting  part.  History:  Patient 
was  over  21  years  of  age,  mother  of  two  living  children, 
the  labors  of  which  were  not  unusual.  Her  last  menstrual 
period  was  February  2,  making  her  due  date  around  No- 
vember 9.  Prenatal  care  was  normal. 

Four  days  after  her  date  of  expectancy  she  had  a few 
pains  and  entered  the  hospital  November  13.  Pains  stopped 
shortly  after  entrance.  The  next  day  she  had  a few  pains; 
cervix  long  and  would  admit  one  finger.  On  the  ISth  she 
was  given  castor  oil  and  pituitrin,  six  doses  of  3 mm.  each, 
a few  pains  resulting.  On  the  16th  she  received  more  castor 
oil  and  five  more  doses  of  pituitrin  of  3 mm.  each.  The 
cervix  was  effaced  one-half  and  about  two  fingers  dilata- 
tion. Her  membranes  were  then  ruptured  artificially. 

Pains  began  at  once  about  1 p.m.  They  continued  hard 
all  the  afternoon.  She  was  given  ether  inhalations  at  6 
p.m.  for  a short  period.  Her  contractions  lasted  all  night 
long.  She  dozed  a little  between.  Because  of  their  severity, 
at  7:30  a.m.  on  the  I7th,  she  was  given  morphine  gr.  1/6. 
■\t  12:30  p.m.  she  was  given  seconal  gr.  3.  She  was  seen 
about  two  and  one-half  hours  later. 

Observation  revealed  a young  woman  older  in  appearance 
than  her  years,  eyes  closed,  evidently  in  misery  and  ap- 
proaching exhaustion,  complaining  loudly  with  each  con- 
traction, stroking  abdomen  between  pains  and  bewailing 
that  her  entire  abdomen  was  tender  and  very  much  so  in 
lower  quadrants. 

Examination:  Blood  pressure  and  temperature  normal, 
pulse  100,  face  thin,  tongue  coated.  Heart  and  lungs  nor- 
mal. Fundus  oval  in  shape,  rising  three  fingers  above  um- 
bilicus. Palpation  distressed  her,  especially  above  the 
symphysis.  Fetal  parts  made  out  on  her  left  side  and 
FHT  plain  in  right  lower  quadrant. 

Vaginal  examination  under  strict  asepsis  disclosed  head 
engaged,  entering  the  middle  third  of  pelvic  canal;  cervix 
one-half  effaced,  admitted  three  fingers,  membranes  ab- 
sent, and  the  fontanelle  at  110°. 

What  deductions  would  you  make  from  the  above? 
What  is  your  prognosis  and  how  would  you  conduct  this 
case  from  this  point? 


COMMENTS  ON  PEDIATRIC  PROBLEM  IN 
SEPTEMBER  ISSUE 

Views  of  first  commentator:  Being  brought  to  a hospi- 
tal in  serious  condition,  four  times  before  the  child  is  two 
months  old,  is  a rather  unique  experience  in  any  child’s 
life.  With  a single  exception,  each  visit  was  characterized 
by  one  marked  symptom,  cyanosis.  Even  though  the 
narrator  of  the  case  does  not  mention  the  presence  of  a 
heart  lesion,  and  does  state  the  physical  examination  was 
normal,  still  the  history  emphasizes  that  probability.  Occa- 
sionally early  or  congenital  cardiac  lesions  are  not  any  too 
plain  on  auscultation. 

This  child  should  have  a roentgenogram  of  its  chest. 


Congenital  heart  defects  do  not  have  a bright  outlook. 
.\lmost  always  these  children  present  feeding  problems, 
develop  poorly  and  are  prone  to  die  of  pneumonia  within 
the  first,  second  or  third  years  of  age.  W’hen  not  too 
marked,  they  may  live  normal  lives  until  the  age  of  puberty, 
when  the  normal  demands  of  adult  life  on  an  infantile 
cardia  are  too  great  and  death  ensues,  usually  through  the 
medium  of  pneumonia.  Treatment  should  be  general  in 
care,  but  the  family  must  be  warned  of  the  serious  danger 
of  even  slight  upper  respiratory  infection  among  the  adult 
members. 

Second  Commentator  says:  The  outstanding  and  re- 
peated symptoms  of  this  child  apparently  are  cyanosis  and 
dehydration.  The  cardiac  condition  must  be  confirmed  or 
eliminated  before  a direct  conclusion  of  diagnosis  can  be 
made.  One  point  against  its  being  a heart  lesion  is  the  fact 
that  the  child  recovered  so  quickly  when  good  care  was 
instituted,  and  apparently  no  cyanosis  was  evident  until  the 
next  hospital,  readmittance.  One  must  conclude  that  there 
is  a real  feeding  problem  present. 

It  may  be  some  inherent  intestinal  infection,  gastric  de- 
fect or  upset,  or  may  be  due  to  the  fact  that  mother  has  no 
conception  whatever  of  looking  after  the  child.  Common 
intelligence  in  caring  for  a child  is  certainly  a very  marked 
and  determining  factor  in  infants  who  are  so  dependent 
upon  them  for  just  normal  living. 

Prognosis  is  that,  if  the  child  has  a marked  cardiac 
lesion,  it  will  not  live  very  long,  but  if  it  is  a question  of 
care  and  feeding,  how  many  more  times  the  little  patient 
will  be  obliged  to  enter  the  hospital  will  be  determined  by 
the  intelligent  cooperation  of  the  mother.  Since  she  has 
had  four  admittances,  I would  feel  that  she  should  remain 
in  the  hospital  as  long  as  economic  conditions  would  allow 
and  then  release  the  child  to  her  parents  with  very  spe- 
cific and  detailed  instructions. 

Conclusion  of  Pediatric  Problem:  .After  the  child  had 
reentered  the  hospital  for  the  fourth  time  with  almost  the 
same  symptoms,  and  with  a very  rapid  subsidence  of 
symptoms  and  quick  recovery,  it  was  concluded  that  the 
mother  just  did  not  have  the  faintest  conception  of  how 
to  look  after  her  child  and  that  it  was  a case  of  downright, 
pure  neglect.  In  looking  over  the  chart  it  is  to  be  noted 
that  the  following  diagnosis  was  made  and  recorded: 
“Neglect  on  parents’  part  for  care  of  child.” 

She  was  retained  in  the  hospital  for  about  two  months, 
during  which  time  she  made  a slow  development.  .As  this 
term  came  to  an  end  she  was  released  with  very  specific 
instructions  as  to  minute  care  and  the  mother’s  acknowl- 
edgment of  the  same.  It  was  with  considerable  relief  that 
those  in  charge  learned  that  the  family  was  leaving  the 
community.  However,  in  about  two  W'eeks,  she  returned 
again,  but  this  time  merely  as  a feeding  problem. 
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Imebiasis  can  no  longer  be  considered  a "tropical 
disease” — it  has  recently  been  described  as  endemic  in  New  York  as  well  as  in  other  sections 
of  the  country. 


DIODOQUIK 


(5,  7-dilodo-8-hydroxyquinoline) 

is  safe  for  use  whenever  amebiasis  is  suspected,  or  administration,  over  protracted  periods  without  ill 
in  preventing  transmission  through  "carriers.”  effect. Diodoquincontains63.9%iodine,isdestruc- 

Diodoquin  can  be  used  in  large  dosage,  by  oral  tive  to  E.  histolytica  and  Trichomonas  hominis. 

Diodoqnin  is  the  registered  trademark  of  G.  d.  SEARLE  & co.,  Chicago  80,  Illinois 
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Pediatric  X-Ray  Diagnosis.  A Te.xtbook  for  Students 
and  Practitioners  of  Pediatrics,  Surgery  and  Radiology.  By 
John  M.  Caffey,  .4.3.,  M.D.,  Associate  Professor,  of  Pedi- 
atrics, College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity. 838  pp.  SI 2.50.  The  Year  Book  Publishers,  Inc., 
Chicago,  1945. 

.Although  the  pediatrician  may  not  be  a roentgenologist 
he  turns  frequently  to  roentgenography  as  an  aid  in  his 
work.  Hence  his  interest  in  this  volume.  The  material  has 
been  compiled  from  roentgen  conferences  held  at  the  Babies 
Hospital  in  New  York  City  over  a p>eriod  of  twenty  years. 

The  text  is  enriched  with  ample  references  to  anatomy, 
growth  and  development,  clinical  findings  and  pathology. 
The  able  manner  in  which  the  author  correlates  these  with 
roentgen  diagnosis  makes  the  book  of  particular  value  from 
the  clinical  standpoint.  The  profusion  of  roentgenograms 
amplifies  text  to  a striking  degree. 

Reference  to  roentgen  technic  is  omitted  unless  such 
broad  instances  as  the  author’s  insistance  on  lateral  chest 
plates  could  be  considered  as  such.  The  backbone  of  the 
text  consists  of  the  numerous  clear  cut,  readable  roentgeno- 
grams which  are  supplemented  by  a scattering  of  diagrams. 
This  book  should  prove  of  value  both  for  review  and 
ready  reference.  Percy  Guy 

Voluntary  Health  Agencies.  .4n  Interpretive  Study. 
By  Elskar  M.  Gunn  and  Philip  S.  Platt.  With  Foreword 
by  Louis  I.  Dublin.  Under  the  .Auspices  of  The  National 
Health  Council.  364  pp.  $3.  The  Ronald  Press  Co.,  New 
York,  1945. 

The  voluntary  health  agencies  are  groups  of  people  such 
as  the  National  Foundation  for  Infantile  Paralysis,  the 
National  Tuberculosis  Association,  etc.,  comprising  citizens 
who  are  interested  in  matters  pertaining  to  betterment  of 
health  conditions.  The  authors  have  presented  an  analysis 
of  the  organization,  functions  and  services  of  these  agencies. 
The  purpose  of  the  book  is  to  serve  as  a guide  or  yard- 
stick to  the  citizens  comprising  these  agencies  to  use  in 
analyzing  their  own  programs  to  see  if  they  have  kept  up 
with  modern  trends. 

The  question  arises,  are  there  too  many  organizations? 
The  authors  state:  “.4re  all  these  different  organizations 
really  necessary?  The  answer  is  unequivocally,  No.  There 
are  today  too  many  small,  interest-limited,  voluntary 
health  agencies.  While  each  was  probably  necessary-  in  the 
early  promotional  days  when  public  attention  had  to  be 
directed  to  new  and  not  generally  recognized  health  prob- 
lems or  to  new  health  resources,  we  cannot  assume  that 
they  are  necessary  today.” 

Dr.  Dublin  says  in  his  preface:  “The  voluntary  health 
agencies  of  the  country  are  at  the  cross-roads.  They  have 
grown  rapidly  in  number,  in  public  esteem  and  in  re- 
sources. They  must  now  give  increasing  thought  to  their 
effectiveness.  The  time  has  come  when  they  must  reorganize 
for  the  tasks  that  lie  ahead.  From  now  on  a more  critical 
public  will  demand  that  its  funds  be  used  more  wisely  and 
economically;  that  the  efforts  be  directed  by  skilled  hands 
and  that  there  be  team  play  among  all  voluntary  societies 
and  with  official  agencies.  The  challenge  must  be  met.  Let 
us  hope  that  the  voluntary  health  movement  will,  as  in 
the  past,  find  ways  to  adapt  itself  to  the  new  conditions, 
pioneering,  demonstrating,  stimulating  and  serving  as  the 
coordinating  force  in  this  essential  activity  in  our  .American 


life.”  This  book  is  highly  recommended  for  persons  con- 
nected with  or  interested  in  voluntarj'  health  agencies. 

Cedric  Northrop. 


The  Care  of  the  Neurosurgical  Patient.  Before, 
During  and  After  Operation.  By  Ernest  Sachs,  .A.B.,M.D. 
Professor  of  Clinical  Neurological  Surgery,  Washington 
University  School  of  Medicine,  St.  Louis,  Mo.  177  illustra- 
tions, including  two  in  color.  268  pp.  $6.  The  C.  V.  Mosby 
Co.,  St.  Louis,  1945. 

The  author’s  style  of  writing  is  one  of  the  most  out- 
standing features  of  this  splendid  volume.  The  reader  is 
constantly  reminded  of  the  kindly  attitude  of  a distin- 
guished neurosurgeon,  exerting  every  effort  to  instruct  in- 
terns, residents  and  fellows  in  neurosurgery.  He  does  this 
not  only  by  precept  and  practice,  but  also  by  the  most 
personal  manner  of  explaining  the  way,  when  and  wherefor 
of  procedures  of  diagnosis  and  treatment.  He  devotes  many 
paragraphs  and  pages,  with  illustrations  in  large  numbers, 
to  explain  and  emphasize  the  importance  of  so  many  ma- 
neuvers which  are  apt  to  be  taken  for  granted  under  the 
general  heading  of  routine  procedure.  The  author  pays  a 
fine  tribute  in  the  dedicatory  pages  in  the  fore  part  of  the 
book  to  each  of  the  neurosurgeons  who  have  completed 
fellowship  under  his  guidance. 

While  this  book  could  not  be  classed  as  a neurosurgical 
manual,  yet  no  neurosurgical  fellow,  intern  or  resident  on 
neurosurgical  service  should  be  without  it.  Descriptions  of 
operative  procedures,  diagnostic  methods  and  care  of  the 
patient  before,  during  and  after  operation  are  all  carefully 
detailed.  There  are  numerous  illustrations  and  many  case 
histories  to  point  up  the  particular  condition  under  con- 
sideration. 

Since  the  author  was  particularly  interested  in  the 
central  nervous  system,  consideration  of  the  autonomic 
nervous  system  is  merely  referred  to  in  the  final  paragraph. 
-Anyone  interested  in  the  personal  care  of  the  neurosurgical 
patient  should  be  delighted  with  this  book. 

S.  N.  Berens. 


Hope  Deferred.  By  Jeanette  Seletz.  550  pp.  $2.75.  The 
Macmillan  Co.,  New  York,  1943. 

This  is  a novel  which  recounts  the  struggles  and  triumphs 
of  a young  man,  Jone  Brent,  a serious,  quiet,  hard  working 
boy  from  a small  town  who  is  led  into  the  medical  pro- 
fession by  his  desire  to  help  ease  human  suffering.  The  book 
deals  with  his  life  in  medical  school  and  internship  which 
follows. 

Brent’s  career  is  greatly  influenced  by  his  closest  friend 
and  fellow  student,  Buckley  Brown,  a blond  Southern 
boy  with  a radiant  personality,  a lazy  drawl  and  quick 
mind.  Carol  is  the  girl  Jone  has  loved  since  he  was  a boy. 
Tommy,  his  lovable  worthless  friend,  depends  on  Brent 
like  a son.  Fleur,  brave  and  sweet,  saw  her  father  for  the 
last  time  one  horrible  night  down  in  the  “vats.”  These  are 
some  of  Brent’s  friends  in  those  important  years  in  school. 

The  book  carries  a message  of  love  and  understanding 
which  the  author  tells  in  a simple  and  beautiful  style. 
Dean  Larson’s  thrilling  speech  to  the  new  students,  on 
their  first  day  in  .Anatomy  Hall,  best  expresses  the  spirit 
of  the  story.  “For  those,  mark  you,  who  serve  her  truly, 
medicine  rarely  repays  in  gold.  Medicine  is  a humble  mis- 
tress, and  he  who  serves  her  shall  go  humbly  shod,  if  he 
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Nowhere  is  the  principle  of  control  better  appreciated  or  more  carefully  exer- 
cised than  by  our  country's  pharmacists.  National  Pharmacy  Week  gives  us  this 
opportunity  to  express  recognition  and  acclaim  of  the  members  of  this  exacting 
ethical  profession  . . . for  their  years  of  specialized  study  and  training  — their 
devotion  to  accuracy  — their  service  in  public  health. 

• Translating  physicians'  orders  into  finished  formulae  is  a responsibility  highly 
valued  and  solemnly  regarded  by  more  than  10,000  skilled  pharmacists  in 
conveniently  located  Rexall  Drug  Stores  throughout  the  land. 

• Your  very  own  neighborhood  offers  the  broad,  dependable  service  of  one  of 
these  Rexall  Drug  Stores.  Here  your  orders  are  competently  filled  with  finest 
ingredients  — outstanding  among  which  are  U.  D.  pharmaceuticals,  famous  for 
the  quality  control  which  insures  their  unvarying  purity  and  potency. 
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be  not  her  stepchild.  But  him  who  serves  her  well  she 
repays  with  a metal  more  precious  than  gold,  with  a 
treasure  beyond  compare,  a great  understanding,  a mighty 
heart,  a steady  hand,  and  a steadfast  eye,  a hand  that 
will  not  tremble  when  those  about  him  are  palsied,  a heart 
that  will  not  flinch  when  others  are  afraid,  resources  that 
are  endless  when  others  are  bankrupt,  a peace  that  is  in- 
destructible, though  assailed  by  all  the  ‘arrows  of  out- 
rageous fortune,’  for  ‘hope  deferred  maketh  the  heart  sick, 
but  when  the  desire  cometh,  it  is  a tree  of  life’.” 

E.  M.  Smith 


The  iNxpvERTEBRAL  Disc.  With  Special  Reference  to  the 
■\nnulus  Fibrosus  With  Herniation  of  the  Nucleus  Pur- 
posus.  By  F.  Keith  Bradford,  M.D.,  Houston,  Te.xas,  and 
R.  Glenn  Spurline,  M.D.,  Louisville,  Kentucky.  192  pp.  $4. 
Charles  C.  Thomas,  Springfield,  111. 

In  view  of  the  fact  that  this  subject  is  one  which  should 
be  of  great  interest  to  every  general  practitioner  and  spe- 
cialist, there  is  no  hesitancy  in  recommending  it  for  every- 
one’s library.  Herniated  discs  have  become  so  prevalent  in 
recent  years,  and  so  many  operations  are  being  done  for 
this  condition  that  it  is  well  for  every  practitioner  of 
medicine  to  have  more  than  a casual  knowledge  of  the 
subject.  There  is  no  other  monograph  which  so  completely 
fulfills  this  necessity  as  does  this  volume.  A great  many 
improvements  have  been  made  over  the  last  volume  by  the 
same  authors  on  the  same  subject.  The  chapters  on  roent- 
genologic findings  and  methods  of  diagnosis,  including  the 
use  of  intraspinal  contrast  media,  should  be  of  great  value, 
particularly  to  the  roentgenologist.  The  volume  is  well 
written,  on  excellent  paper,  and  the  print  is  easy  on  the  eye. 

P.  G.  Flothow. 


Synopsis  of  Genitourinary  Diseases.  By  .Austin  L. 
Dodson,  M.D.,  F..4.C.S.  Professor  of  Genitourinary  Surgery, 
Medical  College  of  Virginia,  etc.  Fourth  Edition.  With  112 
Illustrations.  313  pp.  $3.50.  The  C.  V.  Mosby  Co.,  St.  Louis, 
1945. 

The  author  has  written  a short  and  concise  description 
of  practically  all  phases  of  urology.  It  contains  additions 
concerning  the  important  new  advances  in  chemotherapy 
and  endocrinology.  The  book  is  particularly  adapted  to  the 
needs  of  a busy  general  practitioner  or  specialist  doing 
relatively  little  urology,  who  needs  a handy,  short  refer- 
ence book  for  the  occasional  urologic  problem. 

Emphasis  is  made  on  urologic  examination,  simple  pro- 
cedures and  treatment  of  conditions  well  within  the  realm 
of  one  who  does  not  limit  his  practice  to  this  specialty. 
•Appropriate  illustrations  amplify  the  text.  An  unusually 
complete  index  is  helpful  for  ready  reference. 

R.  G.  Wyrens 


Plaster  of  Paris  Technique.  In  treatment  of  Fractures 
and  Other  Injuries.  By  T.  B.  Quigley,  Lt.  Col.,  Medical 
Corps,  Army  of  the  United  States;  Instructor  in  Surgery 
Harvard  Medical  School  (in  absentia),  etc.  107  pp.  $3.50. 
The  MacMillan  Company,  New  York,  1945. 

Every  surgeon  dealing  with  fractures  makes  use  of 
plaster  of  pads  casts.  The  author  states  “the  plaster  cast 
is  the  best  splint  in  the  armamentarium  of  the  surgeon.” 
This  book  is  not  concerned  with  pathology,  diagnosis  nor 
prognosis.  It  deals  only  with  the  mechanical  application 
of  one  method  of  treatment.  Simplicity  is  emphasized. 

Materials  comprising  a plaster  cast  are  explained  with 
the  methods  of  using  them.  Details  are  given  of  the  com- 


ponents of  the  cast  and  the  correct  method  of  their  ar- 
rangements. Explanations  follow  as  to  application  of  plaster 
and  general  principles  for  applying  the  plaster  bandage. 
Care  after  application  of  the  cast  is  featured,  attention  be- 
ing called  to  pain,  numbness,  cyanosis,  anesthesia  and 
edema. 

.After  consideration  of  general  principles,  there  are  chap- 
ters on  the  upper  extremity,  the  lower  extremity,  and  the 
vertebral  column.  Fractures  in  each  of  these  locations 
are  discussed  in  order,  the  necessary  methods  of  applying 
plaster  casts  being  detailed.  The  103  well  presented  illustra- 
tions almost  suffice  to  explain  technic,  even  without  the 
text.  Any  physician  treating  fractures  will  find  this  a useful 
and  helpful  volume. 


Textbook  of  Neuropathology.  By  Arthur  Weil,  M.D., 
Associate  Professor  of  Neuropathology,  Northwestern  Uni- 
versity Medical  School.  356  pp.  $5.50.  Grune  & Stratton, 
New  York,  1945. 

This  volume  is  completely  and  unusually  well  illustrated. 
The  author  has  included  an  apfiendix  which  gives  autopsy, 
fixation  and  staining  technic  of  the  central  nervous  system. 
In  this  edition  are  added  recent  advances  in  neuropatho- 
logic  studies  of  epidemic  encephalitis,  vitamin  deficiencies 
and  effects  of  various  forms  of  shock  therapy  such  as 
insulin,  metrazol,  and  electroconvulsive  therapy. 

With  recent  advent  of  “shock  therapies”  for  various 
mental  illnesses,  such  as  dementia  precox,  manic  depressive 
psychosis  and  involutional  psychosis,  a tremendous  amount 
of  histopathologic  and  biochemic  studies  have  been  made 
to  determine  what,  if  any,  effects  are  made  on  the  central 
nervous  system.  This  section  of  a neuropathology  text, 
therefore,  is  a very  important  addition.  It  is  stated  that, 
following  three  to  six  weeks  with  insulin  therapy,  disease 
of  the  neurones  is  negligible. 

The  chapter  on  acute  epidemic  encephalitis  seems  par- 
ticularly well  presented.  Findings  are  described  which  dif- 
ferentiate histopathologically  the  different  types  of  epi- 
demic encephalitis.  Warburg’s  work  is  quoted  as  experi- 
mental proof  of  the  assumption  that  in  postencephalitic 
diseases  the  virus  survives  (as  in  acute  anterior  poliomye- 
litis), though  in  attenuated  forms,  and  brings  about  the 
pathologic  picture  we  see  in  postencephalitic  parkinsonism. 

The  section  on  avitaminosis  may  be  a little  prematurely 
included  for,  as  the  author  says,  “we  do  not  know  whether 
the  changes*  that  have  been  described  are  due  to  lack  of 
vital  substances,  to  a toxic  effect  of  metabolic  products  or 
to  disease  of  other  organs.  Most  of  the  material  has  been 
obtained  from  animal  experimentation.”  However,  the 
clinical  and  chemical  summary  of  avitaminosis  is  helpful 
and  clear,  though  brief. 

One  meritorious  feature  of  this  book  is  its  clinical  appli- 
cability as  well  as  its  worth  as  a text.  More  than  just  the 
histopathologic  aspect  of  neuropathology  is  considered;  the 
relationship  of  biochemistry,  so  important  to  a complete 
understanding  of  the  whole  pathologic  picture,  is  ade- 
quately brought  out.  C.  M.  Holmes. 


Northwest  Medicine 

JOURNAL  OF  OREGON  STATE  MEDICAL  SOCIETY,  WASHINGTON  STATE  MEDICAL  ASSOCIATION, 

IDAHO  STATE  MEDICAL  ASSOCIATION  AND  ALASKA  TERRITORIAL  MEDICAL  ASSOCIATION 
OWNED  AND  PUBLISHED  MONTHLY  BY  NORTHWEST  MEDICAL  PUBLISHING  ASSOCIATION 
Office  of  Publication,  223  Cobb  Building,  Seattle  1,  Wash. 


Entered  March  14  1903,  at  Post  Office,  Seattle,  Wn.,  as  Second  Class  Matter,  under  Act  of  Congress  of  Mar.  9,  1879. 
Acceptance  for  mail  at  special  rate  of  Postage  provided  in  Sec.  1103,  Act  of  Oct.  8,  1917,  authorized  July  31.  1918. 


V'OL  44,  No.  12  December,  1945  $2.00  Per  Year 


BOARD  OF  TRUSTEES 

K.  H.  Martzloff,  M.D.,  Portland,  Ore. 

E.  H.  McLean,  M.D.,  Oregon  City,  Ore. 

G.  C.  ScHAUFFLER,  M.D.,  Portland,  Ore. 

H.  E.  Coe,  M.D.,  Seattle,  Wash. 

S.  F.  Herrmann,  M.D.,  Tacoma,  Wash. 

R.  N.  Hamblen,  M.D.,  Spokane,  Wash. 

J.  L.  Stewart,  M.D.,  Boise,  Idaho 

J.  T.  Wood,  M.D.,  Coeur  d’Alene,  Idaho 
C.  R.  Scott,  M.D.,  Twin  Falls,  Idaho 

President,  E.  H.  McLean,  M.D.,  Oregon  City,  Ore. 
Vice-President,  H.  E.  Coe,  Seattle,  Wash. 
Secretary-Treasurer,  C.  A.  Smith,  Seattle,  Wash. 

EDITORIAL  STAFF 

Clarence  A.  Smith,  M.D.,  Editor-in-Chief,  Seattle 
Herbert  L.  Hartley,  M.D.,  Assistant  to  Editor,  Seattle 
❖ 

ASSISTANT  EDITORS 

T.  D.  Robertson,  M.D.,  Portland,  Ore. 

A.  J.  Bowles,  M.D.,  Seattle,  Wash. 

F.  B.  Jeppesen,  M.D.,  Boise,  Idaho 
W.  P.  Blanton,  M.D.,  Juneau,  Alaska 

ASSOCIATE  EDITORS 
Blair  Holcomb,  M.D.,  Portland,  Ore. 

C.  E.  Hunt,  M.D.,  Eugene,  Ore. 

F.  J.  Clancy,  M.D.,  Seattle,  Wash. 

O.  M.  Ron,  M.D.,  Spokane,  Wash. 

C.  A.  Robins,  M.D.,  St.  Maries,  Idaho 

S.  M.  Poindexter,  M.D.,  Boise,  Idaho 


This  journal  goes  to  press  the  first  day  of  the  month. 
Material  for  publication  should  be  received  by  the  2Sth 
of  the  preceding  month. 

Original  articles  are  accepted  for  publication  on  condition 
that  they  are  contributed  exclusively  to  this  journal. 

Reprints  will  be  furnished  by  the  printer  according  to 
the  schedule  of  prices  which  accompanies  the  galley  proofs 
submitted  to  the  author.  The  order  for  reprints  should  ac- 
company the  returned  galley  proofs.  The  printer  holds  the 
tvpe  until  the  first  of  the  following  month. 

Illustrations  will  be  provided  by  the  journal  to  the  extent 
of  moderate  cost,  beyond  which  the  contributor  may  pro- 
vide anything  he  desires.  Arrangements  can  be  made  by 
correspondence. 

This  journal  is  not  responsible  for  opinions  or  statements 
made  by  authors  in  communications  or  papers  which  have 
been  published.  The  author  will  be  held  entirely  responsible. 


EDITORIALS 

RATIONAL  APPROVED  MEDICAL  SERVICE 

No  topic  has  been  more  widely  discussed  and 
publicized  in  newspapers  and  magazines  than  uni- 
versal medical  service  to  the  people  of  this  country. 
Social  security  interests,  organizations  of  various 
origins,  politicians,  labor  organizations  and  others 
have  proposed  a variety  of  plans  for  bringing  medi- 
cal services  to  all  of  our  citizens.  Commonly  these 
have  been  based  on  Federal  or  State  control,  involv- 
ing expenditure  of  huge  sums  of  money  to  obtain 
their  anticipated  results.  Now  President  Truman 
has  joined  the  procession  and  has  announced,  with 
no  disclosure  of  details,  how  he  proposes  to  solve 
this  controversial  problem.  The  one  feature  com- 
mon to  nearly  all  of  them  is  regimentation  of  the 
medical  profession,  whose  members  have  not  been 
consulted  nor  have  their  views  been  officially  pre- 
sented in  proclaiming  these  various  more  or  less 
utopian  plans  providing  everyone  with  necessary 
medical  services. 

At  the  same  time  the  medical  profession  in  vari- 
ous states  has  devoted  time  and  efforts  for  provid- 
ing medical  services  for  low  wage  earners  at  figures 
which  come  within  the  financial  resources  of  all. 
The  independent  American  citizen  rebels  against 
being  placed  on  the  charity  list  or  receiving  services 
without  his  own  responsibility.  These  medical  plans 
do  not  involve  assembling  huge  sums  of  money  nor 
do  they  place  financial  obligations  upon  the  general 
public  as  do  all  of  these  other  much  publicized 
plans.  The  United  States  has  obtained  its  world 
leadership  through  freedom  of  action  on  the  part 
of  its  citizens.  It  has  been  accomplished  by  early 
adopted  principles  of  state  rights,  by  which  the  cit- 
izens of  each  state  have  conducted  their  affairs  ac- 
cording to  accepted  principles  established  by  votes 
of  the  people.  To  as  large  an  extent  as  possible  each 
state  has  managed  its  own  affairs,  designating  as 
few  as  possible  to  the  national  government.  There- 
fore, the  problem  of  caring  for  the  health  of  its  citi- 
zens naturally  devolves  upon  the  people  of  each 
state. 
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This  is  the  principle  devised  and  elaborated  by 
the  medical  profession  of  a large  proportion  of  our 
states  for  the  purpose  of  extending  suitable  medical 
services  to  low  wage  earners.  While  the  same  gen- 
eral principles  exist  in  all  states  where  this  form  of 
service  is  being  maintained,  each  has  its  own  par- 
ticular conditions  which  determine  the  procedures 
to  be  established  in  carrying  out  these  medical  serv- 
ice plans.  All  of  them  involve  monthly  prepay- 
ments, from  which  the  recipient  is  provided  medical 
and  hospital  treatment  according  to  local  condi- 
tions. 

In  this  issue  is  published  a series  of  papers  bear- 
ing on  the  plan  which  has  been  in  operation  in  the 
state  of  Washington  for  a quarter  century.  In  some 
respects  this  differs  from  plans  adopted  and  main- 
tained in  other  states,  where  medical  services  are 
administered  to  low  wage  earners  with  prices  with- 
in their  ability  to  meet,  but  principles  involved  are 
the  same.  A review  of  these  papers  will  enlighten 
one  as  to  the  principles  by  which  this  form  of  medi- 
cal service  is  operated  in  this  state.  It  is  not 
claimed  that  this  is  superior  to  plans  in  other 
states,  but  it  may  be  of  interest  by  throwing  light 
on  its  forms  of  procedure.  The  details  of  each  new 
enterprise  are  affected  by  inspection  of  methods  in 
other  states  carrying  on  similar  forms  of  activities. 


HOSPITAL  EXPANSION 

During  recent  years,  in  all  parts  of  the  country 
there  has  been  a very  disturbing  deficiency  of  hos- 
pital beds  for  civilian  needs.  It  has  been  a common 
experience  for  hospital  admission  to  be  declined  be- 
cause of  lack  of  bed  space  or  early  discharge  has 
been  necessary  to  make  room  for  other  patients.  In 
most  of  the  states  plans  have  been  made  for  either 
new  hospital  construction  or  expansion  of  existing 
institutions.  Available  federal  funds  have  been  an- 
nounced which  are  obtainable  with  conditions  read- 
ily ascertained. 

There  has  never  been  such  tremendous  rapid  con- 
struction of  hospitals  in  this  country  as  was  accom- 
plished during  the  World  War.  For  the  needs  of 
both  Army  and  Navy  hospitals  were  rapidly  con- 
structed with  bed  capacities  unprecedented  in  pre- 
vious experience.  The  extent  of  scientific  proce- 
dures and  saving  of  lives  in  these  hospitals  are 
known  to  everyone.  The  tremendous  expense  which 
was  entailed  was  provided  unquestioningly  and 
with  general  approval.  Naturally,  establishment  of 
peace  has  caused  abandonment  of  a large  propor- 
tion of  these  hospitals  which  will  be  abolished  in 
due  time. 

The  greatest  urgency  at  present  exists  in  the 


need  of  new  Veterans  hospitals.  It  is  stated  that  the 
number  of  veterans  will  approach  twenty  millions. 
The  number  of  present  and  future  patients  which 
can  be  anticipated  from  this  number  of  men  will 
assume  great  proportions.  General  Bradley,  Admin- 
istrator of  Veterans  Affairs,  is  meeting  the  require- 
ments of  this  situation  in  a masterful  manner.  A 
bill  has  passed  Congress  for  construction  of  hospi- 
tals that  would  provide  for  a 21,100  bed  program, 
all  of  which  will  not  be  constructed  until  the  end 
of  1947.  Plans  are  already  prepared  for  construc- 
tion of  nineteen  Veterans  hospitals,  with  a total 
capacity  of  1,110  beds.  Thirteen  of  these  hospitals, 
with  9,550  beds,  will  be  located  near  medical 
schools  in  various  parts  of  the  country.  Provision 
also  has  been  made  for  additions  to  thirteen  exist- 
ing hospitals  and  four  domiciliary  facilities  with  a 
total  of  4,176  new  beds. 

Owing  to  conditions  in  Veterans  hospitals  in  the 
past,  which  have  been  subject  to  vigorous  criticism, 
physicians  have  not  been  attracted  to  service  in 
these  institutions.  It  is  announced,  however,  that 
the  Veterans  Administration  will  become  the  cen- 
tral Federal  agency  for  all  research  and  develop- 
ment work  on  prosthetic  appliances,  a procedure 
which  has  been  vigorously  advocated  from  many 
sources.  It  has  been  announced  that  General  Brad- 
ley has  appointed  Paul  G.  Magnuson  of  Chicago 
to  develop  the  research  and  postgraduate  training 
program  in  Veterans  hospitals  throughout  the 
United  States.  He  will  have  charge  of  this  develop- 
ment in  conjunction  with  consultants  in  special 
medical  fields. 

It  is  stated  there  are  insufficient  top-flight  spe- 
cialists available  for  service  in  Veterans  hospitals. 
Therefore,  part  time  men  will  be  necessary  in  some 
institutions  which  is  one  reason  for  locating  them 
in  proximity  to  educational  institutions.  It  is  thus 
apparent  that  service  in  Veterans  hospitals  will  in 
the  future  be  more  attractive  to  medical  practi- 
tioners than  has  been  the  case  in  past  years.  It  is 
believed  that  these  improvements  and  progressive 
methods  instituted  by  Gen.  Bradley  will  redound  to 
the  benefit  both  of  our  army  of  veterans  and  the 
medical  profession. 
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DISQUIETING  OUTLOOK  FOR  FUTURE 
PHYSICIANS 

If  one  desires  information  concerning  provision 
for  future  physicians,  he  will  note  a disturbing 
prediction  in  the  Annual  Report  on  Medical  Edu- 
cation in  the  United  States,  by  Dr.  Victor  Johnson, 
Secretary,  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  IMedical  Association.  It 
indicates  a probable  falling  off  in  quality  and  quan- 
tity in  admissions  to  medical  schools  in  the  next 
few  years.  It  states  that  during  the  past  year  there 
has  been  virtually  no  able  bodied  male  students  in 
this  field.  After  completion  of  demobilization  we 
shall  need  about  30,000  more  physicians  than  be- 
fore the  war.  This  will  be  due  primarily  to  require- 
ments of  the  Veterans  Administration  which  needs 
about  15,000;  needs  of  peace  time  Army  and  Navy 
will  approximate  5,000,  and  an  estimated  figure  of 
approximately  10,000  for  compulsory  universal 
military  training. 

If  admissions  and  graduations  of  our  medical 
schools  continue  at  about  the  present  levels,  about 
half  of  this  need  can  be  met.  Since  4,000  enrolled 
students  would  graduate  during  1942-1948,  while 
24,000  physicians  will  have  died  during  this  period, 
this  would  leave  about  16,000  additional  physi- 
cians available  after  the  war  to  do  the  work  of 
30,000.  It  is  predicted  that  until  about  1947  medi- 
cal school  freshmen  will  consist  largely  of  women, 
men  physically  disqualified  for  war  service,  those 
under  or  over  the  draft  age  or  veterans.  Even  these 
are  limited  in  number  so  that  those  admitted  to 
medical  schools  in  the  next  year  or  two  will  prob- 
ably be  reduced  in  number  and  quality.  Therefore, 
it  is  asserted  that  every  effort  should  be  directed 
toward  resumption  of  training  qualified  premedical 
students  in  adequate  numbers. 


GOVERNMENT  “MEANS”  TEST  AND 
THE  SUPER-EMIC  BILL 
In  discussions  attending  the  presentation  of  Sen- 
ator Pepper’s  super-EMIC  bill.  Senate  Bill  1318, 
with  all  its  flourishes  and  compulsions,  it  is  inter- 
esting to  note  there  are  many  pediatricians  in  the 
nation  who  are  unwilling  to  swallow  the  fiction  of 
the  pediatricians  “advisory”  board. 

The  following  excerpts  are  taken  from  a letter 
written  by  Dr.  Joseph  S.  Wall,  president  of  the 
American  Academy  of  Pediatrics,  to  Dr.  Edward 
A.  Parks,  of  Johns  Hopkins  Hospital,  which  ap- 
peared in  the  October  1945  Journal  of  Pediatrics: 

“There  has  been  during  recent  years  an  alarming  en- 
croachment upon  the  rights  and  prerogatives  of  physicians 
on  the  part  of  government  agencies  under  the  guise  of 
social  betterment  which  threaten  to  undermine  the  princi- 
ples which  have  made  medicine  in  the  United  States  what 
it  is  today.  No  greater  threat  to  the  existence  of  pediatrics 
can  be  imagined  than  the  enactment  of  Federal  legislation 
such  as  is  proposed  in  the  bill  recently  introduced  in  the 
Congress  by  Senator  Claude  Pepper  who,  in  his  press 
release  of  July  26,  has  actually  assumed  or  at  least  im- 
plied, that  his  proposed  legislation  has  the  endorsement 
of  the  Academy  of  Pediatrics,  an  assumption  which  has 
no  basis  in  fact. 

“Why  should  government  object  to  a ‘means  test’  in 
its  distribution  of  medical  doles,  when  the  very  life  of 
government  is  derived  from  revenues  secured  through  the 
‘means  test’  of  the  income  tax?  The  assumption  the  Con- 
gress objects  to  such  a test  in  Federal  grants  is  entirely 
unwarranted  as  the  record  will  show.  In  Federal  grants 
for  the  support  of  day  nurseries  for  children  of  working 
mothers  a sliding  scale,  based  upon  the  means  test  of 
wages  received  by  parents,  was  recognized  by  government 
and  fees  for  nursery  care  established  accordingly.  Why 
should  such  recognition  of  financial  status  be  accorded 
the  well  child  and  not  the  sick  ? 

“In  conclusion,  the  writer  would  object  vigorously  to 
the  indiscriminate  extension  of  free  medical  services  ‘to 
all  who  elect  to  participate  in  the  benefits  of  the  program,’ 
which  is  the  phrase  carried  in  the  press  release  of  Senator 
Pepper,  explaining  the  purpose  of  the  bill  just  introduced. 

“The  charitable  concern  in  the  less  fortunate  and  a 
realization  of  the  humanities,  which  are  attributes  singu- 
larly possessed  by  the  pediatrician,  brought  upon  him  the 
responsibility  of  initiating,  conducting  and  promoting  the 
extension  of  child  clinics  and  health  conferences.  Federal, 
State  and  municipal  participation  in  such  welfare  activities 
was  of  later  origin  but  now  threatens  to  engulf  the  whole. 

“Have  we  pediatricians  unwittingly  builded  a Franken- 
stein which  now  threatens  to  rise  up  and  destroy  us  and 
the  specialty  of  pediatrics  to  which  we  are  devoted?” 


.\NNUAL  MEETING  OF  AMERICAN  COLLEGE 
OF  PHYSICIANS 

The  .American  College  of  Physicians  will  resume  its  An- 
nual Meetings  in  1946  and  has  now  definitely  chosen  Phila- 
delphia, May  13-17,  inclusive.  Headquarters  will  be  at  the 
Philadelphia  Municipal  .\uditorium,  34th  Street  below 
Spruce. 

The  meeting  will  be  conducted  under  the  Presidency  of 
Dr.  Ernest  E.  Irons,  Chicago,  Illinois,  and  the  General 
Chairmanship  of  Dr.  George  Morris  Piersol,  Philadelphia, 
Pennsylvania.  

AMERICAN  BOARD  OF  OPHTHALMOLOGY 

Due  to  transportation  difficulties  the  examination  of  the 
Board,  originally  scheduled  for  Los  .Angeles,  January  28 
to  31,  has  been  changed  to  San  Francisco,  June  22  to  25, 
inclusive,  1946. 


1946  examinations:  Chicago,  January  18  through  22; 
New  York,  .April,  approximately  10  through  13;  San  Fran- 
cisco, June  22  through  25,  Chicago,  October  9 through  12. 

List  of  Surgery:  .A  new  ruling  requires  that  previously 
accepted  candidates  mail  their  lists  of  surgery  to  the  Board 
office  at  least  sixty  days  prior  to  their  examination.  .All  new 
applicants  are  now  required  to  send  their  list  with  appli- 
cation. 


CONGRESS  ON  MEDICAL  EDUCATION 
The  Council  on  Medical  Education  and  Hospitals  has 
announced  that  the  .Annual  Congress  on  Medical  Education 
and  Licensure  will  be  held  at  the  1‘almer  House  in  Chi- 
cago on  Februan-  11  and  12.  The  session  will  deal  primar 
ily  with  reconversion  [)roblems,  including  the  continuation 
education  of  physician  veterans,  the  relocation  of  ph\si- 
cians  and  the  transition  to  a [leacetime  educational  pro- 
gram in  medical  education. 
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TOXOPLAS:\IIC  ENCEPHALITIS* 

CLINICAL  FINDINGS  IN  TWO  PATIENTS  FROM 
PACIFIC  NORTHWEST 

Robert  S.  Dow,  M.D. 

PORTLAND,  ORE. 

Toxoplasma  is  the  name  of  a genus  of  protozoan 
parasites  first  encountered  in  the  gondi,  a X'orth 
African  rodent,  in  1908.  It  has  subsequently  been 
found  to  multiply  and  cause  disease  in  rabbits, 
guinea  pigs,  rats,  mice,  squirrels,  dogs,  monkeys, 
pigeons  and  other  birds,  including  chickens.  In  its 
animal  hosts,  its  distribution  is  worldwide.  Proved 
human  cases  have  been  reported  from  several  cities 
in  eastern  and  mid-western  North  America,  from 
South  America,  Czechoslovakia  and  Holland.  The 
cases  reported  here  are  the  first  to  be  reported  in 
western  United  States.  Neither  pathologic  nor  sero- 
logic confirmation  of  the  diagnoses  are  yet  avail- 
able in  these  patients,  but  in  both  all  the  clinical 
manifestations  of  the  disease  are  present. 

The  organism  is  described  as  a crescentic,  pyri- 
form, oval  or  round  body,  whose  diameters  measure 
2 or  4x6x7  micra.  They  are,  therefore,  slightly 
smaller  than  a red  blood  corpuscle.  They  are  de- 
scribed as  having  a distinct  cytoplasm  and  nuclear 
chromatin  structure.  They  are  differentiated  with 
difficulty  from  the  Encephalitozoan  parasites.  The 
latter  is  common  in  laboratory  animals  and  has 
been  described  by  many  workers  since  1922,  but 
has  never  caused  a known  human  infection.  The 
mode  of  transmission  to  man  is  not  yet  known,  but 
in  the  laboratory  susceptible  animals  have  been  in- 
fected by  every  imaginable  route,  and  it  may 
spread  from  one  animal  to  another  by  eating  the 
flesh  of  an  infected  animal.  The  parasites  multiply 
only  in  the  living  cells  of  animals  susceptible  to  the 
disease. 

In  1923,  Janku^  described  parasitic  cysts  in  the 
retinal  lesions  of  the  right  eye  of  a child  who  had 
microphthalmos  of  the  left  eye  and  an  increasing 
hydrocephalus  from  birth.  This  has  been  credited 
by  later  authorities  as  representing  the  first  re- 
ported case  of  this  disease,  though  it  was  not  recog- 
nized as  such  at  the  time. 

Published  reports  of  cases  now  total  over  forty, 
not  counting  those  reported  here.  The  apparent 

♦ From  The  Division  of  Neurology.  Department  of  Medi- 
cine, University  of  Oregon  Medical  School,  Portland,  Ore. 

♦ Read  before  a meeting  of  North  Pacific  Society  of 
.Neurology  and  Ps.vchiatry,  Vancouvei’,  B.  C.,  Sept.  22, 
1!)45. 

1.  .lanku,  J. : Pathog#nie  et  I’anatomie  pathologiciue  de 
colohome  congenitale  de  la  macula  iaune  dans  I’oeil  de  di- 
mension.s  normales,  mfeme  proce.s  dan  Foeil  mici'ophthal- 
niifiue  avec  prest^nce  des  parasites  dans  la  ri^tine.  Casoj). 
lek  cesk..  62:  1021-1027.  1054-1059,  1 081-1085,  1 11  1-11  15, 
1138-1142,  1923.  Quoted  by  Weinman,  4 infra. 


rarity  is  misleading,  for,  like  any  newly  recognized 
condition,  many  cases  are  unrecognized  and  it  is 
thought  that  every  gradation  of  severity  can  occur, 
from  a rapidly  fatal  encephalitis  or  systemic  in- 
fection to  that  of  human  carriers  without  any  rec- 
ognized clinical  manifestations  of  the  disorder.  The 
series  of  papers  by  Cowan,  Wolfe  and  Paige-  from 
1937  to  1942,  the  review  by  Sabin,®  published  in 
1942,  as  well  as  his  other  papers,  and  a recent  re- 
view of  the  subject  by  Weiman,^  1944,  should  be 
consulted  for  a comprehensive  discussion  of  the 
subject. 

The  disease  has  been  encountered  in  three  forms; 

1.  Congenital,  in  which  the  infection  reaches  the 
fetus  through  the  placental  circulation  of  the 
mother. 

2.  Juvenile  forms,  where  the  disease  is  acquired, 
and  in  which  an  acute  encephalitis  occurs  which 
may  or  may  not  be  fatal,  and 

3.  Adult  infections,  of  which  there  have  been  two 
cases  reported  in  which  death  resulted  from  a sys- 
temic infection  with  a skin  rash  and  pneumonitis. 

One  of  the  patients  reported  here  is  thought  to 
be  an  e.xample  of  the  congenital  form  of  the  dis- 
ease. In  the  other  the  onset  is  less  definite.  The 
congenital  form  is  the  most  completely  studied  by 
the  New  York  group  of  workers  who  reported 
eleven  cases  from  a single  clinic  during  a period  of 
five  years. 

The  outstanding  clinical  features  of  the  congeni- 
tal form  of  the  disease  are;  (1)  Onset  at  birth  or 
shortly  after,  (2)  convulsions,  (3)  hydrocephalus, 
(4)  focal  neurologic  disturbances  of  a widespread 
nature  (paralysis,  etc.),  (5)  bilateral  focal  chorio- 
retinitis, (6)  frequent  microphthalmos  or  ocular 
palsies,  (7)  intracerebral  calcification,  (8)  neo- 
natal jaundice,  (9)  hepatosplenomegaly,  (10) 
xanthochromia,  moderate  round  cell  pleocytosis 
and  elevated  protein  in  the  spinal  fluid  during  the 
acute  stage  of  the  disease,  (11)  occasional  anemia 
and  leukopenia,  (12)  recovery  of  toxoplasma  from 
C.S.F.,  blood  by  smear  or  by  animal  inoculation, 
(13)  neutralizing  antibodies  to  toxoplasma,  demon- 
strated in  the  blood. 

.■\t  first  all  cases  recognized  died  within  days  or 
weeks  of  birth,  and  it  was  several  years  before  the 
picture  in  the  surviving  child  was  recognized.  Here 

2.  Cowen,  D.,  Wolfe,  A.  and  Paige,  B.  H.  : Toxoplasmic 
Kucephaloinyelitis  : Clinical  Diagnosis  of  Infantile  or  Con- 
genital Toxoplasmosis;  Survival  Beyond  Infancy,  Arch. 
Neurol.  Psychiat.  48:  689-739,  Nov.,  1942. 

3.  Sabin,  A.  B. : Toxoplasmosis.  A Recently  Recognized 
Disease  of  Human  Beings.  Advances  in  Pediatrics,  Vol.  1. 
156,  1942.  Interscience  Publishers,  Inc.,  New  York,  N.  Y. 

4.  Weinman.  D.:  Human  Toxoplasma.  Puerto  Rico  .1. 
Pub.  Health  & Trop.  Med.  20:125-161,  Dec.,  1944. 
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the  picture  is  modified  and  is  characterized  by: 
(1)  Healed  or  inactive  chorioretinitis,  (2)  reduced 
vision,  (3)  strabismus,  nystagmus,  or  mjcrophthal- 
mos,  (4)  intracerebral  calcification,  (5)  con- 
vulsive phenomena,  (6)  hydrocephalus  or  organic 
cerebral  damage,  (7)  retarded  speech  development, 
(8)  mental  deficiency,  (9)  neutralizing  anti-bodies. 

The  value  of  the  neutralization  test  is  consider- 
able, but  both  false  positive  and  false  negative  tests 
can  be  obtained  according  to  Heidelman.'’  The  tests 
have  not  been  successfully  applied  in  the  patients 
here  reported. 

CASE  REPORTS 

Case  1.  A 2 year  old  girl,  E.  K.,  was  e.xamined  by  Dr. 
John  Raaf  and  myself  at  the  request  of  Dr.  Carl  .\shley  of 
Portland,  February  29,  1944. 

History  from  parents: 

Complaints'.  (1)  recurring  spells  of  vomiting,  (2)  leth- 
argic and  dopey. 

Present  Illness:  The  patient  was  a second  child,  a full 
term  baby,  a normal  delivery  after  twelve  hours  of  labor. 
She  was  born  in  Portland  in  March,  1942.  No  injuries  were 
sustained  at  birth.  She  sat  up  at  a normal  age  and  walked 
at  18  months.  She  began  saying  single  words  at  16  months. 
She  does  not  yet  put  sentences  together.  She  has  learned 
bowel  and  bladder  control.  She  drinks  from  a cup  and 
feeds  herself. 

Shortly  after  birth  it  was  noted  that  the  right  pupil  was 
smaller  than  the  left,  and  the  palpebral  fissure  and  bulbus 
oculi  were  smaller  on  the  right.  It  was  later  discovered  that 
there  was  pigment  formation  in  the  left  eye  so  that  she 
had  no  central  vision  in  that  eye.  She  had  been  seen  by 
local  ophthalmologists  as  well  as  by  some  in  Chicago.  New 
York  and  at  the  Mayo  Clinic. 

She  had  influenza  in  December,  1943,  and  was  taking 
sulfa  drugs  in  January.  She  seemed  all  right  and  had  no 
trouble  until  January  13  or  14,  in  1944,  when  she  began  to 
vomit  without  apparent  cause.  She  had  a low  fever  and 
was  dehydrated.  She  was  given  intravenous  fluids  in  the 
hospital  and  improved  and  seemed  as  well  as  she  had  ever 
been. 

On  February  IS  she  began  with  an  identical  vomiting  at- 
tack. This  was  associated  with  a peculiar  yawninglike 
movement  of  the  jaw,  apparently  abdominal  pain  and  se- 
vere vomiting.  Her  throat  was  very  red  and  she  had  a fever 
of  102°  F.  She  was  given  a sedative,  slept  for  two  days 
and  was  not  very  alert  or  wakeful  since.  She  was  then  re- 
admitted to  the  hospital  on  February  19. 

I had  seen  her  briefly  on  Sunday,  February  27,  She 
seemed  lethargic  to  me  and  very  uncooperative.  There  was 
a positive  McEwen’s  sign.  I advised  keeping  her  in  the 
hospital  until  the  examination  could  be  completed.  So  far 
as  the  mother  knows,  the  patient  has  had  no  headaches. 
She  had  one  convulsion  at  the  age  of  one  year  with  very 
high  fever.  The  mother  believes  she  walks,  favoring  the  left 
leg  slightly. 

Examination:  February  29.  The  patient  was  a 23  month 
old  female  child.  The  teeth  were  well  developed.  The  ton- 
sils were  small.  Examination  of  the  heart,  lungs  and  abdo- 
men revealed  no  abnormalities.  Right  eye  was  smaller  than 
the  left.  The  pupil  was  small,  irregular  and  fixed.  The  eye 
was  obviously  malformed.  Right  palpebral  fissure  was 
closed.  I was  unable  to  see  into  the  right  eye.  There  was  a 
definite  haziness  in  the  medial  border  of  the  left  eye,  and 
the  disc  appeared  to  be  raised.  Near  the  macular  area,  there 
was  an  area  of  piled  pigment  two  or  three  times  the  dia- 

5.  Heidelman,  J.  M. : Evaluation  of  Toxoplasma  Neutral- 
ization Tests  in  Cases  of  Chorioretinitis.  Arch.  Ophth.  34  : 
28-39,  July,  1945. 


meter  of  the  disc.  We  were  unable  to  determine  the  amount 
of  vision  she  had  in  the  left  eye.  The  right  eye  was  appar- 
ently completely  blind.  She  did  not  speak  during  the  exam- 
ination. Kernig  and  Lasegue  were  negative.  There  was  a 
+ 1 stiffness  of  the  neck,  and  a definitely  present  cracked- 
pot  note  on  percussion  of  the  skull. 

Neurologic  Examinations:  Cranial  nerves:  (I)  Unable 

to  be  tested.  (II)  Visual  fields  could  not  be  tested.  (Ill,  IV, 
VI)  There  was  a vertical  nystagmus  in  both  eyes  looking 
upward  and  a horizontal  nystagmus  looking  to  the  left. 
There  was  a marked  disturbance  of  movement  in  the  right 
eye  laterally;  other  extraocular  movements  were  normal. 
The  right  pupil  was  4 mm.  and  the  left  6 mm.  in  diameter. 
There  was  an  absence  of  both  direct  and  consensual  reflex 
in  the  right  eye,  and  the  consensual  light  reflex  in  the  left 
eye.  There  was  a slightly  diminished  but  present  light  reflex 
in  the  left  eye.  The  patient  did  not  follow  objects  well  and 
did  not  converge  the  eyes.  (V,  VII,  X,  XI,  XII)  No  dis- 
turbance was  noted. 

Musculature:  Muscle  testing  of  upper  and  lower  extremi- 
ties was  difficult,  due  to  poor  cooperation  of  the  patient, 
but  she  seemed  to  have  normal  tone,  strength  and  speed  of 
muscular  contraction  in  both  arms  and  legs,  with  the  possi- 
ble exception  of  the  right  lower  extremity  which  might 
have  been  slightly  spastic. 

Sensation:  She  responded  to  pain  sensation  throughout 
the  body. 

Reflexes:  The  corneal,  patellar,  .Achilles,  epigastric,  mid- 
gastric  and  hypogastric  reflexes  were  bilaterally  normal. 
There  was  a decrease  (-4)  of  the  biceps,  triceps  and  supin- 
ator. There  was  no  ankle  clonus.  The  Babinski,  Chaddock, 
Rossolimo  and  Oppenheim  were  negative  bilaterally. 

Coordination:  Impossible  to  test. 

Gait  and  Station:  She  had  a +3  ataxic  gait.  She  was  un- 
able to  walk  heel  to  toe. 

Tremor:  There  was  no  tremor. 

Roentgenograms  of  the  skull  were  taken  February  27  and 
they  were  described  by  Dr.  G.  B.  Isenhart  as  follows: 

Projections  of  the  skull  demonstrate  more  than  the  usual 
degree  of  prominence  of  the  digital  impression  on  the  inner 
table  of  the  calverium.  This  is  associated  with  an  appear- 
ance of  a slight  widening  of  the  sutures,  and  suggests  the 
presence  of  increased  intracranial  pressure.  N small  calcifi- 
cation is  shown  in  the  left  midparietal  region ; it  measures 
3.S  mm.  in  approximate  diameter.  The  pineal  body  is  not 
visibly  calcified.  The  sella  turcica  is  normal  in  size  and 
contour. 

On  February  29,  a localizing  sixteen  electrode  electro- 
encephalogram was  performed  (fig.  1).  The  following  is 
the  report.  The  record  was  taken  with  some  difficulty, 
due  to  the  poor  cooperation  on  the  part  of  the  patient.  It 
consists  of  activity  at  a frequency  of  about  3 to  5 per  sec- 
ond, with  occasional  slow  waves  at  1 to  2 per  second.  This 
activity  is  present  in  all  leads  and  there  is  no  significant 
difference  in  the  record  from  symmetrical  areas.  Over- 
breathing could  not  be  performed  because  of  the  age  of  the 
patient. 

Impression:  .Abnormal  electroencephalogram  with  slow 
activity  distributed  generally  without  evidence  of  a focal 
disturbance. 

Except  for  a slight  leukocytosis,  blood  count  and  uri- 
nalysis were  within  normal  limits. 

.A  spinal  puncture  had  been  done  on  February  24.  The 
initial  pressure  was  not  taken.  Approximately  S cc.  of  clear 
fluid  were  removed ; following  this,  the  pressure  was  ob- 
served to  rise  to  19  and  stop,  then  slowly  rise  to  25  and 
again  stop. 

,A  specimen  of  the  spinal  fluid  was  sent  to  the  laboratory 
and  following  is  the  report: 
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Fig.  1.  Electroencephalographic  record  on  the  patient  E. 
K.  The  numbers  refer  to  electrode  placement  on  the  ac- 
companying diagram. 


W,  B.  C. 

Total  protein 

Lange 

Kolmer 

.■\lbumin 

Globulin 


6 

33 

0000000000 

0-0 

Negative 

Negative 


A second  spinal  puncture  was  done  on  February  29.  The 
initial  pressure  was  measured  and  found  to  vary  from  26 
to  29  cm.  of  water.  No  fluid  was  removed  at  that  time. 

Impression:  It  was  felt  there  was  no  doubt  that  the  pa- 
tient’s symptoms  were  the  result  of  increased  intracranial 
pressure,  the  cause  of  which  was  not  evident  at  that  time. 

The  parents  of  the  child  elected  to  take  the  child  to  the 
University  of  Michigan  for  further  procedures,  and  she  left 
Portland  on  March  1.  She  was  at  this  hospital  from  March 
4 until  April  3,  at  which  time  ventriculograms  were  done 
(fig.  2)  which  showed  a block  at  the  aqueduct  of  Sylvius 
and  indigocarmine  studies  substantiated  this.  Beside  the 
complete  block,  they  also  noted  the  right  microphthalmos 
and  the  healed  inactive  chorioretinitis  of  the  left  eye. 

On  March  14,  a suboccipital  craniotomy  and  exploration 
of  the  4th  ventricle  was  done.  As,  no  removable  obstruction 
was  found,  a Torkilson’s  procedure  was  done  by  Dr.  Max 
Peet.  This  procedure  was  well  tolerated  and  the  postopera- 
tive course  was  uneventful.  Their  diagnosis  was  as  follows: 
“In  all  probability  this  is  a case  of  multiple  congenital 
brain  defects  and  it  is  impossible  to  determine  whether  any 
inflammatory  process  was  present  and  responsible  for  the 
brain  defects.  The  parents  were  given  a poor  prognosis  and 
the  child  was  discharged  for  symptomatic  care.” 

She  was  readmitted  on  .4pril  20  and  the  report  from  the 
University  Hospital  concerning  this  admission  is  as  fol- 
lows: 

“Eady  in  .4pril  the  child  became  listless  and  there  was 


drainage  of  pus  from  a swollen  area  in  the  old  incision. 
Ventricular  fluid  showed  2700  cells,  70  per  cent  polys,  and 
the  culture  showed  Staphylococcus  aureus.  She  had  a mod- 
erate leukocytosis.  During  her  course  at  the  hospital  from 
April  20  to  May  23,  despite  penicillin  therapy,  the  patient’s 
condition  remained  essentially  the  same  except  for  a clear- 
ing of  the  signs  of  infection  in  the  central  nervous  system. 
It  was  felt  that  her  previous  mental  state  was  the  result  of 
residual  brain  damage  from  a previous  intrauterine  infec- 
tion or  brain  defect.  Culture  and  cellular  response  in  the 
spinal  fluid  cleared.” 

The  patient  returned  to  Portland,  where  she  is 
now  situated.  There  was  still  drainage  from  the  in- 
cision posteriorly.  She  ran  occasional  fevers  and 
with  these  bouts  of  fever  some  cellular  response 
was  present  in  the  spinal  fluid. 

She  was  re-examined  on  August  12.  She  was  list- 
less and  stuporous,  could  not  sit  up  nor  hold  her 
head  up  well.  She  did  not  talk  nor  recognize  things 
in  her  environment.  She  now  exhibited  a marked 
increase  in  muscle  tone  throughout  the  body,  both 
pyramidale  and  extrapyramidale  in  type.  There 
has  been  an  obvious  and  definite  increase  in  the 
signs  and  symptoms  of  a diffuse  involvement  of  the 
central  nervous  system. 

Diagnosis  at  this  time  was  made  of  an  encephal- 
itis due  to  toxoplasma. 

Her  eyes  were  examined  by  Dr.  Kenneth  Swan 
who  confirmed  the  description  of  her  eyes  as  above 
and  felt  that  the  changes  were  typical  of  those  seen 
in  toxoplasmosis. 
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Fig.  2.  Ventriculograms  showing  an  internal  hydroceph- 
alus with  absence  of  filling  of  4th  ventricle.  Note  the 

Since  this  date  her  condition  has  remained  the 
same.  She  is  unable  to  walk  or  talk.  The  infection 
at  the  site  of  the  rubber  tube  of  the  Torkilson’s 
operation  continued  and  eventually  the  tube  itself 
presented  on  the  surface.  This  was  finally  removed, 
and  the  wound  is  now  healing.  The  signs  of  in- 
creased intracranial  pressure  have  not  yet  mani- 
fested themselves. 

In  summary,  this  child  exhibits  all  the  clinical 
manifestitations  of  toxoplasmic  encephalitis,  in- 
cluding (1)  healed  or  inactive  chorioretinitis,  (2) 
reduced  vision,  (3)  strabismus,  nystagmus  and 
microphthalmos,  (4)  intracerebral  calcification,  (5) 
one  convulsive  seizure,  (6)  internal  hydrocephalus 
from  a block  at  the  aqueduct  of  Sylvius,  (7)  re- 
tarded speech  development,  (8)  mental  deficiency. 

The  case  was  complicated  by  the  presence  of  a 
postoperative  Staphylococcus  aureus  meningitis 
and  wound  infection.  The  serologic  tests  for  toxo- 
plasma have  not  been  done,  and  attempts  to  infect 
laboratory  animals  with  spinal  fluid  were  unsuc- 
cesful. 

Case  2.  C.  J.  F.  was  a five  year  old  child  who  was  first 
seen  on  October  23,  1944,  at  the  request  of  Dr.  Harmon 
Tremaine  of  Boise,  Idaho.  History  from  mother. 

Complaints:  (1)  convulsions,  (2)  irregular  heart,  (3) 

right  arm  and  leg  weak  at  times,  (4)  failure  to  talk  nor- 
mally and  lack  of  concentration,  and  (5)  overactivity. 

Family  History:  The  patient’s  father,  mother,  one  sister 
and  two  brothers  are  all  in  good  health.  There  is  no  family 
history  of  epilepsy,  nervous  or  mental  diseases,  or  migraine. 

Present  Illness:  The  patient  was  born  three  weeks  pre- 
maturely (placenta  previa),  but  breathed  normally  and 
nursed  readily.  The  mother  believes  that  instruments  were 
used  in  delivery.  The  patient  sat  up  normally,  walked  and 
said  words  at  one  year.  When  she  was  fourteen  months  old, 
she  became  fidgety,  restless  and  hard  to  control,  and  at  one 
time  on  getting  up  from  her  nap,  her  right  leg  seemed  to 


small  calcified  placque  on  lateral  wall  of  left  ventricle. 

give  way  and  she  fell.  It  was  thought  at  the  time  that  her 
leg  was  asleep.  There  was  no  jerking.  Several  months  later 
she  had  another  such  attack,  and  there  was  a gradual  in- 
crease in  the  number  and  severity  of  the  attacks.  .\t  pres- 
ent, she  may  have  as  many  as  three  attacks  a day.  For- 
merly before  a hard  attack,  she  told  her  mother  that  she 
was  going  to  have  a spell,  but  now  she  just  approaches  her 
parents  but  does  not  talk. 

During  an  attack  both  arms  and  legs  are  drawn  up,  she 
may  drool  some  saliva,  may  or  may  not  lose  consciousness; 
the  jaws  set  and  she  may  lose  control  of  her  bladder,  but 
she  does  not  chew  her  tongue,  .\fter  an  attack  she  sleeps 
for  fifteen  minutes  to  several  hours.  She  also  has,  in  addi- 
tion to  the  hard  attacks,  others  without  loss  of  conscious- 
ness which  may  involve  only  the  right  arm  and  leg,  and 
“little  attacks”  which  are  brief  periods  of  inactivity,  lasting 
three  or  four  minutes.  With  these  there  is  no  jerking. 

During  the  past  two  months  it  has  been  noted  that  after 
a generalized  convulsive  seizure  the  patient  will  have  at- 
tacks lasting  only  a few  seconds  when  she  stares  vacantly 
as  though  not  able  to  see,  stops,  but  does  not  fall  except 
occasionally,  and  then  suddenly  “snaps  out  of  it”  by  jerk- 
ing her  head  upward.  After  this  type  of  seizure  she  is  as 
before.  After  a hard  seizure  the  right  arm  and  leg  are  weak. 

For  the  past  two  years  her  progress  of  learning  and  talk- 
ing seemed  to  stop,  and  for  the  past  two  or  three  months 
the  mother  has  felt  that  there  has  been  a definite  decline  in 
her  ability  to  talk  and  do  things.  She  now  rarely  speaks 
and  has  difficulty  grasping  objects. 

She  was  first  seen  by  a local  physician  in  Missouri,  but 
no  treatment  was  instituted.  She  was  then  seen  by  a pedia- 
trician in  Springfield,  Missouri,  who  gave  her  a liquid  med- 
icine that  seemed  to  help  her  attacks.  She  then  saw  a chi- 
ropractor and  was  later  taken  to  a neurosurgeon.  She  was 
given  a sedative  but  reacted  unfavorably  to  such  treatment 
and  seemed  more  restless  and  unmanageable. 

In  1943,  two  pneumoencephalograms  were  done,  one  in 
July  and  one  in  November  by  Dr.  Ronald  M.  Klemme, 
both  of  which  were  interpreted  as  normal  and,  although  a 
hopeful  prognosis  was  given  the  parents,  the  patient  has 
continued  gradually  to  get  worse.  She  has  been  on  many 
different  capsules  and  tablets,  all  without  benefit  but,  ex- 
cept for  one  week,  she  has  been  under  medication  continu- 
ously. 

Occasionally  the  patient  vomits.  She  learned  bladder  and 
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bowel  control  early  and  has  been  well  controlled  until  re- 
cently. 

Examination : The  patient  was  an  uncooperative  child  of 
five  who  obeyed  simple  commands,  but  had  to  be  con- 
stantly restrained  to  be  kept  in  bed.  She  was  observed  to 
have  occasional  twitches  of  the  right  hand.  Teeth  were  in 
good  condition.  Tonsils  were  present.  Examination  of  lungs 
and  abdomen  revealed  no  abnormalities.  There  was  a blow- 
ing systolic  murmur  heard  loudest  in  the  aortic  area.  The 
Kernig  and  Lasegue  were  bilaterally  negative. 

Neurologic  Examination:  Cranial  nerves:  (I)  Unable  to 
be  tested.  (II)  Visual  fields  could  not  be  tested.  (Ill,  IV, 
VI)  There  was  no  ptosis  and  no  nystagmus.  Ocular  move- 
ments were  normal.  Pupils  were  round  and  equal  and  re- 
acted normally  to  light  and  convergence.  (V,  \TI)  Nor- 
mal. (VIII)  The  patient  seems  to  hear.  (IX)  Not  tested. 
(X,  XI,  XII)  Normal. 

Musculature : Strength,  tonus,  speed  of  motion  and  am- 


Fig.  3.  Roentgenogram  of  the  skull  of  patient  C.  J.  F. 
Arrows  point  to  two  small  intracerebral  calcifications. 

plitude  of  arm,  leg  and  trunk  muscles  were  normal.  There 
was  no  atrophy  and  no  fibrillary  twitchings. 

Sensation : Pain  sensation  throughout  the  body  was  nor- 
mal. 

Reflexes:  Corneal,  patellar,  .\chilles,  epigastric,  midgas- 
tric,  and  hypogastric  reflexes  were  bilaterally  normal.  The 
biceps,  triceps  and  supinator  reflexes  were  bilaterally  de- 
creased (-2).  There  was  no  ankle  clonus.  The  Babinski  was 
bilaterally  negative. 


Coordination : Seemed  adequate. 

Gait  and  Station:  The  patient’s  gait  was  normal. 
Roentgenograms  of  the  skull  (fig.  3)  were  reported  by 
Dr.  G.  B.  Isenhart  as  follows: 

“No  abnormalities  w’ere  demonstrated  in  the  bones  of  the 
calverium,  except  for  a developmental  variation  in  the  form 
of  a persistent  midline  frontal  metopic  suture.  The  pineal 
body  is  visibly  calcified  and  lies  in  a normal  position.  A 
number  of  rounded,  rather  faint  calcifications  are  visible  in 
the  intracranial  structures  of  the  right  postparietal  region. 
The  sella  is  normal  in  size  and  contour. 

On  October  23  an  electroencephalogram  was  performed 
(fig.  4).  The  following  is  the  impression: 

“.Abnormal  electroencephalogram,  consisting  of  diffusely 
slow  waves  with  occasional  spike  and  wave  variants.  This 
type  of  record  is  commonly  seen  in  epileptic  disorders.” 

,\n  electrocardiogram  was  performed  and,  aside  from  a 
high  grade  of  left  axis  deviation,  this  was  essentially  nega- 
tive. 

The  patient  was  seen  by  Dr.  Kenneth  Swan  of  the  Uni- 
versity of  Oregon  Medical  School  who  identified  in  the 
fundoscopic  examination  a smalt,  greyish,  raised  mass  in 
the  inferior  and  lateral  margin  of  the  left  disc.  It  was  about 
one-third  the  diameter  of  the  disc,  and  it  pushed  one  of 
the  retinal  vessels  to  one  side.  There  was  very  little  reaction 
about  this.  It  was  Dr.  Swan’s  opinion  that  his  lesion  was 
entirely  compatible  with  toxoplasmosis. 

On  October  24  a pneumoencephalogram  was  performed. 
The  original  spinal  fluid  pressure  was  11  cm.  of  water,  with 
the  patient  in  a lateral  recumbent  position.  Eighty  cc.  of 
clear  fluid  were  removed  and  replaced  with  an  equal  quan- 
tity of  air  (fig.  S).  The  following  is  Dr.  Isenhart’s  X-ray 
report: 

“.Air  introduced  by  the  spinal  puncture  does  not  enter 
and  outline  the  cerebral  ventricles.  The  projections  dem- 
onstrate air  distribution  in  the  various  portions  of  the  sub- 
arachnoid space,  confined  apparently  to  the  area  over  the 
convex  surface  of  the  right  cerebral  hemisphere.  There  is  a 
suggestion  of  a slight  widening  of  the  subarachnoid  space.” 
The  following  is  the  laboratory  report  on  spinal  fluid 
withdrawn  at  encephalography: 

Cell  count  1 

Total  protein  26 

Globulin  Negative 

Lange  011110000-0 

Kolmer  00 


Summary:  This  patient  exhibits  many  of  the  symptoms 
and  signs  characteristic  of  toxoplasmic  encephalitis,  includ- 
ing: (1)  chorioretinitis,  (2)  intracerebral  calcification,  (3) 
convulsive  seizures,  (4)  slight  evidence  on  pneumoenceph- 
alogram of  organic  cerebral  damage,  (5)  retarded  speech 
development,  (6)  mental  deficiency. 
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Fig'.  4.  Klectroencephalogram  on  patient  C.  J.  F.  Note  refer  to  electrode  placement  on  the  accompanying  dia- 
the  isolated  modified  spike  and  wave  pattern.  Numbers  gram. 
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Pig.  5.  Roentgenogram  following  introduction  of  air. 
Note  absence  of  filling  ventricles  and  slight  increase  in 
cortical  markings  over  the  vertex  and  frontal  areas. 


In  the  differential  diagnosis  in  this  patient  seri- 
ous consideration  must  be  given  to  tuberous  sclero- 
sis, for  all  the  above  findings  can  occur  in  either 
condition.  The  chief  differentiating  features  of  the 
two  diseases  are  the  retinal  changes.  Dr.  Swan  and 
myself  have  discussed  this  question  and  it  is  his 
opinion  that  the  retinal  lesion  is  quite  characteristic 
of  the  chorioretinitis  of  toxoplasmosis  and  resem- 
bles not  all  the  retinal  lesion  of  tuberous  sclerosis. 
There  were  no  skin  lesions  and  no  familial  history, 
both  of  which  are  commonly  found  in  tuberous 
sclerosis. 

The  child  was  placed  on  a therapeutic  trial  of 
sulfapyridine.  This  was  continued  for  ten  days, 
maintaining  a blood  level  of  5 to  10  mg.  per  cent. 
This  drug  has  been  found  to  be  of  some  benefit  in 
treatment  of  this  condition  in  laboratory  animals 
(Sabin  and  Warren,®  and  Weinman’^).  Her  anti- 
convulsive  therapy  was  continued,  although  it  had 
apparently  not  been  successful  in  the  past.  A poor 
prognosis  was  given  the  parents. 

According  to  her  mother’s  report  of  December  6, 
she  seemed  much  improved  for  three  weeks,  but 
then  her  seizures  recurred  with  increasing  fre- 
quency. She  gained  in  weight. 

She  was  rehospitalized  in  Boise  and  was  given 
additional  sulfa  and  this  was  continued  at  home  for 
a time.  When  her  seizures  were  uncontrolled  and 
her  irritable  state  was  such  that  she  could  not  be 
controlled  at  home  or  in  a general  hospital,  she 
was  admitted  to  the  State  Colony  and  School  at 
Nampa,  Idaho,  in  February,  1945. 

6.  Sabin,  A.  B.  and  Warren,  J. : Therapeutic  Effective- 
ness of  Certain  Sulfonamides  on  Infection  bv  Intracellular 
Protozoon  (Toxoplasma).  Proc.  Soc.  Exper.  Biol.  Med..  51- 
19-23.  Oct.,  1942. 

7.  Weinman,  D.  and  Berne,  R. : Therapeutic  Cure  of 
Acute  Experimental  Toxoplasmosis  in  Animals.  J.  A.  M.  A. 
124:6-8,  Jan.  1,  1944. 


The  last  report  from  the  child’s  mother  by  letter 
of  August  11,  1945,  is  as  follows: 

“Joyce’s  improvement  is  most  an  unbelievable  miracle. 
Her  last  seizure,  according  to  the  state  school  records,  was 
May  28,  1945.  She  isn’t  so  nervous,  she  had  improved  in 
speech,  takes  an  interest  in  child’s  entertainment  which  she 
never  did  before.  In  general,  seems  very  happy.” 

The  parents  now  wish  to  take  her  from  the  state 
school.  This  optimism  may  be  colored,  however,  for 
the  superintendent  at  Nampa  states  most  recently 
that  she  is  back  with  him  and  her  condition  is  un- 
changed. 

Whether  sulfapyridine  was  a factor  in  tempo- 
rarily abetting  the  heretofore  steady  progress  of 
the  disease  cannot  be  answered.  It  would  appear, 
however,  that  the  drug  should  be  employed  in  all 
cases,  where  there  is  any  possibility  of  rehabilitat- 
ing the  individual  who  is  believed  to  suffer  from 
this  condition. 

SUMMARY 

Two  patients  are  presented  in  which  the  diagno- 
sis of  toxoplasmic  encephalitis  has  been  made.  No 
pathologic  or  serologic  confirmation  is  yet  avail- 
able in  either.  One  patient  was  treated  with  sul- 
fapyridine and  subsequent  to  this  a temporary  im- 
provement was  reported. 

This  observation,  plus  the  hopeful  results  in  ex- 
perimental infections  with  this  organism,  makes 
it  desirable  to  continue  to  use  these  drugs  wherever 
a diagnosis  of  toxoplasmic  encephalitis  is  made, 
and  where  there  has  not  been  extensive  permanent 
cerebral  damage. 

It  is  felt  that  the  condition  is  more  common  than 
the  reported  cases  would  indicate  and  a greater  in- 
cidence will  be  found  when  knowledge  of  this  dis- 
order is  more  generally  available. 

HOW  HE.ART  DISEASE  BRINGS  SUDDEN  DEATH 

An  editorial  in  the  December  8 issue  of  The  Journal  of 
the  American  Medical  Association  pointed  out  that  myo- 
carditis, inflammation  of  the  heart  muscle,  is  second  only 
to  a ruptured  aortic  aneurysm  as  the  cause  of  sudden  death. 
An  aneurysm  is  a sac  formation  of  the  wall  of  the  heart 
due  to  a weakening  or  degeneration  of  the  heart  muscle. 

The  editorial  stated  that  “myocarditis  occurs  secondary 
to  many  diseases  of  bacterial  or  virus  origin  and  to  some 
conditions  of  undetermined  origin.  The  following  incomplete 
list  mentions  conditions  in  which  acute  myocarditis  has 
been  demonstrated  at  necropsy  (postmortem  examination): 
diphtheria,  typhoid,  paratyphoid,  typhus,  dysentery, 
mumps,  pneumonia,  scarlet  fever,  meningococcic  infection, 
gonococcic  infection,  tularemia,  streptococcic  and  pneumo- 
coccic  meningitis  . . .” 

It  is  difficult  to  separate  the  features  due  to  myocarditis 
because  it  is  usually  masked  by  the  primary  disease.  How- 
ever, the  common  characteristics  usually  are  labored  breath- 
ing, discomfort  over  the  heart,  palpitation,  pallor,  and 
weakness  of  the  pulse  out  of  proportion  to  the  severity 
of  the  general  infection.  The  pulse  is  usually  rapid  and 
irregular  and  the  blood  pressure  is,  as  a rule,  low. 

The  Journal  stated  that  it  was  important  to  recognize 
the  existence  of  this  condition  because  “with  the  frequency 
of  infectious  diseases  and  miscellaneous  infections  there 
are  but  few  persons  who  during  a lifetime  do  not  have  in- 
flammatory myocardial  foci.” 
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MELANOMA  OF  SMALL  INTESTINE 
Ben  N.  Wade,  M.D. 

PORTLAND,  ORE. 

While  not  uncommon  in  many  other  tissues  and 
organs  of  the  body,  melanoma  is  extremely  rare 
in  the  small  intestine.  To  date,  so  far  as  can  be 
determined,  only  nine  cases  of  primary  melanoma^ 
and  twenty-one  cases  of  metastatic  melanoma^  of 
the  small  intestine  have  been  reported.  Others  prob- 
ably have  been  observed  but  not  reported. 

A review  of  the  literature  and  text  books  on 
pathology  finds  the  subject  of  intestinal  melanoma 
scarcely  mentioned  or  not  mentioned  at  all.  In  the 
text  books  of  Bell,®  .Anderson,*  and  Ewing’’  nothing 
is  said  of  it,  and  it  is  barely  referred  to  in  the  text 
books  of  Boyd,®  MacCallum,"  and  Karsner.® 

In  many  articles  dealing  with  malignant  tumors 
of  the  small  intestine,  melanoma  is  rarely  men- 
tioned. For  example,  Nickerson  and  Williams,'-’  in  a 
review  of  the  literature  in  1937,  did  not  refer  to 
the  subject,  and  it  was  also  omitted  in  articles  by 
Frank,  Aliller  and  BelP®  in  1942,  and  in  articles 


1.  a.  Vander  Veer,  E.  A.  and  Kellert,  E. : Melanotic  Sar- 
eoma  of  Intestine.  N.  Y.  State  J.  M.,  17:335,  July.  1917. 

b.  Cox,  H.  H.  and  Sloan,  L.  H. : Melanoma;  Report  of 
Case  Apparently  Primary  in  Jejunum,  J.  A.  M.  A.  82 : 
2021-2025,  June'  21,  1924. 

c.  Lund,  F.  B. ; Melanotic  Sarcoma  of  Small  Intestine. 
New  England  J.  Med.,  201:1133-1136,  Dec.  5,  1929. 

d.  Boyce,  P.  F.,  and  McFetridge,  E.  M. : Primary  Car- 
cinoma of  Liver.  Internal.  S.  Digest.  18:67-80,  Aug.,  1924. 

e.  Menne,  F.  R.  and  Beeman,  Jr  A.  P. : Multiple  Primary 
Melanomas  of  Small  Intestine.  Am.  J.  Digest  Dis.  and  Nu- 
trition, 3:786-789,  Dec.,  1936. 

f.  Fiske,  F.  A. : Intussusception  Due  to  Intestinal  Tu- 
mors. Am.  Surg.,  106:221-229,  Aug.,  1937.  • 

g.  Gordon,  W.  C. : Primary  Melanoma  of  Small  Intes- 
tine. Rev.  Gastroenterol,  8:36-44,  Jan. -Feb.,  1941. 

h.  Morrison,  W.  A.  and  Donath,  D. : Tumors  of  Small  In- 
testine. California  & West.  Med.,  55:235-237,  Nov.,  1941. 

2.  a.  Saphir,  O. : Metastatic  Melanoma  of  Jejunum. 

Arch.  Path.,  4:22-25,  July,  1927. 

b.  Maxwell,  W. : Secondary  Melanomata  of  Small  Intes- 
tine with  Chronic  Intestinal  Obstruction  and  Intussuscep- 
tion. M.  J.  Australia,  2:656-657,  Nov.  24,  1928. 

c.  Robb,  D. : Sarcoma  of  Small  Intestine.  Brit.  M.  J.,  2 : 
1007,  Nov.  30,  1929. 

d.  Wilbur,  D.  L.  and  Hartman.  H.  R. : Malignant  Mela- 
noma with  Delayed  Metastatic  Growth.  Am.  Int.  Med.,  5 : 
201-211,  Aug.,  1931. 

e.  Plewes,  F.  B.:  Malignant  Melanomatosis.  Am.  J.  Can- 
cer, 26:732-737,  April,  1936. 

f.  Mallory,  T.  B. : Case  Report  of  Metastatic  Melanoma. 
New  England  J.  Med.,  218:1013-1014,  June  16,  1938. 

g.  Mackay,  P.  H.  and  Hurteau  ,E.  F. : Primary  Melano- 
Sarcoma  of  Central  Nervous  System.  Tr.  Am.  Neurol. 
Assn.,  67:82-88,  1941. 

h.  Morison,  J.  E.  : Tumors  of  Small  Intestine.  Brit.  J. 
Surg.,  29:139-153,  July.  1941. 

i.  Bizozero,  O.  J.  and  Collins,  J.  O. : Amelanotic  Mela- 
noma. Connecticut  S.  M.  J.,  5:193-196,  March.  1941. 

j.  Jones,  W.  C.,  Dowlen,  W.  L.  and  Rand,  F.  H. : Amel- 
anotic Melano-Sarcoma  of  Jejunum.  Bull-Jackson  Mem. 
Hosp.,  4:34-36,  .Tan.,  1942. 

k.  Phillips,  J.  R. : Metastatic  Melanotic  Sarcoma  to  Ile- 
um Causing  Intussusception.  Am.  J.  Digest  Dis.,  10:147- 
148,  April.  1943. 

l.  Herbut.  P.  A.  and  Manges.  W.  E. : Melanoma  of  Small 
Intestine.  Arch.  Path.,  39:22-27.  Jan.,  1945. 

3.  Bell.  E.  T. : A Text  Book  of  Pathology,  Ed.  5.,  p.  327, 
Lea  & Febiger,  Philadelphia,  1944. 

4.  Anderson,  W.  A.  D. : Synopsis  of  Pathology,  pp.  569- 
572,  C.  V.  Mosby  Co.,  St.  Louis,  1942. 

5.  Ewing,  ,T. : Neoplastic  Diseases,  Ed.  4.,  pp.  938-970, 
W.  B.  Saunders  Co.,  Philadelphia.  1940. 

6.  Boyd.  W. : Text  Book  of  Pathology,  pp.  322-323.  Lea 
& Febiger,  Philadelphia,  1938. 

7.  MacCullum,  W.  G. : Text  Book  of  Pathology,  Ed.  7,  p. 
1101.  W.  B.  Saunders  Co.,  Philadelphia,  1938. 

8.  Karsner,  H.  T. : Human  Pathology,  Ed.  6.  p.  534, 
J.  B.  Linpincott  Co.,  Philadelphia.  1938. 

9.  Nickerson,  D.  A.  and  Williams,  R.  H. : Malignant 
Tumors  of  Small  Intestine.  Am.  J.  Path.,  13:52-64,  Jan., 
1937. 


by  Daland  and  Holmes,**'  Greneblatt,  Fund  and 
Bernard,*'®  deCholnoky,*®  and  Howes  and  Birn- 
krant.**  Medinger*'’  reported  twenty-two  cases  of 
small  bowel  malignancies,  none  of  which  were  mel- 
anoma. In  2,252  autopsies  Chant*®  noted  eight 
cases  of  malignancy  of  the  small  bowel,  none  of 
which  were  melanoma,  and  Morrison  and  Donath** 
noted  two  cases  of  melanoma  of  the  small  intes- 
tine in  25,621  autopsies.  A review  of  97  cases  was 
made  by  Plewes,*®  in  which  he  reported  one  case 
of  a metastatic  nodule  that  was  found  in  the  je- 
junum. Many  other  articles  on  melanoma  have 
seldom  referred  to  this  type  of  growth  in  the  small 
intestine.  In  a review  of  400  cases  Adair*®  stated 
that  it  was  possible  for  melanoma  to  occur  in  the 
small  intestine,  but  he  reported  no  cases. 

Herbut  and  Manges,®®  in  an  excellent,  recent  re- 
view of  the  literature,  were  able  to  find  records  of 
but  twenty-five  cases  of  melanoma  involving  the 
small  intestine.  To  this  list  they  added  reports 
of  five  cases  which  were  found  in  a series  of  5,000 
autopsies  at  the  Jefferson  Medical  College  Hos- 
pital. In  this  series  of  thirty  cases,  nine  were 
primary  in  the  small  intestine,  nineteen  were  meta- 
static, and  the  primary  sites  of  two  were  not  de- 
termined. 

These  authors,  as  well  as  Laidlay,®*  are  of  the 
opinion  that  primary  melanoma  seldom,  if  ever, 
occurs  in  the  small  intestine.  They  state  that  mel- 
anoblasts  are  found  only  in  the  skin  or  mucous 
membranes  of  ectodermal  origin,  and  that  these 
have  not  as  yet  been  demonstrated  in  the  small  in- 
testine. They  assert  that  a melanoma  could  not 
originate  as  a primary  growth  in  the  absence  of 
melanoblasts,  and  are  inclined  to  believe  that  in- 
testinal melanomata  are  invariably  metastatic. 

However,  in  the  report  of  the  following  case  a 
careful  search  revealed  no  site  of  any  other  or  pos- 
sible primary  growth.  The  clinical  and  pathologic 
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evidence  pointed  to  its  being  a primary  growth  in 
the  jejunum. 

CASE  REPORT 

The  patient  (Mr.  H.  M.)  was  a well  developed  man  SS 
years  of  age.  He  entered  Providence  Hospital  February  22, 
1945,  under  the  care  of  Dr.  J.  Otto  George  who  referred 
him  to  me  for  further  treatment. 

On  entering  the  hospital  the  patient  complained  of  ab- 
dominal distress,  distension  and  cramping  pain  of  moderate 
severity  in  the  lower  abdomen.  He  first  noticed  his  symp- 
toms January  1,  five  weeks  before  entering  the  hospital. 
.\t  that  time  he  began  to  have  moderate,  intermittent, 
cramping  pain  in  the  epigastrium  which  had  no  relation 
to  the  taking  of  food.  In  about  two  weeks  the  pain  in- 
creased; he  occasionally  became  nauseated,  and  at  times 
vomited. 

The  vomitus  contained  green,  bitter  material  and  parti- 
cles of  food  eaten  several  hours  earlier.  He  vomited  three 
times  on  the  first  day  of  his  illness,  but  was  subsequently 
free  of  this  symptom  for  a week.  The  vomitus  never  con- 
tained blood,  neither  did  the  stools.  His  bowels  were  regu- 
lar. He  noticed  a particular  intolerance  to  cabbage  and 
fatty  foods,  but  otherwise  his  diet  caused  no  distress. 

The  cramping  pain,  nausea  and  vomiting  recurred  and 
were  accompanied  by  marked  abdominal  distension.  At 
times  the  cramping  pain  became  so  severe  that  it  would 
double  him  up.  These  symptoms  usually  persisted  for 
twenty-four  hours,  and  would  then  disappear  for  several 
days.  The  attacks  occurred  two  or  three  times  a week. 

He  continued  his  work  as  a pipe  fitter  in  the  shipyard 
until  one  week  before  entering  the  hospital  in  spite  of  his 
occasional  abdominal  symptoms.  During  this  time  he  occa- 
sionally noticed  visible  peristalsis  in  the  lower  abdomen 
during  the  attacks  of  pain.  He  had  suffered  no  previous 
illness  of  any  consequence. 

On  examination  the  eyes  showed  no  visual  defects  or 
other  abnormalities.  Neither  was  there  any  eye  involvement 
later,  when  the  patient  returned  with  brain  metastases. 
The  chest  and  cardiovascular  system  W’ere  negative.  The 
abdomen  showed  moderate  distension.  There  was  no  rigid- 
ity. Slight  tenderness  was  noted  in  both  lower  quadrants. 
There  was  an  ovoid,  movable  mass,  approximately  20  cm. 
x7.S  cm.,  palpable  in  the  left  lower  quadrant.  No  visible 
peristalsis  was  noted  at  this  time. 

The  patient  was  treated  symptomatically  while  under- 
going roentgen  ray  study  of  the  gastrointestinal  tract.  His 
symptoms  of  obstruction  were  gradually  becoming  more 
pronounced.  Fluoroscopic  examination  showed  the  lung 
fields  clear.  The  diaphragm  was  smooth  and  regular.  The 
heart  was  of  the  aortic  type  and  was  not  enlarged.  The 
aorta  was  widened  and  increased  in  density.  Esophagus 
normal.  The  stomach  contained  a large  amount  of  fluid  and 
was  markedly  dilated.  No  barium  could  be  forced  through 
the  pylorus. 

Roentgen  diagnosis  of  partial  obstruction  of  pylorus  was 
made.  Nature  of  the  mass  palpable  in  left  lower  quadrant 
was  not  determined.  Blood  and  urine  examinations  were 
normal.  Hemoglobin  was  94  per  cent  and  the  red  blood 
cell  count  was  5,730,000.  White  cell  count  was  8,650, 
polymorphonuclear  neutrophiles  68  per  cent,  small  lympho- 
cytes 22  p>er  cent,  monocytes  1 p>er  cent,  and  staff  cells  9. 
Sedimentation  rate  was  normal. 

After  careful  preparation,  operation  was  performed  Feb- 
ruary 27.  .A  short  left  rectus  incision  was  made  opposite 
the  umbilicus.  The  abdomen  was  explored.  Stomach,  duo- 
denum and  jejunum  were  markedly  dilated.  There  were 
no  palpable  masses  in  the  pylorus  or  liver,  or  along  the 
abdominal  vessels.  The  ileum  was  collapsed.  No  abnor- 
malities were  found  in  the  colon. 

.A  mass  in  the  small  intestine  was  located  in  the  left 
lower  quadrant.  It  was  delivered  and  found  to  be  an  in- 


tussusception caused  by  peristaltic  traction  pull  of  a tumor 
within  the  lumen  of  the  bowel.  As  the  tumor  descended 
into  the  bowel,  telescoped  the  bowel  further  and  further, 
gradually  increasing  the  obstruction,  until  the  latter  had 
become  almost  complete.  The  bowel  had  been  invaginated 
about  25  cm.  by  the  growth.  A number  of  large,  dark 
lymph  nodes  were  present  in  the  mesentery  adjacent  to 
the  growth,  but  no  enlargements  were  noted  in  the  glands 
along  the  aorta.  The  intussusception  was  partly  reduced 
by  manipulation.  .A  wide  excision  was  then  made  of  it  and 
the  growth,  including  the  mesenteric  lymph  nodes.  The 
entire  jejunum  proximal  to  the  growth  and  intussusception 
was  enormously  dilated;  so  were  the  duodenum  and 
stomach. 

.After  resection  an  end-to-end  anastomosis  was  done, 
a Witzel  enterostomy  was  then  made  over  an  18  F cathe- 
ter about  four  inches  above  the  line  of  anastomosis.  The 
catheter  was  brought  out  through  the  omentum  and 
through  a small  stab  wound  in  the  midline  above  the  um- 
bilicus. Two  hundred  cc.  of  amfetin  were  injected  into  the 
peritoneal  cavity  and  the  incision  was  closed  in  the  usual 
manner  after  dusting  the  wound  with  sulfathiazole  crystals. 

The  patient  made  a rapid  and  uneventful  postoperative 
recovery.  The  enterostomy  tube  drained  profusely  for 
forty-eight  hours,  and  was  removed  on  the  fourth  post- 
operative day.  The  patient  left  the  hospital  on  the  twelfth 
postoperative  day,  after  having  been  up  and  around  the 
two  preceding  days. 

Pathologic  Report:  Following  is  the  interesting  patho- 
logic report  made  by  Dr.  J.  B.  Helfrich,  pathologist  of 
Providence  Hospital; 

Gross  examination:  The  specimen  consists  of  a 26  cm. 
length  of  jejunum.  .About  the  midportion  there  is  an  in- 
tussusception. It  has  been  partially  reduced.  .Adjacent  to 
the  telescoped  segment  of  the  bowel  there  is  a rounded, 
dark,  pigmented  tumor  mass  5.5  cm.  in  diameter  and  1.5 
cm.  in  thickness.  The  bowel  is  ulcerated  and  covered  with 
yellowish,  purulent  exudate.  The  pigmented  tumor  extends 
through  the  entire  thickness  of  the  bowel  wall.  Nearby 
mesenteric  nodes  are  enlarged  and  infiltrated  with  dark 
brown  melanotic  tumor. 

Microscopic  examination:  The  intestine  is  ulcerated 
over  the  tumor  area.  The  tumor  is  seen  to  consist  of 
masses  of  nevus  cells.  There  is  a large  amount  of  pigment 
deposit  throughout.  The  tumor  penetrates  all  the  layers 
of  the  intestine.  Mitoses  are  seen  in  moderate  numbers. 
Sections  of  lymph  nodes  in  the  mesentery  show  them  to  be 
largely  replaced  by  melanotic  tumor.  Nevus  cells  and  pig- 
ment deposits  are  seen  throughout  the  involved  nodes. 

Pathologic  diagnosis : Malignant  melanoma  with  me- 
tastases. 

COMMENTS 

Search  through  text  books  of  pathology  reveals  no 
description  of  primary  melanoma  of  the  small  intestine. 
Review  of  the  literature  indicates  that  this  is  in  extremely 
rare  condition.  Consultation  with  Dr.  Frank  Menne  reveals 
that  he  has  seen  only  one  previous  case  in  thirty  years  of 
practice  and  teaching. 

On  May  9,  the  patient  returned  for  examination.  He 
stated  that  for  two  and  a half  weeks  he  noticed  that  his 
right  foot  “didn’t  track”  right  when  walking.  He  also 
complained  that  his  right  arm  was  weak.  These  symptoms 
came  on  suddenly  after  he  strained  his  right  knee  over  a 
pipe  while  at  work.  .At  times  he  walked  normally  and  at 
other  times  his  right  knee  would  give  way  and  his  leg 
would  suddenly  become  so  weak  that  walking  was  diffi- 
cult. He  complained  of  weakness  across  his  back.  .Appe- 
tite excellent.  He  had  gained  twelve  pounds  since  the 
operation.  The  liver  was  not  palpable.  No  glands  were 
palpable. 

His  symptoms  gradually  became  more  pronounced  and 
within  three  weeks  he  could  scarcely  walk.  He  had  no 
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headache  or  other  symptoms  of  intracranial  pressure.  He 
was  advised  to  return  to  his  home  in  Montana,  where  he 
died  on  June  19,  evidently  of  brain  metastases.  An  autopsy 
was  not  obtained.  His  death  occurred  six  and  one-half 
months  following  the  onset  of  his  symptoms. 

In  this  case  careful  search  revealed  no  primary 
growth  elsewhere.  He  had  had  no  moles  removed, 
nor  had  he  ever  suffered  any  previous  illness  of 
any  consequence.  As  far  as  could  be  determined, 
this  was  a primary^  growth  in  the  jejunum. 

Of  the  previously  reported  thirty  cases  of  mela- 
noma of  the  small  intestine,  intussusception  oc- 
curred in  ten.  The  train  of  symptoms  in  all  of  these 
cases  was  quite  characteristic  and  similar  to  the 
one  reported  here.  The  symptoms  and  signs  are 
those  of  a gradually  increasing  intestinal  obstruc- 
tion. 

The  intussusception  of  the  small  intestine  is  due 
to  peristaltic  action  of  the  intestinal  wall,  causing 
the  growth  to  descend  further  into  the  intestine 
and  pulling  the  adjacent  cuff  of  bowel  wall  down 
into  the  lumen.  This  continued  action  gradually  in- 
creases the  descent  of  the  intussuscipiens  down  into 
the  intussusceptum.  At  the  apex  of  the  intussuscep- 
tum  the  tumor  mass  is  always  found.  The  entire 
proximal  loop  of  small  bowel,  including  the  duode- 
num and  stomach,  is  markedly  dilated,  while  the 
distal  intestine  is  collapsed. 

In  only  four  of  the  reported  nine  cases  had  the 
patients  recovered  jrom  the  operation.  One  of  these 
was  reported  by  Vander  Veer  and  Kellert.^-  At 
operation  an  intussusception  was  reduced  and  a 
solitary  tumor  of  the  ileum  was  resected.  The  pa- 
tient recoverd  from  the  operation,  but  died  of  lung 
metastasis  six  months  later.  A second  case  was  re- 
ported by  Lund. This  patient  had  two  intussus- 
ceptions caused  by  two  tumors.  Resections  were 
done  and  the  patient  recovered  from  the  operation, 
but  died  six  weeks  after  leaving  the  hospital  from 
causes  not  reported. 

A third  case  was  reported  by  Maxwell. In  this 
case  the  patient  was  operated  on  for  acute  intes- 
tinal obstruction  and  a tumor  was  resected  at  that 
time.  Six  weeks  later  the  patient  was  operated  on 
again  for  obstruction  due  to  intussusception,  the 
latter  being  caused  by  a melanoma  in  the  bowel. 
Six  months  later  this  patient  was  still  alive  and  still 
free  from  recurrence.  A fourth  case  was  reported  on 
by  Jones,  Dowlen  and  Rand.^®  This  patient  was 
operated  on  for  obstruction  due  to  melanoma  and 
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23.  Land,  F.  B.:  Melanotic  Sarcoma  of  Small  Intestine. 
New  England  J.  Med.,  201:1132-1136,  Dec.  5,  1929. 

24.  Maxwell,  W. : Secondary  Melanomata  of  Small  In- 
testine with  Chronic  Intestinal  Obstruction  and  Instussus- 
ception.  N.  .1.  Australia,  2:656-657,  Nov.  24,  1928. 
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made  a good  recovery,  but  no  mention  was  made 
of  his  later  condition. 

From  this  survey  made  of  the  available  litera- 
ture, it  is  apparent  that  intestinal  melanoma  are 
not  only  rare,  but  almost  invariably  fatal  within 
a few  months  of  their  inception. 

TYPHUS  FEVER 
Maj.  Charles  E.  Littlehales 

MEDICAL  CORPS,  ARMY  OF  UNITED  STATES 
PORTLAND,  ORE. 

This  study  of  typhus  fever  was  based  upon  36 
cases  observed  at  the  46th  General  Hospital  during 
the  months  of  March  and  April,  1945.  All  patients 
were  white  male  Russians  between  the  ages  of 
twenty-one  and  forty-one  years,  the  average  being 
twenty-nine  years. 

The  state  of  nutrition  on  admission  was  arbitrar- 
ily graded  good,  fair  or  poor.  Twenty-three  per 
cent  were  in  a good  state  of  nutrition;  34  per  cent 
were  in  a fair  and  43  per  cent  in  a poor  state  of 
nutrition.  Vitamin  deficiency  states,  manifested  by 
various  degrees  of  glossitis,  fissues  at  the  corners 
of  the  mouth,  hyperkeratosis,  hypertrophied  hair 
follicles,  edema  of  the  legs  and  peripheral  neuritis, 
were  present  in  all  but  one  case. 

Comparison  of  dates  of  onset  of  symptoms  sug- 
gests that  these  patients  were  infected  in  groups. 
In  this  series  there  was  no  way  of  determining  the 
length  of  the  incubation  period.  All  cases  in  this 
series  contracted  typhus  fever  in  German  prison 
camps  in  western  Germany  or  en  route  to  this 
hospital. 

SYMPTOMATOLOGY 

The  onset  in  most  cases  was  characterized  by 
headache,  fever,  malaise  and  prostration.  Five  pa- 
tients noticed  chills,  four  had  epistaxis,  and  eight 
had  cough.  The  onset  of  fever  was  abrupt,  and  the 
temperature  was  high  and  continuous  with  but 
slight  morning  remission.  Fever  usually  terminated 
by  crisis.  Duration  of  fever  varied  between  six  and 
thirty-five  days,  the  average  being  eighteen  days. 
In  nine  cases  the  fever  terminated  by  lysis.  Seventy 
per  cent  of  the  nontuberculous  patients  complained 
of  cough  during  the  febrile  period.  In  the  group 
complaining  of  cough  about  one-third  expectorated 
rusty  or  bloody  sputum.  Five  patients  had  bron- 
chopneumonia. Slight  to  moderate  loss  of  auditory 
acuity  occurred  in  about  one-third  of  the  cases. 
Hearing  returned  to  normal  within  ten  days  after 
defervescence  of  fever  and  disappearance  of  tox- 
icity. 

A macular  and  petechial  exanthem  was  noted  in 
one-third  of  the  cases.  It  started  on  the  abdomen 
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and  trunk  and  then  spread  to  the  extremities,  spar- 
ing the  face.  In  two  cases  petechiae  were  observed 
on  the  palms  of  the  hands  and  the  soles  of  the  feet. 
The  exanthem  appeared  late  in  the  first  or  early  in 
the  second  week  and  lasted  from  two  to  twelve 
days,  the  average  being  eight  days.  A rash  may 
have  occurred  in  some  patients  who  were  not  seen 
by  a medical  officer  before  the  end  of  the  second 
week  of  the  febrile  period.  No  enanthem  was  noted 
in  any  of  the  cases.  With  the  development  of  the 
rash  most  of  the  patients  became  stuporous,  toxic 
and  lethargic.  Many  were  sluggish  and  difficult  to 
\ arouse;  others  were  restless  and  hyperactive.  The 
stuporous  patients  had  to  be  aroused  frequently  to 
be  fed  or  given  water.  Two  patients  presented  signs 
of  meningismus. 

PHYSICAL  EXAMINATION 

Physical  examination  revealed  in  most  cases  a 
malnourished,  pale,  dehydrated  patient.  The  skin 
was  dry,  conjunctivae  were  injected,  and  respira- 
tions were  increased.  The  pulse  rate  was  rapid  and 
the  volume  was  poor.  The  systolic  blood  pressure 
was  usually  about  90  mm.  of  mercury  and  the 
diastolic  pressure  was  70  mm.  The  breath  was  foul, 
and  the  tongue  was  furred  and  dry.  The  heart 
tones  were  distant  and  feeble,  and  in  about  one- 
half  the  cases  fine  and  coarse  rales  were  scattered 
throughout  both  lung  fields.  The  percussion  note 
usually  was  not  changed.  The  abdomen  was  soft, 
and  the  spleen  was  palpable  in  but  two  cases.  Pa- 
tients who  had  an  exanthem  complained  of  myalgia, 
especially  upon  pressure  of  the  pectoral  muscles. 

LABORATORY 

The  Weil-Felix  reaction  was  done  on  all  febrile 
patients  suspected  of  having  typhus  fever.  A result 
of  1/80  or  less  was  considered  negative;  1/160 
was  considered  suggestive  of  rickettsial  disease — 
1/320  to  1/640  probable  rickettsial  disease — and 
1/1280  positive  evidence  of  rickettsial  disease, 
which  in  this  situation,  because  of  the  presence  of 
lice  and  environmental  factors,  no  doubt  was  epi- 
demic typhus  fever.  Two  cases  were  encountered 
with  titres  of  less  than  1/160  which,  because  of 
exanthem,  characteristic  fever  and  other  signs,  were 
believed  to  be  typhus  fever.  Seven  Weil-Felix  ag- 
glutinations of  less  than  1/640  were  not  repeated 
because  the  laboratory  was  overburdened  at  the 
time. 

Anemia  was  present  in  all  cases.  The  color  index 
varied  between  0.78  and  1.3,  the  average  being  0.9. 
Polymorphonuclear  leucocytosis  was  the  rule.  Leu- 
copenia  was  not  seen.  The  sedimentation  rate  was 
elevated  in  practically  all  instances. 

.'Mbumin  frequently  was  found  in  the  urine  dur- 


ing the  febrile  period.  Two  patients  had  elevation 
of  the  nonprotein  nitrogen  during  the  febrile  pe- 
riod. Three  patients  had  positive  Wassermanns  and 
Kahns.  Electrocardiograms  were  done  on  seventeen 
of  the  more  seriously  ill  patients  and  of  these 
twelve  showed  evidence  of  myocardial  damage. 
Two  markedly  malnourished  patients  showed  de- 
crease of  plasma  proteins  and  reversal  of  the  al- 
bumin-globulin ratio. 

COMPLICATIONS 

Bronchopneumonia,  temporarily  diminished 
hearing,  azotemia  and  acute  nephritis  with  edema 
were  the  complications  encountered.  There  were  no 
cases  of  parotitis,  noma,  otitis  media,  or  gangrene 
of  the  skin. 

TREATMENT 

Treatment  was  supportive  and  symptomatic.  In- 
take of  fluids  was  kept  above  2500  cc.  daily,  and 
the  tongue  and  skin  were  watched  for  evidence  of 
dehydration.  When  the  patient  did  not  take  fluids 
by  mouth  or  the  tongue  became  dry,  5 per  cent 
glucose  in  saline  was  given  intravenously.  Seven 
patients  required  parenteral  fluids  during  the  feb- 
rile period. 

Patients  who  had  hypoproteinemia  were  given 
plasma,  if  the  total  protein  and  the  albumin  globu- 
lin ratio  so  warranted.  One  case,  complicated  by 
bronchopneumonia,  was  given  a total  of  800,000 
units  of  penicillin,  and  another  was  given  a total 
of  70  grams  of  sulfadiazine.  Para-aminobenzoic 
acid  was  not  available  for  trial  in  this  series. 

MORTALITY 

There  were  no  deaths  in  this  series. 

PROPHYLAXIS 

Because  of  the  frequent  presence  of  nits  and 
lice  amongst  Russian  personnel  who  had  been  in 
German  prison  camps,  it  was  deemed  advisable  to 
shave  all  hair  from  the  bodies  of  all  Russian  pa- 
tients on  admission  to  the  ward.  Patients  were  kept 
in  their  rooms  and  were  not  allowed  to  mix  with 
other  patients  until  three  weeks  after  the  sub- 
sidence of  fever. 

Ward  attendants  wore  mask  and  gown  which 
were  left  in  the  room.  Patients  used  a commode  or 
bedpan  in  the  room.  DDT  powder  was  dusted  on 
patients  after  shaving  them  and  on  the  pajamas 
and  bedclothes  twice  a week. 

CONCLUSIONS 

1.  Absence  of  cases  of  “typhus  siderans,”  otitis 
media,  gangrene  of  the  skin  and  noma  in  this  series 
of  patients  suggests  that  this  was  a relatively  mild 
epidemic  of  typhus  fever. 

2.  Typhus  fever  should  be  susp^^cted  in  all  febrile 
patients  who  have  been  subject  to  overcrowding 
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and  bad  living  conditions,  especially  in  the  late 
winter  months. 

3.  Diagnosis  should  be  made  by  the  clinical  pic- 
ture and  supported  by  Weil-Felix  agglutination. 

4.  Parenteral  fluids  and  plasma  are  important 
where  indicated.  Penicillin  and  sulfonamides  are  in- 
dicated for  certain  complications  of  typhus  fever. 

5.  Good  nursing  care  is  vitally  important.  Fre- 
quent encouragement  of  lethargic  patients  to  take 
fluids  cmd  nourishment,  and  watchfulness  for  bed- 
sores are  essential. 

6.  All  patients  subjected  to  overcrowding  should 
have  a complete  shave  upon  admission  to  hospital 
during  an  epidemic  of  typhus  fever. 

7.  DDT  powder  should  be  dusted  on  pajamas  and 
bed  clothes  twice  a week. 

8.  Ward  attendants  should  dust  their  own  cloth- 
ing twice  a week  with  DDT  powder  and  wear  a 
mask  and  gown  in  the  ward. 

NECESSARY  COOPERATION  OF  ALL 
PHYSICIANS* 

WiLMOT  D.  Read,  M.D. 

TACOMA,  WASH. 

Senator  Claude  Pepper,  Democrat,  Florida,  has 
given  birth  to  S.  1318  which  is  as  socialistic  as  the 
Wagner-Murray-Dingell  bill.  This  Maternal  and 
Child  Welfare  Act  of  1945  would  expand  the  Emer- 
gency Maternal  and  Infant  Care  Program  so  that 
every  mother  and  child  under  twenty,  regardless 
of  financial  circumstances,  would  be  eligible  for 
free  medical,  hospital,  nursing  and  dental  care. 

About  one-third  of  the  entire  population  would 
become  potential  beneficiaries.  General  practition- 
ers would  be  forced  to  participate  or  risk  the  loss 
of  a substantial  part  of  their  practice.  Control  of 
the  program  would  be  in  the  hands  of  one  per- 
son, the  chief  of  the  children’s  Bureau.  The  bill 
provides  for  an  advisory  bureau  at  the  Federal 
level  but  the  chief  would  appoint  its  members  and 
would  not  be  bound  by  its  recommendations. 

The  bill  does  not  define  physician,  so  that  the 
state  might  open  the  programs  to  osteopaths,  cub 
tists  and  midwives.  Payment  to  physicians  would 
be  made  on  a per  capita,  salary,  per  case  or  per 
session  basis,  or  in  case  of  consultation  or  emer- 
gency visits  on  a fee  for  service  basis.  Payment  to 
hospitals  would  be  on  a cost  plus  basis. 

The  stage  would  be  set  for  an  arbitrary  adminis- 
trator that  has  characterized  the  EMIC  program. 
The  bill’s  initial  appropriation  of  100  million,  50 
million  of  it  for  maternal  and  child  health,  is  in- 
adequate, for  about  43  million  a year  is  needed 

♦ Read  before  a Meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  Nov.  5,  1945. 


to  meet  the  present  EMIC  program  for  service  men 
in  the  four  lowest  grades  alone.  Administrators  of 
voluntary  prepayment  plans,  both  medical  and  hos- 
pital, will  find  food  for  thought  in  the  Pepper  bill. 
How  many  subscribers  could  they  count  upon  to 
maintain  in  competition  against  a super-EMIC 
program,  providing  free  care  for  every  person  under 
twenty-one  as  well  as  for  every  pregnant  adult 
woman. 

The  pattern  is  not  accidental.  First,  there  was 
the  patriotic  duty  to  aid  the  wives  and  children  of 
service  men;  now  there  is  the  patriotic  duty  to  im- 
prove national  health.  Next  will  be  the  patriotic 
duty  to  the  rural  population,  the  industrial  worker, 
the  aged  and  the  chronically  ill.  The  complete  pic- 
ture is  political  medicine  in  to  to. 

The  purpose  of  bringing  this  to  your  attention  is 
that  the  time  has  passed  for  the  profession  to  be 
divided.  We  now  have  strong  organizations  to  pro- 
tect our  interests,  our  county  medical  societies. 
State  Medical  Association,  County  Medical  Bu- 
reaus, State  Medical  Bureaus  and  our  Washington 
Physicians  Service  Corporation. 

When  the  State  Social  Security  Department  had 
to  render  medical  care  for  those  on  relief,  the  wel- 
fare group,  the  medical  bureaus  handled  the  pro- 
gram, but  owing  to  the  lack  of  a strong  organiza- 
tion, the  physicians  were  paid  inadequate  fees. 
When  the  Social  Security  Department  was  given 
the  problem  of  giving  medical  care  to  the  old  age 
group,  they  again  turned  to  the  medical  bureaus 
and  again  the  problem  was  handled  with  much  bet- 
ter fees  for  the  doctors.  The  same  is  true  of  the 
Government  Rehabilitation  program,  handled  un- 
der the  State  Department  of  Social  Security. 

The  EMIC  program  was  handled  the  same  as 
were  the  crippled  children  and  the  blind.  We  have 
had  the  problem  of  the  low  income  families  of  the 
Farm  Security  Administration.  As  yet  we  have  not 
been  able  to  solve  their  problem,  but  they  desire  a 
uniform  prepaid  medical,  surgical  and  hospital  plan 
to  be  developed  for  the  rural  families  of  the  state. 
They  claim  there  are  2000  to  3000  families  in  the 
farm  security  group  to  begin  with  and,  providing 
all  the  medical  service  bureaus  would  cooperate, 
$60  per  year  for  the  entire  family  with  some  limita- 
tions is  the  top  amount  that  they  suggest  for  these 
services  which  would  include  medical,  surgical,  ob- 
stetric and  hospital. 

With  the  above  mentioned  problems  that  are 
now  confronting  the  medical  profession,  do  you 
know  of  any  better  way  to  handle  these  problems 
than  through  our  bureau  system?  The  bureaus 
were  organized  to  represent  collectively  the  individ- 
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ual  doctor  of  medicine  against  the  inroads  of  the 
contract  system,  in  order  to  preserve  the  free  choice 
of  doctor  and  a fee  for  service  basis  on  a fee  sched- 
ule. Collectively  we  secure  contracts  and  then  ad- 
minister them  for  the  good  of  the  profession.  Also, 
in  writing  a state  medical  aid  contract  we  must 
completely  cover  medical,  surgical  and  hospital 
care. 

If  we  are  to  retain,  develop  and  enlarge  upon 
the  bureau  plan,  we  must  first  have  unity  in  the 
profession.  These  problems  are  just  as  vital  to  the 
largest  bureau  as  to  the  smallest  in  the  state.  There 
is  a typical  weakness  in  the  profession  and  that  is 
to  stand  on  the  side  lines  and  criticize  the  efforts  of 
those  engaged  to  the  best  of  their  ability  in  coping 
with  these  problems  for  the  benefit  of  the  individ- 
ual doctor. 

I know  there  are  different  views  held  regarding 
our  problems.  One  group  of  doctors  feels  that  we 
can  refuse  to  cooperate  with  the  government,  if  the 
Wagner-Murray-Dingell  bill  or  similar  bills  are 
passed.  But  when  I refer  you  again  to  the  multi- 
tude of  dangers  coming  at  us  from  all  angles,  I feel 
that  some  doctors  have  not  really  studied  the  ques- 
tion. Let  me  call  your  attention  to  just  one  fact  and 
I want  those  who  feel  we  can  refuse  to  cooperate 
with  the  government  to  ponder  it.  Your  license  to 
practice  medicine  is  a police  power  of  the  state  and 
by  legislative  enactment.  Very  definite  require- 
ments could  be  attached  to  the  issuance  of  a medi- 
cal license,  such  as  service  in  the  Public  Health 
Service.  This  was  frankly  stated  before  the  House 
of  Delegates  of  the  American  Medical  Association 
by  Senator  Lewis  of  Illinois. 

Another  group  belongs  to  the  status  quo  who  feel 
they  can  continue  to  practice  medicine  as  their 
grandfathers  did.  Personally  I wish  that  was  so, 
but  I feel  like  the  man  in  jail  who  sent  for  his  at- 
torney and  when  he  arrived,  the  attorney  said 
“Why,  they  can’t  put  you  in  jail  for  that”  and  the 
man  answered,  “Well,  here  I am.”  The  sooner  we 
get  over  the  mental  state  that  “it  just  can’t  happen 
to  us,”  the  better  off  we  will  be. 

This  world  and  especially  the  good  old  U.  S.  A. 
is  undergoing  a social  revolution  and  among  the 
changes  for  the  medical  profession  is  either  volun- 
tary or  compulsory  prepaid  medical  care.  Through 
our  bureaus  we  have  the  answer  to  voluntary  pre- 
paid medical,  surgical  and  hospital  care  to  the  pub- 
lic and  to  all  tax  supported  programs.  We  have  en- 
deavored to  cooperate  with  the  demands  of  the 
public,  the  government  and  at  the  same  time  pro- 
tect the  profession,  retaining  the  private  practice 


motif,  free  choice  of  physician  and  a fee  for  service 
rendered  under  control  of  the  medical  profession. 

Washington,  being  the  first  state  in  the  Union  to 
meet  this  problem,  we  were  a going  concern  before 
President  Hoover  appointed  his  medical  care  com- 
mittee which,  under  a predominately  socialistically 
minded  committee,  Nathan  Siniai,  Rufus  Rorum, 
Michael  Davis  and  others,  brought  in  their  major- 
ity report  which  today  is  the  basis  of  the  govern- 
mental bureaucratic  compulsory  plan  for  political 
medicine.  Washington  was  meeting  this  problem  to 
the  public  before  the  Blue  Cross  was  thought  of, 
but  it  was  not  until  September  11,  1943,  that  the 
State  Medical  Association  approved  of  our  efforts. 
When  the  critics  of  the  medical  bureaus’  efforts  to 
cover  more  of  the  public  with  prepaid  medical  and 
hospital  care  consider  the  above  facts,  let  each  critic 
examine  his  own  mind  and  answer  this  question: 
“What  have  I done  personally  to  contribute  to  this 
vital  problem  or  have  I been  like  a cat  being 
dragged  by  the  tail  across  a rug”.  Doctors  must 
stand  together  and  present  a solid  front,  back  up 
those  giving  their  time  and  energy  to  make  a suc- 
cess of  the  bureau  system. 

Now,  regarding  the  Blue  Cross.  It  is  popular  and 
solid  but  its  scope  of  benefits  is  so  limited  that  it 
can  contribute  little  to  the  extension  of  medical 
care  required  by  the  public  and,  while  they  have 
done  a good  job,  it  is  only  a partial  answer  to  one 
small  segment  of  the  total  problem. 

The  greatest  argument  centers  about  the  degree 
to  which  Blue  Cross  should  manage  the  affairs  of 
medical  plans.  In  those  states  where  its  plans  were 
in  the  field  first  and  had  administrative  organiza- 
tions already  set  up,  it  i was  only  natural  that  the 
Blue  Cross  organizations  would  perform  certain 
services  for  the  medical  plans.  It  would  be  just  as 
logical  for  medical  plans  in  the  state  of  Washing- 
ton, where  the  bureaus  were  organized  with  admin- 
istrative organizations,  to  peform  services  for  the 
Blue  Cross. 

It  is  important  to  note,  however,  under  nearly  all 
methods  of  cooperation  any  concession  required 
has  been  made  exclusively  by  the  medical  plans 
and  the  Blue  Cross  management  has  taken  over 
public  relations,  sales,  premium  collections  and  ser- 
vice to  member  groups.  The  Blue  Cross,  on  the 
other  hand,  has  relinquished  none  of  its  authority 
or  responsibility. 

Any  dual  authority  at  the  top  has  unanimously 
been  condemned.  Blue  Cross  has  been  accused  of 
attempting  to  dominate  medical  service  plans.  That 
has  been  denied  by  its  officials.  Whether  or  not  it 
is  true  remains  to  be  seen.  However,  the  trend  has 
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been  toward  increased  control  of  medical  plan  ac- 
tivities by  Blue  Cross  organizations.  The  hospitals, 
through  their  state  and  national  hospital  associa- 
tion, have  become  imbued  with  the  idea  that  they 
are  the  center  of  medical  care  of  their  communities. 
This  harkens  back  to  the  majority  report  of  the 
committee  on  medical  care  of  1932. 

To  them  the  doctors  have  become  secondary  and, 
while  they  give  a service  contract  to  their  own  or- 
ganization, the  Blue  Cross,  they  refuse  to  give 
them  to  the  bureaus;  yet,  previous  to  the  entrance 
of  Blue  Cross  into  the  state  of  Washington,  all  the 
bureaus  held  service  contracts,  actual  or  implied. 
Even  when  the  bureaus  offered  to  guarantee  these 
contracts  through  our  Washington  Service  Corpo- 
ration, they  were  not  interested. 

CONCLUSIONS 

1.  The  doctors  must  stand  together  and  present  a 
solid  front. 

2.  The  doctors  must  realize  that  the  public  de- 
mands prepaid  medical  and  hospital  care. 

3.  There  is  only  one  choice,  either  the  voluntary 
prepaid  plan  or  the  political  compulsory  plan. 

4.  The  bureau  system  is  the  best  plan  for  volun- 
tary prepaid  medical  and  hospital  service  yet  de- 
vised to  preserve  the  free  choice  of  doctor  with  an 
adequate  fee  for  service. 

5.  If  you  doctors  cannot  stand  solidly  behind 
those  now  serving  you  to  protect  the  free  choice  of 
physician  and  a fee  for  service,  for  heaven’s  sake 
get  interested  and  elect  a group  that  you  will  sup- 
port. 

PRESENT  AND  FUTURE  PREPAYMENT 
PLANS* 

Clarence  A.  Veasey,  Jr.,  M.D. 

SPOKANE,  WASH. 

For  our  efforts  against  regimentation  of  medicine 
to  be  effective  it  is  essential  that  well  over  a major- 
ity of  the  physicians  must  be  committed  to  the 
three  following  premises: 

1.  Prepaid  medicine  is  here  to  stay  and  expand. 
For  over  twenty-five  years  there  has  been  an  in- 
creasing consciousness  of  the  need  for  some  revi- 
sion of  the  method  of  distribution  of  medical  care, 
due  to  the  economic  factors  involved.  Twenty-five 
years  ago  in  Philadelphia  and  New  York  it  was 
common  knowledge  that  poor  people  received  ade- 
quate care  in  the  free  clinics,  the  wealthy  were 
able  to  purchase  adequate  or  even  luxurious  care, 
while  the  large  middle  class,  in  moderate  financial 
circumstances,  was  neither  eligible  for  free  clinics 
nor  able  to  pay  their  way  as  private  patients. 

♦ Read  before  a Meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  Nov.  5,  1945. 


Since  that  time  the  costs  of  medical  care  have 
increased  tremendously.  This  has  frequently  been 
ascribed  to  overcharging  on  the  part  of  physicians. 
It  is  true  that  during  the  1920’s  many  ridiculous 
fees  were  charged,  ridiculous  because  they  were 
out  of  all  proportion  to  the  patient’s  ability  to  pay. 
It  was  not  uncommon  for  a practitioner  to  die  and 
leave  $100,000  in  uncollected  and  uncollectible 
accounts  on  his  books.  Such  amounts  were  indica- 
tive of  overcharging,  by  which  physicians  fooled 
themselves  and  called  down  opprobrium  on  doctors 
as  a class.  Since  the  “great  depression”  of  the  early 
1930’s,  I think  most  of  us  have  learned  to  adjust 
our  charges  to  the  patients’  ability  to  pay,  and  I 
will  hazard  the  guess  that  at  the  present  time  there 
are  fewer  uncollectable  accounts  on  doctors’  books 
than  ever  before.  This,  of  course,  is  due  partly  to 
the  era  of  war  spending,  but  I believe  it  is  due  in 
greater  part  to  a realistic  attitude  when  charges 
are  made. 

This  factor  of  physicians’  charges  having  in 
large  measure  been  adjusted,  it  is  not  the  chief 
cause  for  the  rising  cost  of  medical  care.  The  prin- 
cipal reason  is  improved  diagnostic  methods  in  the 
multiplicity  of  new  tests  which  can  be  made  in 
arriving  at  a diagnosis,  the  need  for  specialized 
consultations,  and  the  increased  use  of  hospitals, 
w’hose  charges  have  increased  geometrically  for  the 
last  decade. 

In  the  medical  service  bureaus  two-thirds  of  the 
money  expended  for  professional  service  goes  for 
one-  and  two-call  office  visits.  To  society  at  large 
it  is  relatively  unimportant  if  an  appendectomy 
costs  $125  or  $250.  It  is  still  less  important  if  a 
cataract  operation  costs  $150  or  $300.  In  consider- 
ing the  total  cost  to  society  for  medical  care  it  is 
much  more  important  if  an  office  call  be  three,  four 
or  five  dollars.  There  are  5,000  office  calls  to  one 
intraocular  operation.  To  the  individual,  however, 
the  size  of  the  major  surgical  fee  is  of  more  impor- 
tance, but  even  here  it  is  only  a fraction  of  the 
cost  of  illness  which  has  to  include  hospitals  and 
all  the  attendant  extras  of  surgery,  anesthetic, 
aspirin  tablets  at  10  cents  apiece,  nurses  at  $24  for 
twenty-four  hours  duty,  intravenous  medication, 
transfusions,  laboratory,  roentgenology  and  so  on. 

The  real  concern  to  the  individual  is  the  total 
cost  of  the  unforeseen  major  illness,  and  because 
these  other  items  are  always  paid  for  first,  the  doc- 
tor’s bill  becomes  the  residual  financial  bug-a-boo. 
Seven-eighths  of  the  people  of  the  State  of  Wash- 
ington earn  $250  per  month  or  less,  usually  less. 
If  a major  illness  costs  $500,  it  takes  two  months 
gross  income  to  defray  the  expense.  It  can’t  be 
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done.  For  this  reason  prepayment,  either  voluntary 
or  coerced,  is  here  to  stay. 

2.  The  second  premise  to  which  we  must  be 
committed  is  a realization  that,  if  we  as  physi- 
cians do  not  meet  this  need,  it  will  be  forced  upon 
us  by  lay  groups  or  legislation.  In  the  latter  case 
the  control  of  the  method  of  practice  will  be  out  of 
our  hands,  politically  dominated,  with  excessive 
administration  costs  and  a minimum  remuneration 
for  ourselves.  Or,  if  the  plan  is  lay-controlled,  it 
will  be  dominated  by  individuals  with  a missionary 
complex  sublimating  their  libido  by  social  service 
without  regard  to  economic  consequences.  We  must 
assume  for  the  moment  that  it  is  within  our  power 
to  modify  this  trend  of  events.  We  may  fail,  but  let 
us  not  fail  from  inertia. 

3.  Our  third  premise  is  a sincere  conviction  that 
the  way  to  control  our  destiny  is  to  meet  the  need. 

I have  no  patience  with  national  organizations 
which  advocate  a medical  sit-down  strike,  or  with 
individuals  who  think  that,  by  not  participating, 
in  any  of  the  existing  programs,  they  are  in  the 
slightest  degree  modifying  the  trend  of  the  times. 
Prepayment  plans  cannot  be  stopped  by  obstruc- 
tions. It  is  ncessary  for  us  to  modify  them  with 
justice  to  the  public  and  to  our  profession. 

To  recapitulate;  For  our  efforts  to  be  effective, 
for  the  time  spent  in  administration  of  our  various 
programs  to  be  worthwhile,  it  is  essential  that 
many  more  than  a majority  of  physicians  must 
believe:  (1)  that  prepaid  medicine  is  here  to  stay, 
(2)  that,  if  we  do  not  do  something  about  it, 
changes  will  be  forced  upon  us  from  the  outside, 
and  (3)  that  it  is  desirable  for  society  and  our 
profession  that  we  take  initiative  and  leadership 
in  this  matter. 

The  physicians  of  Washington  have  gone  a long 
way  in  building  the  necessary  machinery  and  a 
little  way  in  effectively  meeting  this  need.  We  have 
individual  bureaus,  the  State  Bureau,  Washington 
Physicians  Service  Corporation  and  cooperation 
of  the  state  trustees.  The  long  apathetic  Council 
of  the  A.  M.  A.  is  actively  interested  in  prepayment 
plans.  Recently  Mr.  Simson,  representing  the  par- 
ent organization,  has  been  in  our  state  for  an  in- 
tensive review  of  our  bureau  system.  The  Michigan 
State  Medical  Association  had  a representative 
here  for  a similar  purpose  in  order  to  be  able  to 
tell  interested  national  legislators  what  we  are 
doing.  One  of  the  functions  of  the  State  Bureau 
is  to  give  impulse  to  such  publicity. 

Being  committed  to  increased  coverage  as  the 
only  practical  method  to  avert  socialization,  the 
objects  of  the  State  Medical  Service  Bureau  are  to 


assist  individual  bureaus  in  increasing  their  per- 
centage of  coverage  in  firms  now  under  contract, 
development  of  new  groups  to  be  covered,  establish- 
ment of  new  bureau  areas,  contact  statewide  groups 
not  easily  reached  by  any  individual  bureau,  and 
develop  new  types  of  coverage  on  a sound  actuarial 
basis  and  give  publicity  to  our  prepayment  plans. 
The  State  Bureau  has  just  completed  a survey  of 
the  population  of  Washington  broken  down  by  in- 
come, geographic  distribution,  sex,  family  size,  em- 
ployment and  so  on.  From  this  we  can  determine 
how  many  people  and  in  what  groups  we  must 
reach  in  order  to  be  effective. 

To  compare  with  this  we  are  making  a survey 
of  the  bureaus  to  determine  where  we  are  falling 
down.  There  will  also  be  a comparison  to  show 
which  bureaus  most  effectively  compensate  the 
physicians  and  an  analysis  of  the  factors  involved. 
We  are  also  inaugurating  a method  of  accumulat- 
ing statewide  morbidity  experience  to  determine 
on  what  classes  of  coverage  we  are  losing  money. 
Thus  we  can  avoid  some  of  the  mistakes  of  the 
past. 

In  order  to  expand  on  a sound  basis  we  must 
change  our  conception  of  medical  service  bureaus 
and  our  attitude  toward  bureau  practice.  The  origin 
of  the  bureau,  aside  from  certain  competitive  as- 
pects which  are  not  germane  to  this  discussion,  was 
a semicharitable  dispensing  of  medical  care  to  a 
limited  income  group.  The  premium  was  small,  the 
coverage  broad,  and  the  resultant  fee  inadequate. 
The  patients  were  made  to  feel  like  charity  cases 
and  some  doctors  were  flagrantly  discriminating  in 
favor  of  more  remunerative  fields,  thus  leading  to 
dissatisfaction  on  the  part  of  bureau  subscribers. 

In  the  beginning  the  bureau  system  was  sired 
at  Tacoma  and  bom  out  of  wedlock  by  an  eleemo- 
synary mother.  Like  other  bastards  it  has  suffered 
a childhood  ostracism,  contumely  and  derision.  But, 
like  a true  love-child,  it  has  grown  into  a promising 
adolescent.  On  the  verge  of  manhood,  it  was  legiti- 
mized two  years  ago  by  the  State  Medical  Asso- 
ciation, and  more  recently  by  its  grand-daddy,  the 
A.  M.  A.  But  we  must  change  our  concept  of  what 
the  bureau  is.  It  is  not  a charitable  organization; 
it  is  a system  of  dispensing  prepaid  medical  care 
to  large  sections  of  the  population.  It,  or  something 
much  less  desirable,  is  the  future  pattern  of  the 
bulk  of  medical  practice.  It  is  in  principle  not  legal- 
ly insurance.  It  distributes  the  misfortunes  of  the 
individual  to  the  group  as  a whole. 

To  be  sound  financially  and  to  answer  the  social 
need,  the  system  must  cover  large  masses.  More 
healthy  people  must  be  covered,  for  those  experi- 
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encing  a high  incidence  of  illness  are  your  first  sub- 
scribers. It  must  include  dependents  as  well  as  em- 
ployed persons.  It  certainly  must  cover  all  catas- 
trophic illness. 

There  are  two  principal  impediments  to  increased 
coverage; 

1.  The  attitude  of  the  physician.  There  can  be 
only  one  reason  why  the  doctor  objects  to  wide- 
spread bureau  coverage,  that  it  is  a deleterious 
effect  on  his  income.  If  the  returns  were  adequate, 
certainly  no  doctor  worthy  of  the  title  would  ob- 
ject to  having  his  service  prepaid.  With  financial 
difficulties  eliminated  he  could  devote  his  entire 
energy  to  therapeusis.  I grant  that  to  take  in  large 
sections  of  the  population  on  the  present  basis 
would  be  financial  suicide,  but  if  the  average  fee 
is  sufficiently  high,  the  income  of  physicians  as  a 
group  will  not  be  lowered.  To  face  this  necessitates, 
on  the  part  of  the  doctors  a realistic  attitude  toward 
their  average  collections,  not  charges  nor  their  very 
occasional  better-than-average  fees,  but  the  average 
collected  compensation  for  services  rendered. 

It  also  ncessitates  reorganizing  bureau  practice 
so  that  the  satisfactory  average  fee  can  be  realized. 
The  fee  for  service  is  the  resultant  of  several  fac- 
tors: income  from  the  premium  charges,  less  admin- 
istration expense,  less  nonprofessional  medical  ex- 
pense, the  balance  being  distributed  according  to 
the  accepted  schedule.  Bureau  overhead  is  small 
and  relatively  fixed.  It  is  much  smaller  than  the 
operating  costs  of  any  other  plan  in  existence  or 
proposed.  The  premiums  charged  are  at  or  near 
the  ability  or  willingness  of  the  employed  person  to 
pay.  However,  if  we  are,  as  most  of  us  believe,  in 
an  inflationary  cycle,  with  an  imminent  fifteen  per 
cent  general  increase  in  wages  and  further  in- 
creases to  come  after  that,  then  bureau  premiums 
will  have  to  be  raised. 

2.  We  must  also  increase  the  saturation  of  our 
coverage  in  order  to  include  the  more  desirable 
risks  in  any  group,  and  in  order  to  be  able  to 
demonstrate  to  our  opponents  the  effectiveness  of 
our  plan.  To  obtain  a 100  per  cent  saturation  in 
a firm  it  would  be  necessary  to  disregard  salary 
brackets.  If  we  now  have  a firm  60  per  cent  cov- 
ered and  the  remaining  40  per  cent  can  be  induced 
to  subscribe  by  including  a handful  of  executives 
now  excluded  because  of  income  level,  I think 
that,  given  this  100  per  cent  coverage,  the  doctors 
as  a whole  would  actually  make  more  money. 

We  know,  according  to  insurance  principles,  that 
the  bureaus  could  pay  a higher  unit  value.  That 
the  high  salaried  executive  will  get  sick,  that  it  will 
be  a major  illness,  that  he  will  pick  me  for  his 


doctor  and  not  go  to  the  Mayos  and  will  pay  me 
a better-than-average  fee,  I do  not  think  this 
gamble  offsets  the  benefit  of  a good  average  fee 
from  the  wage  earner.  However,  I am  definitely  in 
favor  of  income  limitations  so  far  as  it  is  admini- 
stratively possible. 

A good  average  fee  means  something  better  than 
the  bureaus  are  now  paying.  Do  not  let  anyone 
get  the  impression  that  I am  in  favor  of  extending 
bureau  coverage  or  inaugurating  family  coverage 
on  the  present  bureau  fee  schedules.  As  I said 
above,  two-thirds  of  the  money  available  for  physi- 
cians’ services  go  for  one-  and  two-call  office  visits. 
Suppose  these  were  eliminated;  they  are  not  dis- 
asters. The  individual  could  well  afford  to  pay  for 
them  himself  and,  if  they  were  not  prepaid,  in 
many  instances  these  calls  for  minor,  self-limited 
or  imaginary  ills  would  not  be  made. 

Moreover,  let  us  admit  that  this  is  the  field  of 
greatest  exploitation  by  the  physicians  themselves. 

. It  is  so  easy  to  say  “come  back  day  after  tomor- 
row.” If  this  66  per  cent  were  available  for  major 
illnesses,  that  is,  catastrophic  coverage,  the  fees  for 
such  could  be  raised  300  per  cent.  With  such  a 
plan  dependents  could  be  covered  at  a premium 
the  worker  could  pay,  and  the  physicians  would 
receive  a satisfactory  high  average  fee.  So,  in  con- 
sidering expansion,  let  us  consider  catastrophic  ex- 
pansion, and  let  us  consider  revamping  the  bureaus 
on  a catastrophic  basis.  Such  coverage  should  in- 
clude medical,  maternal  and  female  pelvic  disor- 
ders, as  well  as  the  general  run  of  accidents  and 
surgery.  The  expensive  pneumonia  or  cesarean  sec- 
tion is  just  as  much  of  a financial  drain  on  family 
resources  as  an  appendectomy  or  broken  leg. 

Medicine  and  money  do  not  mix  well.  It  is  rather 
like  the  human  race.  For  thousands  of  centuries  we 
have  been  crossing  the  male  with  the  female  and 
never  got  a satisfactory  hybrid.  It  is  my  sincere 
conviction  that  our  bureau  system,  with  elimina- 
tion of  the  outstanding  mistakes  of  the  past,  that 
is,  too  much  coverage  for  too  small  a premium,  is 
the  answer. 

It  is  problematical  whether  this  inherent  fault 
can  ever  be  corrected  in  coverage  of  employed  per- 
sons. In  the  first  place  they  have  been  educated  to 
expect  full  coverage,  in  the  second  place  they  de- 
mand it.  We  can,  I hope,  avoid  this  in  new  types 
of  coverage  such  as  family  care,  but  our  battle  for 
survival  at  the  present  time  is  too  acute  to  await 
reforms.  We  must  fight  with  the  weapons  at  hand. 
You  must  be  aware  that  an  extra  session  of  the 
Legislature  will  be  called  early  next  year.  Our  only 
weapon  against  political  medicine  is  our  own  pre- 
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payment  plan.  For  us  to  use  this  weapon  effectively 
we  must  take  it  as  it  exists  and  get  enough  people 
covered  to  obviate  the  necessity  for  legislation.  The 
doctors  of  King  County  have  a special  responsi- 
bility. The  greatest  concentration  of  doctors  in  the 
state  is  here,  the  greatest  concentration  of  popula- 
tion is  here.  Without  you  the  rest  of  the  state  is 
lost.  If  you  are  convinced  of  the  three  premises 
with  which  I began  and  will  give  the  bureau  sys- 
tem your  support,  we  have  an  excellent  chance  to 
dominate  our  future.  Without  that  we  shall  surely 
become  political  puppets. 


THE  MEDICAL  SERVICE  BUREAU  AN 

ANSWER  TO  SOCIALIZED  MEDICINE* 
Mr.  James  P.  Neal 

EXECUTIVE  VICE-PRESIDENT,  WASHINGTON  STATE 
SERVICE  BUREAU 

OLYMPIA,  WASH. 

It  is  with  some  degree  of  mixed  emotions  that  I 
am  here  to  participate  in  the  discussion  of  an  im- 
portant subject.  It  is  a real  pleasure  to  me  to  have 
this  opportunity  to  meet  with  you.  On  the  other 
hand,  there  is  some  hesitancy  attached  to  my  at- 
tempting to  discuss  a matter,  concerning  which  I 
know  some  of  your  members  are  more  competent 
to  speak.  It  is  real  satisfaction  to  be  associated 
with  Drs.  Read  and  Veasey.  May  I express  the 
hope  that  our  joint  efforts  may  challenge  your 
thinking  for  action  and  create  a better  understand- 
ing of  the  subject  matter  presented. 

Our  habit  has  been,  and  it  is  the  American  habit 
in  various  organizations,  to  meet,  pass  resolutions, 
adopt  codes  of  ethics,  view  with  alarm  or  point 
with  pride  and  then  sit  back  and  do  nothing 
about  it.  We  do  not  energize  ourselves  to  imple- 
ment our  words  through  action.  We  think  we  think 
but  too  much  of  the  time  we  do  not  think  for  ac- 
tion and  act.  Doctors  talk  with  doctors,  lawyers 
with  lawyers,  bankers  with  bankers,  farmers  with 
farmers,  employees  with  employees  and  union  men 
with  union  men.  There  is  much  of  confusion  of 
tongues  but  not  much  interchange  of  thinking  be- 
tween groups  and  not  much  created  mutual  under- 
standing, confidence  or  resultant  cooperative  ac- 
tion. 

Tonight  it  is  my  privilege  as  a lawyer  to  talk 
with  you  doctors.  Some  action  may  result  through 
our  thinking  together.  The  resulting  action  will  be 
good,  if  our  thinking  is  right.  Many  people,  includ- 
ing some  physicians,  may  think  or  say  there  is  no 
medical  or  hospital  care  question  which  presents  a 

♦ Read  before  a meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  Nov.  5,  1945. 


challenge  requiring  an  answer  today.  What  do  you 
think?  Let  us  take  a look  together  at  the  record. 

It  should  not  be  necessary  to  direct  your  atten- 
tion to  the  regimented,  so-called  medical  care  pro- 
grams of  European  countries.  Much  has  been  re- 
ported concerning  them.  Some  of  you  may  have 
had  an  opportunity  to  observe  their  effectiveness. 
They  may  be  examined.  They  may  or  may  not 
have  provided  satisfactory  answers  for  the  real  or 
supposed  needs  for  which  they  were  created.  I do 
not  believe  our  people,  our  institutions  or  our  facil- 
ities are  to  be  compared  with  those  of  the  countries 
on  the  old  continent.  We  must  agree  conditions 
and  practices  here  are  much  better.  I do  not  ap- 
prove the  attempt  to  impose  foreign  practices  of 
methods  or  ideologies  upon  America  and  Ameri- 
cans, particularly  upon  Washington  and  Washing- 
tonians. Our  foreign  friends  have  not  seen  fit  to 
adopt  the  American  way.  We  do  not  need  to  copy 
theirs.  We  should  not  have  theirs  imposed  upon 
us.  Perhaps  it  cannot  happen  here.  It  will  take 
more  than  a resolution  passed  by  the  State  Medi- 
cal Association  or  King  County  Medical  Society  to 
prevent  it. 

The  story  is  told  of  the  soldier  who  was  awarded 
the  Congressional  Medal  of  Honor  for  his  actions 
in  Italy.  He  was  asked,  what  and  how  it  hap- 
pened. In  response  he  said,  “I  don’t  know,  I just 
got  damned  mad  and  did  something  about  it!”. 
What  do  you  think?  Can  you  get  sufficiently  mad 
because  you  and  your  services  are  challenged  to 
really  do  something  about  it?  Does  the  medical 
bureau  service  system  provide  the  channel  for  ac- 
tion? Is  there  a real  or  potential  danger  which 
challenges  the  American  rights  or  the  American 
profession  to  continue  as  a private  enterprise,  as  a 
part  of  the  American  pattern  of  private  enterprise 
and  individual  initiative?  What  do  you  think? 

We  are  here  tonight  to  discuss  the  bureau  sys- 
tem as  an  answer  to  some  of  the  current  challenges 
to  the  medical  profession  of  Washington.  Eor  the 
purposes  of  our  discussion  it  may  not  be  out  of 
place  to  emphasize  four  sources  from  which  these 
commanding  challenges  originate. 

The  first  is  a Federal  source,  the  expressions  of 
the  Wagner-Murray-Dingell  bill,  labeled  for  social 
security.  The  second  is  a state  of  Washington 
source.  House  Bill  471.  The  third  source  is  one 
originating  with  those  who  would  work  through 
hospitals  in  an  attempt  to  regiment  the  medical 
profession.  It  is  not  my  purpose  to  express  my  own 
opinion  on  this  matter  nor  to  attempt  to  discuss  the 
merits  of  the  measure  presented  to  the  last  .session  of 
the  legislature.  For  your  information  and  as  bear- 
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ing  upon  the  probable  results  from  adoption  of 
such  legislation  and  from  the  further  development 
of  the  program  I wish  to  give  you  these  extracts 
from  reports  made  recently  on  the  Blue  Cross  plan 
by  a man  who  is  neither  a doctor  nor  a hospital 
executive.  His  statements  may  be  interesting. ‘ 

“The  present  Blue  Cross  movement  did  not  spring  from 
these  plans,  but  from  the  published  findings  of  the  Com- 
mittee on  the  Costs  of  Medical  Care,  appointed  by  Presi- 
dent Hoover,  which  from  1928  to  1931  studied  the  field  of 
medical  care  in  the  United  States. 

“.Again,  it  is  difficult  to  analyze  the  plans  and  motives 
of  others.  However,  it  is  my  opinion,  based  on  the  back- 
ground and  published  ideas  of  their  leaders,  particularly 
Messrs.  Rorem  and  Pink,  that  they  consider  the  entire 
field  of  medical  care  to  be  their  province,  and  they  hope  to 
dominate  not  only  hospitalization  but  medicine  and  sur- 
gical care.  Since  the  movement  seems  to  have  its  roots  in 
the  findings  of  the  Hoover  Committee  on  Costs  of  Medical 
Care,  hospitalization  in  itself  is  not  their  logical  planned 
horizon. 

The  same  insurance  executive,  reporting  to  his 
associates  at  a recent  meeting,  commented  again  as 
follows : 

“The  original  announced  purpose  of  the  Blue  Cross  Cor- 
porations was  to  operate  as  nonprofit  service  agencies  for 
prepayment  of  hospital  bills  and  to  stay  out  of  the  cash 
indemnity  insurance  field.  On  this  basis  they  have  secured 
from  most  state  legislatures  special  statutes  exempting 
them  from  taxation,  normal  insurance  department  control, 
and  permitting  their  establishment  with  minimum  work- 
ing capital  to  cover  three  months  operating  costs.  A 
stronger  reserve  position  was  claimed  as  not  needed  be- 
cause of  their  service  contracts  with  hospitals.  Seven 
years  ago  they  had  750,000  policyholders  or  subscribers. 

“Today  they  have  over  19,000,000  policyholders  and 
have  piled  up  underwriting  profits  to  the  tune  of  $44,- 
000,000  and  are  still  able  to  operate  in  practically  every 
state  as  specialy  privileged  corporations,  exempt  from 
taxation  and  rigid  state  control.  Last  year’s  operations 
alone  netted  an  $11,000,000  profit  on  a $96,000,000  pre- 
mium volume.  Ownership  of  their  profits  is  a matter  of 
conjecture,  as  they  do  not  operate  as  mutual  insurance 
companies  and  they  pay  hospitals  only  what  their  con- 
tracts provide.  They  are  now  cash  indemnity  insurors  in 
the  true  sense. 

“Some  of  the  hospitals  claim  to  lose  money  on  Blue 
Cross  policyholder  bills.  Many  hospitals  and  medical 
associations  are  beginning  to  question  their  obvious  at- 
tempt to  dominate  the  field  of  hospital  and  medical  in- 
surance.’’ 

These  quotations  are  given  as  the  views  of  one 
who  is  qualified  to  express  an  opinion  on  this  sub- 
ject. You  can  make  your  own  investigation  and 
draw  your  own  conclusions.  It  is  important,  how- 
ever, that  you  find  the  answer.  What  do  you 
think? 

The  fourth  challenge  to  the  success  of  the  bu- 
reau system  originates  with  the  members  of  the 
medical  profession.  The  physicians  of  Washington 
pioneered  the  development  of  the  prepaid  medical 
and  hospital  care  program.  It  has  grown  until  to- 
day more  than  200,000  people  have  accepted  the 
opportunity  to  receive  service  benefits.  The  entire 
operation  has  been  a voluntary  one.  The  benefits 
available  are  greater  than  authorized  under  either 
Federal,  State  or  any  other  program  proposed  or  in 


effect.  Do  you  think  that  the  structure  you  have 
created  and  developed  should  be  taken  over  by 
some  one  else  or  by  the  State  or  Federal  govern- 
ment? If  not,  then  what  are  you  doing  or  willing  to 
do  about  it? 

The  state  labor  force  in  1940  amounted  approxi- 
mately to  710,000  people.  Of  this  number  less  than 
41,000  received  more  than  $3,000  per  year.  In 
other  words,  there  were  more  than  665,000  who 
were  receiving  less  than  $3,000  per  year.  Only  a 
few  more  than  3,700  received  $5,000  or  more. 
There  were  13,000  who  received  between  $3,000 
to  $4,000. 

More  than  70  per  cent  of  the  population  of  the 
state  falls  within  income  brackets  which  make  for 
unquestioned  eligibility  for  participation  in  a pre- 
payment program.  Representatives  of  groups  which 
exercise  legislative  control  are  asking  for  the  cov- 
erage which  your  bureaus  can  give.  They  want  ade- 
quate medical,  surgical  and  hospital  care  for  the 
employed  person  and  at  present  hospital  care  for 
members  of  the  family.  This  latter  is  a temporary 
matter  and  they  want  the  initial  coverage  with  an 
organization  which  can  and  will  provide  the  addi- 
tional medical  care.  They  want  free  choice  of  phy- 
sicians and  hospitals  and  they  realize  that  the  bu- 
reau system  is  the  only  one  which  is  able  to  meet 
their  wants.  State  or  Federal  plans  are  for  last  re- 
sort and  will  be  demanded  only  if  the  medical  pro- 
fession fails  to  answer  their  challenge.  The  time  to 
answer  is  now.  There  can  be  no  delay. 

You  have  created  the  tools,  sponsored  and  au- 
thorized by  the  Washington  State  iMedical  Asso- 
ciation, local  bureaus.  State  bureau,  and  Washing- 
ton Physicians  Service  Corporation. 

Ninety  two  and  one-half  per  cent  of  all  pre- 
miums collected  are  dedicated  to  payment  for  ser- 
vices; 7.5  per  cent  is  used  for  administrative  and 
sales  expense;  68  per  cent  of  King  County  Bureau 
premiums  are  distributed  to  physicians.  This  is  the 
highest  percentage  for  this  purpose.  You  also  have 
the  lowest  expense  ratio.  Under  the  State  pro- 
posal the  expense  allowance  was  15  per  cent.  There 
is  no  limit  for  the  Federal  plan.  Any  insurance  pre- 
miums would  allow  approximately  60  per  cent  a 
man  for  sales  costs,  operating  expenses  and  a prof- 
it. The  bureaus  were  created  to  provide  a service, 
not  a profit. 

The  best  defense  is  a well  organized  and  directed 
offense.  This  is  the  province  of  the  profession. 
Again  may  I emphasize  that  doctors  talk  with  doc- 
tors. Why  not  tell  people  what  you  have  and  what 
has  been  accomplished.  Eighty-five  per  cent  of  the 
physicians  are  affiliated  with  the  bureau  system.  A 
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smaller  percentage  prevails  in  King  County.  It  is 
apparent  that  a small  percentage  of  the  member 
physicians  are  fully  informed  or  advised  as  to  the 
functioning  of  the  program.  Continue  talking  with 
doctors.  Then  you  might  call  in  representatives  of 
industry,  retailers,  professional  men,  a leader 
among  women,  labor  and  farm  representation.  En- 
list their  support.  Tell  members  of  service  clubs 


and  educational  groups.  Call  in  your  representa- 
tive in  the  legislature.  Have  him  invited  by  his 
family  doctor.  Do  this  before  he  goes  to  Olympia. 

The  physicians  of  no  other  state  have  created  the 
overall  coverage  which  you  have  provided  for  use. 
Take  the  restraints  off  bureau  management  and  au- 
thorize the  expansion  of  the  program.  You  have  the 
tools.  What  do  you  think? 


CORRESPONDENCE 


MOTHER’S  BLOOD  FOR  ERYTHROBL.4STOSIS 

Seattle,  Wash. 
Nov.  21,  1945. 

To  the  Editor: 

I enjoyed  reading  the  article  on  Erythroblastosis  Fetalis 
and  the  Rh  factor  published  in  the  November  5 issue  of 
The  Bulletin  of  King  County  Medical  Society.  There  is 
still  a good  deal  of  confusion  among  many  physicians,  due 
to  a lack  of  understanding  of  the  isoimmunization  factor 
concerned  in  erythroblastosis. 

I should  like  to  make  a suggestion  which  you  may  find 
of  sufficient  interest  to  impart  to  your  readers.  It  pertains 
to  the  use  of  the  mother’s  blood  for  transfusing  the  child 
when  other  Rh  negative  blood  is  not  available. 

The  procedure  is  as  follows: 


1.  A small  amount  (about  50  cc.)  of  the  mother’s  blood 
if  taken,  of  the  same  typ>e  or  type  “O”. 

2.  .\n  equal  amount  of  5 per  cent  glucose  is  added.  The 
blood  is  centrifuged  and  the  supernatant  fluid  drawn  off. 

3.  A second  washing  is  added,  consisting  of  an  equal 
amount  of  physiologic  solution  of  NaCl.  The  blood  is 
again  centrifuged,  and  the  supernatant  fluid  drawn  off. 

4.  The  remaining  cells  are  resuspended  in  pooled  plasma. 

Instead  of  glucose,  physiologic  solution  of  sodium  chlor- 
ide may  be  used  for  the  first  washing.  However,  by  using 
both  glucose  and  saline,  the  complete  removal  of  agglu- 
tinins is  assured.  Should  any  antibodies  still  remain  in 
gamma-globulin,  the  addition  of  pooled  plasma  will  dilute 
them  to  such  a point  as  to  render  them  ineffective. 

I believe  that,  whenever  such  a procedure  is  possible,  it 
should  be  employed  in  preference  to  administering  Rh  posi- 
tive blood.  J.  Richard  Czajkowski,  Ph.D.,  Director. 


DISEASE  CONTROL 

Typhus  in  the  east,  typhoid  in  both  west  and  east,  and 
malaria  in  the  Mediterranean  area  are  among  the  princi- 
pally communicable  diseases  threatening  the  present  health 
of  Europe,  according  to  a summary  of  the  epidemic  situa- 
tion on  that  continent  made  public  today  by  UNRR.A,  in 
Epidemiological  Information  Bulletin  No.  17. 

Tuberculosis,  diphtheria  and  syphilis  are  generally  preva- 
lent. Dysentery  has  been  reported  on  the  increase  in  a 
number  of  areas  including  Great  Britain,  and  outbreaks  of 
polio  have  been  noted  in  Belgium  and  Czechoslovakia. 

Systematic  control  measures,  especially  the  use  of  DDT 
to  kill  lice,  have  all  but  succeeded  in  eradicating  epidemic 
typhus  west  of  the  Elbe-.^driatic  line.  Knud  Stowman, 
editor  of  the  Bulletin,  and  Chief  of  UNRR.4’s  Epidemio- 
logical Information  Service,  also  sees  the  possibility  of 
ridding  the  eastern  half  of  Europe  of  typhus.  “With 
planned  cooperation,  new  methods,  sufficient  supplies  and 
qualified  personnel,  typhus  can  be  wiped  out  more  quickly 
than  after  World  War  I,”  said  Dr.  Stowman.  In  the  east- 
ern part  of  Europe,  however,  the  forced  movements  and 
resettlements  of  populations,  now  in  progress,  are  aggra- 
vating all  problems  of  disease  control. 

Malaria  control,  too,  has  been  simplified  by  the  use  of 
DDT,  but  typhoid  fever  and  dysentery  will  be  harder  to 
curtail.  Vigilance  against  the  introduction  of  plague  across 
the  Mediterranean — one  outbreak  at  Taranto,  Italy,  has 
already  been  put  down — and  against  the  reintroduction  of 
typhus  from  the  East  is  necessary.  The  Bulletin  also  advo- 
cates control  measures  to  stop  the  spread  of  tuberculosis, 
but  is  aware  that  this  problem  is  tied  up  with  “the  slow 
nursing  back  to  health  of  a war-torn  continent.” 

The  Bulletin’s  current  report  of  conditions  in  Europe 
is  based  on  disease  notifications  made  available  to  UNRR.\ 
by  cooperating  nations.  The  issue  also  contains  a survey 
of  infant  mortality  in  large  towns  and  reports  on  the 
prevalence  of  plague,  cholera,  yellow  fever,  smallpox,  re- 
lapsing fever  and  other  communicable  diseases  throughout 
the  world. 


GENERAL  SOMERVELL  REPORTS  ON 
MEDICAL  DEPARTMENT 

In  his  annual  report  to  the  Under  Secretary  of  War  and 
the  Chief  of  Staff,  General  Br^hon  Somervell,  Command- 
ing General,  Army  Service  Forces,  made  the  following  re- 
marks concerning  the  .Vrmy  Medical  Department: 

“The  .\merican  .Army  is  the  healthiest  army  in  history. 

“Unbelievable  strides  have  been  made  by  .Army  doctors 
even  as  the  war  progressed,  not  only  in  surgery  and  care 
of  the  sick  but  in  preventive  medicine. 

“Bold  and  successful  use  of  sulfanilamides  and  penicillin 
reduced  the  fatality  rate  of  meningitis  from  38  per  cent  in 
the  first  World  War  to  three  per  cent  in  1944,  pneumonia 
from  24  per  cent  to  0.7  per  cent,  dysentery  from  1.5  to 
only  one  recorded  death.  Deaths  from  malaria  have  dropped 
to  an  astounding  low.  In  1917-1919  there  were  0.2  deaths 
per  hundred  cases  . . . today  the  number  is  0.06  per  hun- 
dred. 

“Great  advances  were  made  in  the  fiscal  year  in  the  uses 
of  whole  blood  and  penicillin.  In  North  .Africa  the  .Army 
doctors  discovered  that  blood  plasma,  although  it  did  have 
a remarkably  beneficial  effect,  could  not  substitute  for 
whole  blood  in  cases  of  the  most  severe  shock.  Blood  banks 
set  up  in  the  United  States  sent  206,000  pints  of  whole 
blood  to  overseas  theaters  in  nine  months. 

“Penicillin,  for  all  its  value,  originally  had  shown  a ten- 
dency to  disappear  from  the  blood  stream  after  a few 
hours.  In  order  to  retain  its  effect.  Army  doctors  worked 
out  a method  of  suspending  it  in  beeswax  and  peanut  oil. 
Given  hypodermically  in  this  combination,  penicillin  re- 
mained in  the  blood  for  as  long  as  twenty  hours  and  de- 
stroyed disease  germs. 

“New  methods  of  surgical  care  were  perfected  in  the 
fiscal  year.  ‘Phasing’  of  treatment  was  introduced.  Care  of 
the  wounded  was  divided  into  three  distinct  phases.  The 
first  phase  took  place  on  the  battle  front,  where  surgeons 
and  first  aid  crews  gave  emergency  treatment.  Patients 
then  were  evacuated,  more  swiftly  than  ever  before,  to 
hospitals  in  the  Communications  Zone.  Much  of  this  evac- 
uation was  done  by  air. 


400 


STATE  SECTIONS OREGON 


VoL.  44,  No.  12 


OREGON  STATE 
MEDICAL  SOCIETY 


(Opinions,  Views  or  Comments  presented  in  articles  appearing  in  this  section  are  those  of  the  individual  authors 
and  are  not  necessarily  those  of  Oregon  State  Medical  Society. 


OREGON  DOCTORS  REQUEST  CHANGE 
IN  REGULATIONS 


At  the  recent  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  an  event  transpired  which 
should  not  be  overlooked  or  minimized  despite  the  fact 
that  nothing  immediately  happened  as  far  as  has  been 
ascertained  at  this  writing. 

The  noteworthy  incident  occurred  when  Dr.  Frank  R. 
Mount,  delegate  from  Oregon,  acting  upon  instructions 
received  from  his  own  House  of  Delegates,  introduced  a 
resolution  calling  for  a radical  alteration  in  the  provision 
of  the  .American  College  of  Surgeons  and  other  similar 
bodies  dealing  with  approval  of  hospitals  which  requires 
monthly  hospital  staff  meetings  as  a condition  of  attaining 
and  retaining  such  approval.  The  resolution,  as  passed  by 
the  delegates  of  Oregon  State  Medical  Society,  called  for 
quarterly  meetings  only. 

For  many  years  an  increasing  number  of  Oregon  doctors, 
particularly  in  Multnomah  county,  have  sensed  that  a 
great  falling  off  in  activities  of  and  attendance  at  county 
medical  meetings  stemmed  directly  from  the  prevalence  of 
medical  meetings  well  beyond  the  ad  saturatum  point. 
Particularly  have  they  become  increasingly  irked  at  hos- 
pital staff  meetings  because  of  their  competitive  nature  and 
the  compulsion  inherent  in  them. 


It  remained  for  Dr.  Blair  Holcomb,  disturbed  by  the 
problems  confronting  him  as  president  of  Multnomah 
County  Medical  Society,  to  take  the  issue  in  hand  for  more 
than  academic  discussion,  and,  aided  by  willing  colleagues, 
to  introduce  a pertinent  resolution  in  the  Oregon  house  of 
delegates.  It  is  greatly  significant  that  the  doctors  of  the 
state,  in  formal  session,  passed  the  resolution  without  a 
single  dissenting  vote.  Dr.  Mount  has  now  carried  the 
request  for  revision  to  the  national  field,  where  it  will 
either  be  buried  and  forgotten,  or  in  due  time  lead  to  a 
strengthening  of  doctors’  own  organizations  and  their  own 
activities. 

Considerable  of  past  and  current  criticism  of  medicine 
has  resulted  from  our  tendency  to  cling  to  established 
procedures  and  customs  which  many  laymen  and  phy- 
sicians think  may  be  somewhat  less  than  strictly  modern 
or  may  have  outlived  their  usefulness.  Oregon  doctors  by 
their  present  action  have  indicated  a willingness  to  look 
one  “sacred  cow”  squarely  in  the  eyes  in  order  to  deter- 
mine values.  This  departure  from  long  standing  medical 
inertia  is  in  keeping  with  the  pioneer  Oregon  spirit,  and 
might  well  be  extended  to  other  phases  of  or  factors  affect- 
ing medical  practice.  A series  of  analytical  discussions  or 
articles  touching  upon  several  of  these  is  contemplated  for 
appearance  in  this  section  at  frequent  intervals  during  the 
coming  year. 

G.  B.  Leitch. 


IT’S  GEARHART  IN  1946 


The  council  of  the  Oregon  State  Medical  Society  decided  at  its  November  meeting  that  the  1946  annual  meet- 
ing will  be  held  at  Gearhart. 

Tentative  proposals  call  for  a full  general  business  and  scientific  session  lasting  three  days,  to  be  held  during 
the  week  of  September  22,  with  the  week-end  the  most  probable  time.  Present  plans  indicate  the  convention  will 
be  held  at  the  Gearhart  Hotel  which  will  be  devoted  exclusively  to  this  purpose  during  the  dates  of  the  meetings. 
Scientific  sessions  and  exhibits  will  be  as  all  inclusive  as  possible  in  this  first  postwar  gathering,  and  in  addition 
the  house  of  delegates  will  hold  a series  of  meetings  as  necessary  to  dispose  of  the  society’s  business  matters. 

Exact  dates  of  the  meeting  will  be  announced  shortly  after  the  first  of  the  new  year. 


INSURANCE  COMPANIES  IGNORE 
MEDICAL  “SEARCH”  FEE 

Life  insurance  companies  doing  business  in  Oregon  appar- 
ently do  not  regard  highly  either  the  business  sagacity,  if 
any,  of  the  medical  profession  in  Oregon  or  its  efforts  to 
safeguard  itself  from  exploitation,  if  recent  practices  are 
any  indication. 

Many  companies  continue  to  send  to  doctors  requests 
for  information  on  patients  in  order  to  establish  the  nature 
of  their  risk,  with  a voucher  for  $1  or  $2  attached  to  the 
written  request,  despite  the  fact  that  in  1938  the  Oregon 


State  Medical  Society  notified  all  companies  the  minimum 
fee  for  information  requiring  search  of  records  is  $3. 

At  least  one  company  has  adopted  the  practice  of  en- 
closing $1  in  cash  with  its  request,  no  doubt  on  the  assump- 
tion most  doctors  cannot  resist  a dollar  in  hand  even  if 
it  does  mean  selling  themselves  down  the  river. 

Another  company  apparently  has  a different  flank 
approach  to  the  problem  of  paying  a legitimate  fee  for 
information  required  to  establish  risk.  The  instructions  is 
included  on  its  examiner’s  report  that,  if  information  is 
needed  from  applicant’s  medical  adviser,  a telephone  com- 
munication recorded  by  the  Examiner  under  “Additional 
Remarks”  would  he  acceptable.  Very  acceptable,  no  doubt. 


December,  1945 


STATE  SECTION  — OREGON 


401 


Physicians  falling  for  the  telephone  approach  should 
realize  they  forfeit  their  legal  position,  if  they  divulge 
information  without  the  patient’s  written  consent  reposing 
in  their  files,  entirely  aside  from  the  point  that  in  the 
matter  of  receiving  a just  fee  for  search  of  their  records 
they  may  be  thrown  for  a total  loss,  as  this  detail  may  be 
easily  “overlooked”  without  recourse. 

The  path  of  legal  and  business  safety  suggests  all  such 
requests  be  refused  and  the  questioner  be  instructed  to 
address  a written  communication  to  the  doctor  concerned 
with  authorization  for  the  required  fee  accompanying  same. 


MODERN  MEDICAL  “PERSONALITIES” 
INTRIGUE  OLDSTER 


The  oldster  takes  his  pen  in  hand  once  more.  He  should 
like  to  describe  to  you  a couple  of  individual  types  he  has 
met  in  other  places.  These  jjersonalities  are  composites, 
since  there  are  a number  of  each  in  various  localities.  They 
are  strangers  to  medicine’s  past  and  the  present  acquaint- 
ance is  enforced.  Since  they  have  appeared,  events  have 
occurred  w’hich  confound.  Let  us  consider  two  of  the  new- 
comers and  review  the  circumstances  that  accompany  them. 
For  they  might  happen  here. 

THE  G.  I.  * 

These  initials  signify  Great  Industrialist.  A G.  I.  is  one 
who  has  easy  access  to  his  uncle’s  once  plethoric  purse. 
Early  in  life  he  discovered  cost-plus,  hereafter  known  as 
C.  P.  Later  he  demonstrated  a great  axiom:  the  larger  the 
Cost,  the  greater  the  Plus. 

The  G.  I.  especially  likes  Projects.  \ Project  is  a huge 
undertaking  usually  financed  by  the  good  old  uncle  referred 
to  above.  Preferably  it  is  C.  P.  Frequently  the  G.  I.  doesn’t 
even  have  to  put  out  anything.  He  abhors  Putting  Out. 
That  is  for  business  men,  legitimate  contractors  and  such 
ilk.  Just  now'  he  is  busily  seeking  a New  Project.  He  has 
discovered  that  returning  servicemen  want  jobs.  Uncle’s 
purse  may  be  getting  a little  thin,  but  there’s  lots  of  money 
in  savings  banks.  How  about  a Big  Bond  Issue? 

His  recent  interest  in  medicine  has  been  variously  ex- 
plained. An  Expensive  Publicity  Department  insists  it 
emanates  from  the  innate  goodness  of  a Great  Heart.  G.  I.s 
past  hasn't  been  characterized  by  cardiac  hypertrophy  nor 
any  evidence  of  philanthropic  endeavor,  despite  the  Ex- 
pensive Publicity  Department.  Personally  he  proclaims  he 
has  found  medicine  wanting  in  many  regards.  Out  of  his 
native  intelligence  has  come  the  answer  to  all  the  problems 
besetting  the  doctor.  He  professes  a desire  to  solve  the 
situation  for  the  greater  good  of  Humanity.  One  can  almost 
conclude  that  he  believes  a considerable  share  of  the  burb- 
lings  of  the  hired  Expensive  Publicity  Department. 

Some  on  the  other  hand,  see  in  this  peculiar  adventure  in 
pastura  medica  an  effort  to  make  medicine  his  New  Project. 
Certainly  the  magnitude  of  the  G.  I.  medical  concept  raises 
the  undertaking  to  Project  size.  However,  it  is  doubtful 
that  a Cost  Plus  feature  can  be  evolved  in  this  Project  and 
a true  G.  I.  dearly  loves  his  C.  P. 

Some  also  say  the  G.  I.  is  politically  ambitious.  This 
seems  very  doubtful.  Politics  is  sometimes  personally  prof- 
itable but  profitable  politics  is  a dangerous  venture.  Rather 
one  would  think  that  he  is  merely  publicity-seeking  and 
can,  in  this  field,  achieve  considerable  acclaim  and  popular 
stature  with  no  private  outlay  for  the  same.  .At  any  rate 


the  “for  free”  publicity  keeps  him  in  the  limelight  while 
a New  Project  is  cooking. 

THE  M.  Q. 

These  initials  signify  Medical  Quisling.  M.  Q.  is  fre- 
quently the  medical  entrepreneur  associated  with  a G.  I. 
The  various  M.  Q.s  distributed  around  our  fair  land  do  not 
resolve  into  as  clear  cut  a composite  as  the  G.  I.  Recently 
most  M.  Q.s  are  professional ; formerly  the  majority  were 
laymen.  Here  in  the  northwest  you  already  have  a fair 
acquaintance  with  the  latter  through  hospital  association 
activities,  but  the  former  is  a relatively  recent  arrival.  Let 
us  consider  only  the  newer  arrivals  for  we  get  a sharper 
delineation. 

Dr.  M.  Q.  is  usually  a young  man;  maybe  he  is  4F  or 
deferred.  The  hard  road  of  professional  attainment  is  not 
for  this  opportunist.  Early  in  vocational  life  he  discovered 
Medical  Management  careerism.  Later,  like  the  G.  L,  he, 
too,  demonstrated  a great  axiom:  management  beats  work- 
ing any  day.  He  is  absolutely  sold  on  G.  I.  medicine.  He 
cries  continually,  as  did  another  Quisling,  for  Peace,  .Ac- 
ceptance and  Accord. 

Dr.  M.  Q.  usually  covets  a managerial  role.  Sometimes, 
in  certain  localities,  he  has  achieved  practical  ownership  of 
a complete  set-up  provided  for  by  the  aforementioned  easy 
old  uncle.  From  his  foster  father,  the  G.  L,  the  Colossus  of 
Cost  Plus,  M.  Q.,  has  learned  a few  tricks  of  his  own. 

He  is  committed  to  the  New  Order.  He  has  had  no  ex- 
perience in  free  medical  life.  His  training  is  usually  average, 
his  professional  attainment  average;  one  dislikes  the  word 
mediocre.  He  delights  to  speak  or  write  on  some  phase  of 
his  activities,  or  especially  of  himself.  His  speech  is  orotund 
and  usually  boring.  His  writings  are  as  profound  as  an  ad- 
vertising leaflet  and  as  interesting  as  a telephone  directory. 
However,  he  is  certain  that  his  mighty  brain  knows  all  the 
answers. 

.At  present  his  war  set-up  is  washing  out  along  the  G.  I.’s 
war  projects.  He  is  also  looking  around.  He  anxiously  sur- 
veys the  returning  doctors,  idly  fondling  a Halter.  He  re- 
gards the  swollen  labor  union  treasuries  and  wonders  what 
are  the  possibilities.  Likely  he  is  doomed  to  disappointment 
in  the  latter  direction.  Labor’s  future  health  program  will 
be  publicly  financed.  Labor  leaders  are  getting  cagey.  .Along 
with  their  old  pal,  G.  I.,  they  have  adopted  a new  Slogan: 
“Not  With  Our  Dough!”  O.  M.  W. 

(Editor’s  Note:  In  a later  issue  the  oldster  will  illustrate 
and  evaluate  G.  I.  medicine  as  he  has  seen  it  in  action,  with 
more  observations  of  G.  I.,  M.  Q.  and  their  associates.) 


O.  P.  S.  READIES  NEW  CONTRACTS 


■At  a special  meeting  in  November,  directors  of  Oregon 
Physicians’  Service  approved  details  of  the  new  contracts 
for  family  hospitalization  and  limited  surgical,  obstetrical 
and  fracture  care,  drafted  following  authorization  received 
from  the  House  of  Delegates  covering  these  extensions  of 
the  present  service. 

The  new  contracts  will  be  offered  only  in  those  portions 
of  the  state  where  local  medical  societies  specifically  request 
that  they  be  offered,  thus  preserving  the  feature  of  local 
autonomy  which  is  inherent  in  the  doctor  sponsored  pre- 
payment medical  plan. 
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WOMEN’S  AUXILIARY  HOLDS  ANNUAL 
MEETING,  PLANS  ACTIVE  YEAR 


The  annual  convention  of  the  Woman’s  .Auxiliary  to 
Oregon  State  Medical  Society  was  held  in  Portland  Sep- 
tember 1 at  the  Medical-Dental  Building.  During  the 
luncheon  at  the  Mallory  Hotel,  following  the  morning 
business  session,  members  were  privileged  to  hear  Capt. 
Maynard  F.  Poland,  director  of  reconditioning  at  Barnes 
General  Hospital,  describe  the  new  program  and  advances 
in  convalescent  treatment  of  the  returning  soldier. 

Mrs.  Henry  Garnjobst  of  Corvallis  was  installed  as 
president  for  the  coming  year.  The  .Auxiliary  is  very  for- 
tunate in  having  as  its  new  leader  one  who  has  such  out- 
standing qualifications  and  a great  deal  of  executive 
experience.  Mrs.  Garnjobst  has  been  president  of  the  Benton 
County  Auxiliary,  president  of  the  Oregon  State  Mother’s 
Club.  She  is  a member  of  the  Federated  Women’s  Clubs, 
the  American  Legion  .Auxiliary,  the  P.  E.  O.  and  Beta  Sigma 
Phi.  She  has  been  a member  of  the  board  of  the  Benton 
County  Red  Cross,  to  which  organization  she  has  con- 
tributed more  than  two  thousand  hours  during  the  war 
years. 

Mrs.  Garnjobst  planned  to  attend  the  national  mid  year 
board  meeting  in  Chicago  early  in  December  and  hoped  to 
return  with  much  inspiring  material  which  she  will  pass 
on  to  the  counties.  The  .Auxiliary  is  looking  forward  to  a 
v'ery  active  year  under  her  enthusiastic  and  able  guidance. 

Other  officers  and  directors  who  were  installed  at  the 
convention  include  President-Elect:  Mrs.  W.  G.  Homan  of 
Portland,  First  Vice-President:  Mrs.  R.  .A.  Harcourt  of 
Portland,  Second  Vice-President:  Mrs.  Robert  E.  Ringo 
of  Tillamook,  Third  Vice-President:  Mrs.  Edward  H. 

McLean  of  Oregon  City,  Fourth  Vice-President:  Mrs.  W.  J. 
Weese  of  Ontario,  Recording  Secretary:  Mrs.  Charles  E. 
Gurney  of  Portland,  Corresponding  Secretary:  Mrs.  Eugene 
H.  Kelley  of  Corvallis,  Treasurer:  Mrs.  C.  L.  Poley  of 
The  Dalles,  Auditor:  Mrs.  Edwin  P.  Fagan  of  Portland. 
Directors:  Mrs.  E.  Merle  Taylor  of  Portland,  Mrs.  N.  Paul 
.Anderson  of  Eugene,  Mrs.  Grover  C.  Bellinger  of  Salem 
and  Mrs.  G.  .A.  Massey  of  Klamath  Falls. 


FELLOWSHIP  IN  ENDOCRINOLOGY 


The  Schering  Corporation,  Bloomfield,  N.  J.,  has  created 
a research  fellowship  in  endocrinology  at  the  University 
of  Oregon  Medical  School.  The  grant  of  $3,000  for  one 
year’s  research  on  gonadotropic  hormones  is  under  the 
direction  of  Dr.  Carl  G.  Heller,  .Associate  Professor  of 
Physiology  and  Medicine. 


-OBITUARY 


Ralph  C.  Matson,  65,  died  in  Portland,  October  26,  1945. 
Born  in  Brookville,  Pa.,  in  1880,  Dr.  Matson  came  to  Ore- 
gon in  early  life,  took  his  medical  degree  at  the  University 
of  Oregon  Medical  School  in  1902.  He  interned  at  Seattle 
General  Hospital  and  was  resident  physician  at  Good 
Smaritan  Hospital,  Portland.  Throughout  his  life  he  was 
a frequent  graduate  student  both  in  the  United  States  and 
Europe.  He  was  one  of  the  few  physicians  to  become  Fel- 
low of  the  .American  College  of  Physicians,  of  which  he 


was  president  1939-1940,  and  also  Fellow  of  the  .American 
College  of  Surgeons.  In  1903  he  became  a member  of  the 
Oregon  Medical  School  faculty.  .At  the  time  of  his  death  he 
was  chief  surgeon  of  its  tuberculosis  hospital,  and  consult- 
ing thoracic  surgeon  at  Doernbecher  and  Multnomah  hos- 
pitals. During  World  War  I he  served  with  both  British 
and  .American  medical  forces.  He  was  a member  of  Oregon 
State  Medical  Society,  .American  Medical  .Association  and 
numerous  specialty  societies,  at  one  time  being  vice-presi- 
dent of  the  National  Tuberculosis  Association. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDIC.AL  SOCIETA' 

On  October  22  this  society  held  a well  attended  meeting 
at  the  Sacred  Heart  hospital,  Eugene.  The  entire  scientific 
program  was  devoted  to  a Symposium  on  Thyroid  Diseases. 


AMERIC.AN  COLLEGE  OF  CHEST  PHYSICIANS 

In  January,  1945,  members  of  the  .American  College  of 
Chest  Physicians  in  the  northwest  organized  the  Pacific 
Northwest  States  Chapter  of  the  College.  Its  latest  meeting 
was  held  at  The  Dalles,  Ore.,  September  27-28.  It  was 
voted  that  British  Columbia  should  be  included  in  the 
organization.  It  was  also  voted  to  include  cardiorespiratory 
diseases,  as  well  as  tuberculosis  in  its  classification  of  sub- 
specialties. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  John  E.  Nelson,  Seattle;  Vice-president,  F.  I. 
Terrill,  Deer  Lodge,  Mont.;  Secretary-Treasurer,  Florence 
.A.  Brown,  Portland,  Ore. 

It  was  voted  that  the  next  meeting  should  be  held  in 
V’ancouver,  B.  C.  An  interesting  program  was  presented 
with  papers  describing  many  conditions  coming  under  the 
classifications  of  this  organization. 


TYPHUS  AND  TYPHOID  IN  GERMANY 
Typhus  and  typhoid  stalked  Germany  after  its  collapse, 
according  to  the  December  8 issue  of  The  Journal  of  the 
American  Medical  Association.  There  have  been  more  than 
16,000  cases  of  typhus  since  the  occupation,  but  the  disease 
has  been  practically  eradicated  from  Germany,  with  only 
six  cases  reported  during  the  first  week  of  .August. 

Typhoid,  said  The  Journal,  has  been  unusually  preva- 
lent in  Berlin  since  June  when  111  cases  were  reported. 
It  has  since  reached  epidemic  proportions,  with  382  cases 
in  July,  1,100  in  .August  and  1,708  during  the  last  two 
weeks  of  September.  Some  areas  in  Denmark  have  also  had 
a high  incidence  of  typhoid. 

“The  information  regarding  diphtheria  is  scanty,”  The 
Journal  said,  “although  during  the  last  two  years  of  the 
war  it  was  the  leading  epidemic  disease  in  portions  of  north 
and  central  Europe.  In  France  nearly  4,000  cases  were  re- 
ported in  June,  1945.  .Although  the  information  is  still 
quite  incomplete,  several  of  these  diseases  are  believed  to 
be  extensive  in  the  Balkans.  . . . Serious  epidemics  of 
typhoid  have  occurred  in  .Albania.” 

The  article  also  said  that  “plague  has  been  potentially 
dangerous  along  the  Mediterranean  since  the  Suez  Canal 
zone  and  several  South  .American  and  Palestine  ports  be- 
came infected.  The  disease  has  appeared  in  Corsica,  in 
Malta  and  in  Taranto  in  Southern  Italy.” 
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WASHINGTON  STATE 

ANNUAL  MEETING 

MEDICAL  ASSOCIATION 

SPOKANE,  1946 

EXPA>SION  OF  MEDICAL  SERVICE 
BUREAUS 


The  Washington  State  Medical  Bureau  has  approved  a 
plan  to  expedite  the  use  of  state-wide  coverage  for  the  em- 
ployed worker  and  members  of  his  family.  Contracts  are 
being  offered  to  concerns  and  organizations  having  em- 
ployes or  members  in  the  various  counties  of  the  state. 

The  State  Bureau  also  approved  a standard  contract  for 
family  coverage  to  assist  the  various  bureaus  in  offering  this 
service  to  residents  of  their  areas.  In  order  to  better  handle 
the  expanded  program,  offices  of  the  State  Bureau  were 
established  in  Olympia,  with  James  P.  Neal,  Olympia  at- 
torney, as  executive  vice-president,  and  John  Steen  as  man- 
ager. Mr.  Steen  also  is  manager  of  Thurston  County  Medi- 
cal Service  Bureau  at  Olympia. 

The  State  Bureau  trustees  instructed  the  new  manage- 
ment to  continue  and  to  expedite  formation  of  new  bu- 
reaus in  county  areas  where  no  bureau  now  exists.  By  reso- 
lution it  urged  members  of  Washington  State  Medical  Asso- 
ciation and  County  Societies,  not  now  members,  to  join 
local  medical  service  bureaus,  and  actively  to  promote  ex- 
pansion and  servicing  of  medical  and  hospital  care  pro- 
grams on  a prepayment  basis. 

Both  these  resolutions  were  approved  by  the  Board  of 
Trustees  of  Washington  State  Medical  Association. 


COUNTY  SECRETARIES  AND 
VETERANS’  DUES 


At  the  meeting  November  4 of  the  Board  of  Trustees 
of  Washington  State  Medical  Association,  it  was  decided 
that  doctors,  who  were  members  of  the  State  Association 
before  entering  the  service  and  who  are  returning  now 
from  the  service,  will  be  exempt  from  dues  to  the  State 
Association  for  the  balance  of  the  year  in  which  their 
terminal  leaves  expire. 

For  example:  If  a dischargee’s  terminal  leave  date  expires 
in  1946,  no  dues  are  submitted  for  the  balance  of  that  year. 

.Although  the  county  secretary  will  not  be  submitting 
dues  for  a doctor  qualifying  under  these  provisions,  it  is 
extremely  important  that,  when  a doctor  returns  to  prac- 
tice, his  name  and  date  of  expiration  of  terminal  leave  be 
listed  on  your  monthly  dues  report  to  the  State  .Associa- 
tion. It  is  necessary  that  you  report  this  information  to  the 
State  .Association,  without  jail;  otherwise,  the  returning  doc- 
tor will  not  be  listed  as  a member  of  the  State  .Association. 


PREPAYMENT  ADVISORY  COMMITTEE 


Mr.  James  P.  Neal  of  Olympia,  executive  vice-president 
of  Washington  State  Medical  Bureau,  has  accepted  an  ap- 
pointment as  member  of  the  Prepayment  Medical  .Advisory 
Committee,  the  purpose  of  which  is  to  bring  some  sem- 
blance of  order  out  of  the  present  prepayment  medical 
care  situation.  The  new  committee  is  a division  of  the 
Council  on  Medical  Service  and  Public  Relations  of  the 


A.M.A.  Mr.  Neal  leaves  Olympia  December  12  to  attend 
the  Committee’s  first  meeting  which  will  be  held  in  Toledo, 
Ohio,  December  15-16. 


REFRESHER  COURSE  IN  PEDIATRICS 


By  Staff  of  the  Chhdren’s  Orthopedic  Hospital, 
Seattle 

This  course  will  be  given  for  four  weeks  each  month  as 
long  as  the  demand  continues.  It  is  designed  especially  for 
veterans  intending  to  return  to  general  practice  but  is  open 
to  all  members  of  the  medical  profession. 

The  course  consists  of  ward  walks,  staff  meetings,  round- 
table discussions,  clinicopathologic  conferences,  out-patient 
department  procedures,  case  discussions,  lectures,  collateral 
reading,  and  observation  of  office  pediatric  practice.  Formal 
lectures  will  not  be  given  to  classes  of  less  than  five.  The 
enrollment  fee  will  be  refunded  if  the  applicant  is  rejected. 
This  fee  includes  the  staff  meeting  dinner  and  luncheons  in 
the  hospital  cafeteria  except  on  Wednesdays  and  Saturdays. 

THE  STAFF 

General  Pediatrics:  Drs.  Durand,  Spickard,  Somers,  Seelye, 
and  Associates. 

Orthopedists:  Drs.  LeCocq,  Wyckoff,  L.  H.  Edmunds, 
Leavitt,  Moffett. 

Surgery:  Drs.  Gunby,  Jacbson,  Mosiman,  Coe. 

Pediatric  Pathology:  Dr.  H.  W.  Edmunds. 

Residents:  Drs.  Slade  and  Adkins. 

SPECIALTY  LECTURERS 
Dermatology:  Drs.  Shaw  and  Mumby 
Ear,  Nose  and  Throat:  Dr.  Tolan. 

Eye:  Dr.  Stellwagen. 

Genito-Urinary : Drs.  Peacock,  Hepler,  Nelson. 

Rheumatic  Fever:  Dr.  Guy. 

ADDITIONAL  FACILITIES 

Psysiotherapy  Demonstrations:  Miss  Robbins  and  Asso- 
ciates. 

Out-Patient  Department  Activities:  .Admissions,  treatments, 
plaster  work. 

State  Health  Department  programs  related  to  pediatrics: 
Dr.  Cuffs  (L.  C.  Smith  Tower). 

Collateral  and  Reference  Reading  — by  courtesy  of  King 
County  Medical  Society  Library:  Miss  Harlamert,  Libra- 
rian. Hours:  9-S  daily  except  Saturday,  9-1,  Cobb  Build- 
ing. 

Pediatric  Office  Practice:  Drs.  Durand,  Spickard,  Somers, 
Seelye,  Evans,  Rembe,  Rutherford,  and  Associates. 
Medical  Social  Work  in  Relation  to  Pediatric  Care:  Miss 
Laughrige. 

Special  Techniques  in  Pediatric  Care:  Miss  Smith,  Miss 
Mclvor,  Residents.  (Orthopedic  appliances,  intravenous 
apparatus,  restraint  methods,  Stiles’  dressing,  burn  dress- 
ings, Wangensteen  and  Miller-Abbott  tubes,  basal  anes- 
thesia, medical  asepsis.) 

The  December  course  (85  hours)  will  begin  December  3, 
at  9:30  a.m. 

The  January  course  (85  hours)  will  begin  January  3, 
at  9:30  a.m. 

Enrollment  fee  $15,  payable  at  time  of  registration. 
NOTE:  .At  present  this  program  is  not  included  in  G.  I. 
Bill  of  Rights.  For  further  information,  write  Washington 
State  Medical  Association,  218  Cobb  Bldg.,  Seattle,  or 
Children’s  Orthopedic  Hospital,  100  Crockett  Street,  Seattle. 
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New  King  County  Health  Officer.  John  David  Fouls, 
a captain  in  the  United  States  Public  Health  Service,  was 
recently  appointed  King  County  Health  Officer,  succeeding 
E.  E.  Palmquist.  The  new  health  officer  has  been  active  in 
public  health  work  for  the  past  nine  years.  He  was  born 
and  educated  in  Kentucky  and  graduated  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  1936.  He  has 
served  as  health  officer  of  Laurel  County,  Ky.,  assistant 
director  of  the  Bureau  of  Communicable  Diseases  in  Louis- 
ville and  instructor  in  public  health  at  the  University  of 
Louisville  School  of  Medicine. 

Construction  of  Community  Hospitals  Checked. 
Plans  have  been  proposed  to  expand  the  Edgewater  Tuber- 
culosis Sanatorium  at  Spokane  by  a 50-bed  addition  which 
would  include  service  to  a total  of  fifteen  counties.  Also, 
there  has  been  proposed  building  of  a $50,000  tuberculosis 
hospital  at  Selah  to  serve  six  counties.  These  projects  have 
been  baited  by  a ruling  of  .'Uorney-General  Smith  Troy 
who  has  announced  that  only  the  legislature  has  the  author- 
ity to  approve  special  plans  for  expansion  of  a sanatorium. 

Hospitals  to  Be  Closed.  Owing  to  increasing  numbers 
of  patients  being  discharged,  the  following  army  hospitals 
will  be  closed:  McCaw  General  Hospital  at  Walla  Walla 
on  November  25 ; Barnes  General  Hospital  at  Vancouver, 
and  Baxter  General  Hospital  at  Spokane  on  December  5. 
This  will  leave  Madigan  General  Hospital  at  Fort  Lewis 
the  only  large  army  hospital  in  the  state. 

.<\ppoiNTED  TO  Advisory  Committee.  Frederick  B.  Ex- 
ner  of  Seattle  has  been  appointed  to  the  advisory  commit- 
tee for  the  celebration  of  the  50th  anniversary  of  the  dis- 
covery of  X-ray  by  Wilhelm  Conrad  Roentgen,  it  was 
announced  recently  by  the  .American  College  of  Radiology 
at  Chicago. 

Funds  for  New  Sanitorium.  Applications  for  money  to 
finance  plans  for  a proposed  new  tuberculosis  sanatorium 
by  Pierce  county  commissioners,  was  decided  upon  recently. 
The  estimated  cost  of  the  new  sanatorium  is  $1,000,000. 
The  plans  call  for  its  removal  from  its  present  location  at 
Lakeview  to  county  owned  land  overlooking  the  Narrows 
just  off  6th  .Ave. 

To  Enlarge  Facilities.  Capacity  of  the  Stone  Creek 
sanatorium  for  aged  and  indigent  is  to  be  increased.  Re- 
modeling work  is  to  start  immediately  according  to  the 
Walla  Walla  county  welfare  administrator.  Approximately 
$10,000  will  be  spent. 

Dr.  Harvey  L.  Eldridge,  age  77  of  Snohomish  died  Oc- 
tober 12.  He  practiced  medicine  in  that  community  since 
1906,  and  was  a former  County  Health  Officer.  He  was 
born  in  Bucksport,  Me.,  in  1868,  and  graduated  from  Tufts 
University  and  Medical  School,  Boston,  in  1902. 

Becomes  Medical  Missionary.  R.  S.  Sandilands  recently 
announced  that  he  will  soon  leave  his  practice  at  Monte- 
sano  to  enter  medical  missionary  work,  stationed  in  Cam- 
eroon, French  West  Africa.  Dr.  Sandilands  is  a graduate  of 
Northwestern  University  Medical  School  at  Chicago.  He 
has  always  been  interested  and  planned  to  do  medical  mis- 
sionary work. 

New  Sanitarian.  Orel  K.  Tenold,  recently  discharged 
from  the  army  medical  corps,  has  been  appointed  by  the 


state  health  department  and  the  Lewis  county  commis- 
sioners as  sanitarian  for  the  Lewis-Pacific  county  depart- 
ment of  health.  He  is  a graduate  of  the  Lutheran  College 
in  Iowa,  and  took  postgraduate  work  at  the  University  of 
Minnesota. 

Sanitarian  for  Yakima.  Stanley  R.  Benner,  health  offi- 
cer at  Yakima,  recently  announced  that  William  P.  Hender- 
son, Jr.,  veteran  of  the  army  medical  corps,  has  been  ap- 
pointed to  the  staff  of  the  county-city  health  department 
as  general  sanitarian  for  the  city  of  Yakima. 

Funds  for  Spastics.  The  Washington  Spastic  Children’s 
Society,  meeting  in  Seattle  recently,  planned  to  ask  for 
an  appropriation  from  the  state  to  finance  schools  for 
young  spastic  paralysis  victims. 

New  Blood  Bank  Head  in  Spokane.  William  J.  Pen- 
nock,  retired  Spokane  physician,  has  been  recently  named 
director  of  the  Spokane  Community  Blood  Bank.  Offices 
for  the  new  blood  bank  are  in  the  Fernwell  Building, 
where  complete  laboratory  equipment  has  been  installed. 

New  Hospital  Manager.  Bruce  Van  Wyck  has  recently 
been  appointed  the  new  general  manager  of  the  New  River- 
view  Hospital  at  Raymond.  He  is  a graduate  from  the 
University  of  Michigan  and  Johns-Hopkins  School  'of 
Medicine. 


OBITUARIES 


Dr.  J.  L.  Harris,  age  71  of  Stevenson,  died  at  his  home 
September  30.  He  was  born  in  Missouri  and  moved  to 
Stevenson  from  Elmira  15  years  ago  to  enter  general  prac- 
tice. He  received  his  M.D.  degree  from  the  University  of 
Oregon  School  of  Medicine  in  1897.  At  the  time  of  his 
death  he  was  the  City  Health  Department  head,  and  had 
been  county  physician,  serving  until  July  1 of  this  year. 


SOCIETY  MEETINGS 


CLARK  COUNTY  MEDICAL  SOCIETY 

The  regular  meeting  of  the  Clark  County  Medical  Society 
was  held  November  6 at  St.  Joseph’s  Nurses’  Home,  Van- 
couver, with  Clyde  B.  Hutt,  President,  presiding. 

Dr.  Harrison  stated  that  the  Washington  State  Medical 
Association  had  approved  the  prepayment  program  of  the 
State  Medical  Bureau  and  in  view  of  this  he  made  a motion 
that  “the  program  of  prepaid  medical  care  as  carried  on 
by  the  Clark  County  Medical  Bureau  have  a favorable 
vote  from  the  Clark  County  Medical  Society  as  to  its  activi- 
ties.” This  was  seconded  and  carried  without  dissent. 

Dr.  Hutt  entertained  a motion  that  a delegate  be  sent 
to  the  Chicago  House  of  Delegates  Meeting  of  the  .\.M..\., 
December  3-6,  ’45,  to  represent  the  Clark  County  Medical 
Society.  Dr.  Floyd  O’Hara  was  appointed  to  present  views 
of  the  society. 

Dr.  Blair  presented  a petition  pledging  the  support  and 
aid  of  the  medical  society  to  the  members  who  are  now 
returning  from  military  service.  This  was  carried. 

The  President  appointed  Drs.  Blair,  Harrison  and  Cone 
a nominating  committee  to  elect  officers  for  1946. 

Discussion  of  the  Yakima  Medical  Service  Bureau  plan 
for  prepaid  medical  and  hospital  care  by  Mr.  Reuben  Benz 
concluded  the  meeting. 
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COWLITZ  COUNTY  MEDICAL  SOCIETY 

The  Cowlitz  County  Medical  Society  met  at  the  regular 
dinner  meeting  at  the  Hotel  Monticello,  Longview,  Novem- 
ber 21.  The  guest  speakers  were  Milton  Hyman,  radiologist, 
and  Ted  Havlicek,  internist,  of  the  Veterans  Hospital,  Port- 
land, Oregon.  The  subject  was  “Symposium  on  Hemop- 
tysis.” 

Dr.  Havlicek  gave  a most  interesting  paper  on  etiology, 
diagnosis  and  treatment.  He  claims  that  tuberculosis  is  the 
most  common  cause;  and,  second,  bronchiogenic  carcinoma, 
which  is  on  the  increase.  Diagnosis  of  cancer  can  only  be 
made  by  roentgen  ray  and  bronchoscopic  biopsy.  If  taken 
in  time,  pneumonectomy  can  be  performed  with  gratifying 
results.  He  feels  that  the  increase  of  cancer,  which  has  now 
been  proven  to  be  on  the  increase,  may  be  due  to  the 
excessive  smoking. 

Dr.  Hyman  showed  many  roentgenograms  of  various 
tumors  and  diseases  that  tend  to  cause  hemoptysis,  such 
as  tuberculosis,  cancer,  benign  tumors  and  other  diseases. 

Glenn  Mathis  was  accepted  for  membership.  He  will 
move  from  Toledo  to  Longview  about  December  1. 

The  Ladies’  Auxiliary  met  for  a dinner  meeting  at  Hotel 
Monticello  the  same  evening.  Mrs.  Mildred  Keith  Horn, 
librarian,  gave  short  sketches  of  several  new  books. 


KING  COUNTY  MEDIC.AL  SOCIETY 

King  County  Medical  Society  held  its  regular  monthly 
meeting  in  the  auditorium  of  the  Medical  Dental  Building, 
Seattle,  at  8;  15  p.  m.  November  5,  with  President  Nichols 
presiding. 

J.  H.  Lasater,  R.  M.  Rankin  and  J.  P.  Toppenberg  were 
elected  to  membership.  The  following  applications  for 
memberships  were  read  for  the  first  time:  J.  C.  Bennett, 
John  Clancy,  A.  E.  Friborg,  I.  K.  Loughlen,  and  E.  H. 
Torkelson.  The  following  applications  were  read  for  the  sec- 
ond time:  C.  L.  Boone,  W.  E.  Chalecke,  J.  W.  Codling, 
Paul  Ferse,  C.  D.  Goodhojje,  S.  J.  Grega,  Franz  Kirschner, 
H.  D.  Pass,  E.  M.  Peterson,  W.  W.  Richardson,  M.  P.  Shel- 
ton, E.  J.  Tardif,  H.  M.  Templeton,  Irwin  Wirth  and  E.  F. 
Word. 

The  program  of  the  evening  consisted  of  the  reading  of 
three  papers  dealing  with  the  Medical  Service  Bureau.  Wil- 
mot  Read  of  Tacoma  presented  a paper  on  “Necessity  of 
Cooperation  by  All  Physicians.”  He  described  the  estab- 
lishment of  the  Medical  Service  Bureau,  dealing  with  its 
many  phases,  paying  special  attention  to  relations  with  the 
Blue  Cross. 

Clarence  A.  Veasey,  Jr.,  of  Spokane,  read  a paper  on 
“Present  and  Future  Repayment  Plans.”  This  was  an  inter- 
esting review  of  the  bureau  system  with  a discussion  of  its 
future  expansion.  Mr.  James  P.  Neal,  executive  vice-presi- 
dent of  Washington  State  Medical  Bureau  read  a paper, 
entitled  “The  Medical  Service  Bureau  — An  Answer  to 
Socialized  Medicine.”  It  dealt  with  various  phases  of  the 
Washington  plan.  There  was  a discussion  of  the  Blue  Cross, 
particularly  with  reference  to  its  relations  with  hospital 
operations  in  Washington. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
The  regular  meeting  of  the  Pierce  County  Medical  Society 
was  held  in  the  Medical  Arts  Auditorium,  Tacoma,  Novem- 
ber 13,  with  W.  H.  Ludwig  in  the  chair. 

Ross  Wright  presented  the  publicity  campaign  recom- 
mended by  the  National  Physicians’  Committee. 


Les  Baskin  was  welcomed  home  from  the  service  and 
Dumont  Staatz  was  introduced  to  membership. 

A sound  movie,  entitled  “Modern  Nutrition,”  was  pre- 
sented through  the  courtesy  of  E.  R.  Squibb  Company. 


PUGET  SOUND  PEDIATRIC  SOCIETY 
.A  meeting  of  Seattle  Pediatric  Society  was  held  Septem- 
ber 21,  at  which  time  it  was  voted  to  change  the  name  to 
Puget  Sound  Pediatric  Society,  in  order  to  include  in  its 
membership  physicians  from  a wider  territory  than  had 
previously  been  possible. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  H.  T.  Clay,  Tacoma;  Vice-president,  W.  B. 
Seelye,  Seattle;  Secretary-Treasurer,  W.  B.  Chesley,  Se- 
attle. Meetings  of  the  society  are  held  the  third  Friday  of 
each  month. 


STATE  DEPARTMENT  OF  HEALTH 


HOSPITAL  SURVEY 

Washington  State  Department  of  Health,  in  anticipation 
of  the  passage  of  Senate  Bill  191  which  will  make  available 
financial  assistance  for  construction  of  additional  hospital 
beds,  is  now  conducting  a survey  in  this  field  to  determine 
the  extent  of  existing  facilities.  Such  information  has  never 
before  been  collected  for  the  state  as  a whole  and  is  a 
prerequisite  for  receiving  any  benefits  under  the  proposed 
legislation. 

This  bill  carries  the  approval  of  officers  of  the  American 
Hospital  Association,  the  American  Protestant  Hospital 
Association  and  the  Catholic  Hospital  Association.  The 
more  adequate  number  of  hospital  beds  which  will  be  pro- 
vided by  the  bill  will  be  especially  valuable  to  physicians 
practicing  in  rural  and  small  urban  areas. 

The  major  construction  of  hospitals  under  this  bill  will 
not  be  undertaken  until  postwar  conditions  permit,  but  it 
is  essential  that  the  State  of  Washington  develop  an  over- 
all plan  which  will  be  ready  for  presentation  as  soon  as  the 
bill  becomes  law.  Due  to  the  great  amount  of  detailed  in- 
formation involved  in  the  survey,  it  is  estimated  that  the 
project  will  require  at  least  a full  year  to  complete.  Wash- 
ington, however,  is  the  leading  Western  state  as  far  as  prog- 
ress on  this  important  undertaking  is  concerned.  The  survey 
is  under  the  direction  of  Mr.  Ralph  L.  Nielsen. 


WASHINGTON  FLIGHT  SURGEON 


AAA  School  of  Aviation  Medicine.  One  person  from 
Washington  was  among  the  64  medical  officers  who  re- 
cently completed  the  Aviation  Medical  Examiners  course 
at  the  AAF  School  of  Aviation  Medicine,  Randolph  Field, 
Texas. 

Brig.  Gen.  Eugen  G.  Reinartz,  Commandant  of  the 
School  presented  the  graduation  awards  to  the  members 
of  the  first  peacetime  class  of  Flight  Surgeons. 

The  selected  medical  officers,  specially  trained  in  the 
phases  of  Aviation  Medicine  dealing  with  the  care  of  fliers 
and  combat  crewmen,  will  become  “Flight  Surgeons”  upon 
the  completion  of  additional  training.  The  person  from 
Washington  completing  the  course  was  Captain  Glenn  G. 
McBride,  MC,  Tacoma. 


406 


STATE  SECTIONS IDAHO 


VoL.  44,  No.  12 


IDAHO  STATE 
MEDICAL  ASSOCIATION 


OFFICERS  RETURNED  TO  PRACTICE 


The  following  doctors  have  been  discharged  from  mili- 
tary service  and  are  back  in  practice  in  their  home  towns: 
Max  Gudmundsen,  Quentin  Mack,  Lowell  Privaett  and 
Robert  S.  Smith  in  Boise;  William  B.  Hanford  and  S.  D. 
Simpson  in  Caldwell;  Charles  A.  Terhune,  Burley;  R.  P. 
Rawlinson,  Emmett;  J.  R.  Mangum,  Nampa;  C.  C.  Wen- 
dle,  Sand  Point,  and  E.  C.  Jensen,  Twin  Falls. 


MEDICAL  NOTES 


100-Bed  Memorial  Hospital.  Directors  of  Kootenai 
County  Hospital  Association  have  agreed  unanimously  to 
go  ahead  with  plans  for  a lOO-bed  hospital  as  a memorial 
to  the  county  residents  now  listed  as  the  hero  dead  of 
World  War  II.  The  amount  of  the  bond  issue  will  probably 
be  $30C,000-$400,000. 


Health  Meeting  Set.  The  Idaho  Public  Health  Depart- 
ment staff  members  were  to  meet  in  Boise  sometime  the 
latter  part  of  October  to  hear  discussion  of  medical  prob- 
lems. Dr.  John  Anderson,  member  of  University  of  Utah 
Medical  School  faculty,  was  scheduled  as  one  of  the  speak- 
ers as  were  Mrs.  Joy  Stuart  Thompson,  nursing  consultant 
U.  S.  Department  of  Labor  Children’s  Bureau,  and  Miss 
Helen  Bean,  nursing  consultant  of  U.  S.  Public  Health 
Service  at  Washington.  Also  included  was  Dr.  Fred  T. 
Foard,  district  director  of  the  federal  health  service  at 
Denver. 

County  Hospital  Sale  Proposed.  The  Twin  Falls 
County  attorney  has  recently  completed  a draft  of  a pro- 
posal with  the  Latter-Day  Saints  church  to  purchase  the 
county  hospital  at  Twin  Falls.  It  was  stated  that  a county 
election  was  necessary  before  the  sale  could  be  completed 
and  the  suggestion  made  that  a special  balloting  might  be 
called  instead  of  waiting  until  the  1946  general  election. 


/S’ 

ALASKA  TERRITORIAL 

ANNUAL  MEETING 

MEDICAL  ASSOCIATION 

JUNEAU,  1945 

MEETING  OF  TERRITORIAL  MEDICAL 
ASSOCIATION 


It  has  been  suggested  that  we  have  a meeting  of  the 
Territoial  Association  next  March  in  Juneau.  Such  a 
meeting  would  be  very  advantageous.  There  is  a great  deal 
of  organizational  work  which  needs  to  be  done  in  the 
.Association  and  this  can  be  accomplished  only  in  such  a 
meeting.  Also,  there  is  the  stmiulation  of  meeting  and 
talking  with  doctors  from  other  sections  of  the  Territory. 
Dr.  .Albrecht,  Commissioner  of  Health,  expects  to  have 
several  doctors  from  different  parts  of  the  Territory  in 
Juneau  at  that  time  for  some  work  with  the  Board  of 
Health  and  this  would  help  in  getting  together  enough 
men  to  make  such  a meeting  possible.  In  order  to  help  plan 
such  a meeting  it  is  desired  that  doctors  from  any  cities 
in  Alaska,  who  can  send  one  or  more  men  to  Juneau  next 
March  for  two  or  three  days  for  such  a meeting,  write  to 
the  Secretary  as  soon  as  possible,  giving  the  number  of 
men  w'ho  can  attend. 

L.  P.  Dawes,  recently  retired  from  practice  in  Juneau, 
has  come  out  of  retirement  temporarily  to  fill  in  at  Valdez. 

C.  Earl  .Albrecht,  Commissioner  of  Health,  has  left  on 
a thirty  day  trip  for  conferences  in  Seattle,  San  Francisco, 
Washington  and  New  York  with  Federal  officials  and  heads 
of  health  organizations.  The  particular  object  of  this  trip 
is  to  secure  more  personnel  and  hospitals  for  the  care  of 
.Alaska’s  tuberculosis  cases. 


ANOTHER  ATTEMPT  TO  GET  A BASIC 
SCIENCE  LAW 


.A  special  session  of  the  Territorial  Legislature  will  be 
held  in  March.  At  the  last  session  a bill  for  a Basic  Science 
Law  was  introduced  and  was  the  subject  of  much  con- 
troversy. This  bill  was  satisfactory  but  after  many  amend- 
ments, stemming  from  the  influence  of  nonmedical  men 
in  the  Territory,  it  became  so  deformed  that  it  would 
have  no  longer  served  its  purpose  and  was  finally  allowed 
to  die.  Now,  an  effort  is  being  started  earlier  than  before 
and  the  doctors  in  Ketchikan  have  framed  a bill  which 
they  think  will  serve  the  purpose. 

This  proposed  bill  is  being  sent  around,  at  least  to  the 
larger  towns  of  Alaska,  for  study  and  approval  of  the 
doctors  in  those  cities.  .Anyone  having  the  opportunity 
should  study  this  bill  carefully,  make  suggestions  and 
then  contact  the  members  of  the  legislature  from  their 
districts  and  try  to  show  them  the  benefits  of  such  a law. 
It  is  only  by  carefully  laid  groundwork  that  this  bill  can 
be  passed  successfully  through  the  legislature. 

District  Health  Officer  for  .Alaska.  David  M.  Cow- 
gill  has  been  appointed  to  the  position  of  District  Health 
Officer  with  the  Territorial  Department  of  Health  it  was 
announced  recently  by  Dr.  C.  Earl  Albrecht,  Commissioner 
of  Health.  Dr.  Cowgill  is  a graduate  of  Washburn  College 
and  of  Washington  University  School  of  Medicine  in  1924. 
He  was  recently  City  Health  Officer  in  Amarillo,  Texas. 
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CLINICAL  FORUM 


COMMENTS  ON  OBSTETRIC  PROBLEM 
IN  NOVEMBER  ISSUE 

First  commentator  states:  For  a good  many  years  it  has 
been  a common  belief,  bordering  almost  on  the  point  of 
superstition,  that  castor  oil  has  some  specific  effect  on 
bringing  on  labor.  If  that  be  really  so,  the  percentage  of 
effectiveness  should  be  higher  than  it  actually  is.  It  is  also 
true,  but  not  in  quite  the  same  category,  that  pituitrin 
will  also  start  labor  w'hen  given  in  small  repeated  doses. 
There  have  been  instances  where  as  many  as  fifteen  3 mm. 
doses  have  been  given  consecutively  with  no  effect  what- 
ever in  starting  labor. 

The  November  obstetric  problem  is  an  example  of  use 
of  both  with  no  clear-cut  result.  The  last  analysis,  ruptur- 
ing the  membranes,  is  always  effective.  Pituitrin,  when 
given  shortly  after  artificial  rupture  of  the  membranes, 
with  cervix  half  effaced  and  rigid,  will  produce  a rather 
difficult  labor  situation.  This  may  have  been  the  problem 
of  the  patient’s  labor  when  first  seen. 

The  above  is  probably  the  only  dystocia  present.  The 
treatment  should  be  to  give  her  a sedative  and  allow  her  to 
rest,  when  labor  again  will  ensue  and  undoubtedly  proceed 
to  a satisfactory  termination. 

Second  commentator’s  views  are  as  follows:  Giving  of 
castor  oil  and  pituitrin  is  not  always  as  productive  of  on- 
set of  labor  as  one  would  wash,  even  if  followed  in  24  or 
36  hours  by  manual  release  of  the  amniotic  fluid.  .Appar- 
ently this  patient  has  been  suffering  considerably  with 
nonproductive  pains  and  she  is  becoming  mildly  exhausted. 
The  fact  that  the  uterus  is  more  sensitive  than  one  would 
expect  in  a multipara,  her  pulse  seems  to  be  rising  and  she 
shows  some  signs  of  dehydration  indicate  that  a definite 
line  of  procedure  should  be  followed  at  once. 

In  the  first  place,  she  should  be  thoroughly  examined, 
even  vaginally,  under  an  anesthetic  to  determine  accurately 
whether  there  is  a mechanical  obstruction  to  a normal 
delivery.  This  one  may  fear  to  do  because  tenderness  of  the 


uterus  might  possibly  mean  infection,  partial  placental 
separation  or  beginning  of  a Bandle’s  ring.  Next,  the  pa- 
tient should  be  given  morphine  to  insure  rest  before  shock 
and  dehydration  develop,  also,  an  I.  V.  of  dextrose  in 
normal  saline.  The  above  procedure  should  be  followed  by 
normal  delivery. 

Conclusion  of  Obstetric  Problem:  The  diagnosis  was  that 
the  patient  was  suffering  not  so  much  from  uterine  inertia 
as  from  general  inertia  and  fatigue.  It  was  concluded  that, 
if  she  were  given  rest,  termination  of  labor  would  occur 
normally  within  a few  hours. 

She  received  4 oz.  paraldehyde  in  oil  which  gave  her 
the  much  needed  rest.  Cervix  dilated  quite  quickly,  and 
the  patient  was  delivered  normally  of  a living  infant  in  a 
little  less  than  two  hours. 


PEDI.ATRIC  PROBLEM  FOR  DECEMBER 

Parents  brought  in  little  C.  E.,  age  seven  months,  pointing 
out  that  the  child  seemed  to  have  a fever,  that  she  did 
not  move  her  right  leg,  and  there  was  a general  enlarge- 
ment of  the  right  thigh. 

Examination:  General  appearance  pale,  lips  dry,  black 
and  blue  spots  on  cheek  under  right  eye  and  another  over 
right  temple.  Parents  stated  an  older  child  “beat  up  on 
her.”  The  child  rolls  her  head  from  side  to  side  almost 
continuously.  The  very  evident  enlargement  of  her  right 
thigh  was  nearly  twice  that  of  the  left.  Temperature  was 
100.5°.  Roentgenogram  of  right  femur  show’ed  no  enlarge- 
ment. The  little  patient  exhibited  great  distress  whenever 
the  leg  was  moved,  and  held  it  constantly  in  a flexed  posi- 
tion. Hemoglobin  79.6  per  cent,  r.  b.  c.  3,200.  Three  days 
later  the  hemoglobin  had  dropped  to  67.2  per  cent  and 
r.  b.c.  2,930. 

A few  days  after  entrance  fine,  crepitant  rales  were  dis- 
covered in  the  back  which  cleared  within  a short  time  and 
temperature  dropped  to  normal. 

What  would  be  your  diagnosis  and  treatment? 


.ALL  BUT  11,000  DOCTORS  TO  BE  RELE.ASED 
BY  NEXT  JUNE 

.Army  doctors  are  being  reelased  faster  than  the  .Army 
is  reducing  its  total  strength,  in  spite  of  the  large  number 
of  battle  casualties  still  remaining  in  hospitals  and  the  re- 
quirement of  doctors  for  separation  center  work,  according 
to  Major  General  Norman  T.  Kirk,  Surgeon  General  of 
the  .Army,  who  spoke  recently  in  New  York  in  appreciation 
of  the  services  rendered  by  member  hospitals  of  the  United 
Hospital  Fund  of  New  York. 

“The  peculiar  situation  that  we  find  ourselves  in  is  that 
demobilization,  in  which  everyone  is  concerned,  cannot 
proceed  without  the  help  of  thousands  of  doctors,  2,000 
of  whom  are  devoting  their  medical  services  solely  to  sep- 
aration centers,”  General  Kirk  said.  “By  the  first  of  Jan- 
uary more  than  14,000  doctors  will  have  been  returned  to 
civilian  life,  which  is  more  than  one-third  of  the  total 
number  of  doctors  comprising  the  Army  Medical  Corps 
at  its  peak.  By  June  of  next  year  we  anticipate  releasing 
all  but  11,000  doctors.” 

General  Kirk,  stating  the  peak  hospital  load  in  the 
United  States  to  be  318,000,  pointed  out  that  there  is  still 
a need  for  medical  personnel  and  that  “one  of  our  greatest 
problems  is  to  hold  enough  doctors  in  the  service  to  give 
the  maximum  medical  care  to  our  patients.” 

“I  want  to  assure  you,”  General  Kirk  concluded,  “that, 
first,  the  .Army  Medical  Department  is  going  to  continue 
to  give  to  the  sick  and  wounded  soldiers  of  this  war  the 
best  medical  care  known  to  science,  and  secondly,  that  it  is 
going  to  return  to  civilian  life  as  rapidly  as  possible  every 
Medical  Department  officer  whose  services  are  not  essential 
to  the  .Army.” 


PENICILLIN  SHORTAGE  EXPLAINED 
The  shortage  of  penicillin  for  injection,  which  is  causing 
resentment  among  physicians  unable  to  secure  this  product 
for  serious  cases  of  disease,  is  due  to  “strikes,  difficulty  in 
maintaining  production  because  of  contamination  during 
fermentation,  increased  export,  the  use  of  poor  quality  corn 
steep  liquor  and  the  manufacture  of  penicillin  mixtures,” 
according  to  the  November  24  issue  of  The  Journal  of  the 
American  Medical  Association. 

The  editorial  stated  that  “steps  are  being  taken  to  over- 
come the  penicillin  shortage.  Export  controls  have  been  sug- 
gested to  permit  records  of  the  quantity  of  penicillin  leav- 
ing the  United  States.  Directives  giving  hospitals  first  call 
on  penicillin  have  also  been  proposed.  .A  higher  grade  of 
corn  steep  liquor  is  being  sought.” 

The  editorial  suggested  that  a “step  which  should  be 
undertaken  by  the  manufacturers  until  the  present  short- 
age is  alleviated  is  the  discontinuance  of  doubtfully  acting 
mixtures.  Penicillin  for  injection  purposes  is  truly  a life- 
saving measure  and  its  distribution  should  be  given  priority 
over  the  manufacture  and  distributiodn  of  ov'er-the-counter 
items  of  less  value.” 
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Text-Book  of  Neuro-Anatomy.  By  Albert  Kuntz, 
Professor  of  Micro-Anatomy,  St.  Louis  University  School 
of  Medicine.  Fourth  Edition,  thoroughly  revised.  Illus- 
trated with  325  Engravings.  478  pp.  $6.50.  Lea  & Febiger, 
Philadelphia,  1945. 

This  is  the  new  fourth  edition  of  a splendid  text  on  neu- 
roanatomy. As  in  previous  editions,  there  is  a fine  correla- 
tion between  anatomic  facts  and  function  which  makes  the 
dull  study  of  anatomy  interesting  and  applicable  to  the 
general  studies  of  physiology  and  clinical  subjects.  The 
language  is  simple,  concise  and  far  from  dry.  Each  chapter 
is  complete  in  itself  and  has  a splendid  summary  which 
tells  all  the  essential  facts  relative  to  its  contents. 

Discussion  of  the  autonomic  nervous  system  and  the 
extrapyramidal  system  is  especially  well  done.  The  recent 
experimental  work  is  elaborated  throughout  the  text,  leav- 
ing out  much  of  the  details  but  acquainting  the  student 
with  fairly  well  established  procedures  and  present  anatom- 
ic as  well  as  functional  accepted  beliefs.  It  is  a book  that 
will  prove  of  decided  help  to  the  student  as  well  as  the 
practitioner  of  medicine.  N.  K.  Rickles. 


Classic  Descriptions  of  Disease.  With  Biographical 
Sketches  of  the  Authors.  By  Ralph  H.  Major,  M.D.  Pro- 
fessor of  Medicine,  University  of  Kansas  School  of  Medi- 
cine. 679  pp.  $6.50.  Charles  C.  Thomas,  Springfield,  111. 
1945. 

If  one  desires  information  concerning  the  giants  in  medi- 
cine from  the  earliest  days  of  history,  he  will  find  it  in 
this  volume.  It  is  introduced  with  the  famous  aphorism  of 
Hippocrates  “Father  of  Medicine”  (460-395  B.C.)  of  the 
Island  of  Cos.  “Life  is  short,  and  the  Art  long;  the  occa- 
sion fleeting;  experience  fallacious,  and  judgment  difficult. 
The  physician  must  not  only  be  prepared  to  do  what  is 
right  himself,  but  also  to  make  the  patient,  the  attendants 
and  the  externals  cooperate.”  There  is  an  enumeration  of 
poets,  philosophers,  historians  and  sculptors  who  were  his 
contemporaries.  If  discoveries  and  advances  of  medicine  in 
recent  years  delude  one  into  the  belief  that  the  present  is 
the  greatest  era  in  medicine,  perusal  of  this  volume  will 
disclose  that  the  fundamentals  of  medical  knowledge  were 
established  by  an  army  of  our  predecessors  who  flourished 
before  and  during  the  Christian  era,  laying  the  foundations 
upon  which  our  present  knowledge  has  been  established. 

This  volume  presents  sections  on  infectious  diseases,  dis- 
eases of  metabolism,  of  the  circulatory  system,  respiratory 
deficiency,  allergic  diseases,  and  those  of  the  digestive 
tract.  Under  each  of  these  are  specified  appropriate  condi- 
tions, such  as  syphilis,  tuberculosis,  malaria  and  others  un- 
der the  first  classification  of  infectious  diseases.  Under  each 
of  these  headings  are  presented  biographic  sketches  of 
members  of  the  profession  who  have  been  distinguished  by 
their  researches  and  results  obtained  under  each  particular 
phase  of  disease.  Thus,  one  can  readily  ascertain  the  men 
who  have  accomplished  the  greatest  results  in  any  particu- 
lar department  of  medical  discovery.  These  include  not 
only  the  great  medical  lights  of  earliest  years,  but  distin- 
guished members  of  the  profession  during  recent  time. 

There  are  numerous  photographs,  some  extending  far 
into  antiquity,  all  of  which  illustrate  appearances  of  these 
men  in  different  ages.  It  would  be  futile  to  attempt  an  ab- 
stract of  the  life  and  accomplishments  of  an  individual  in 
the  presence  of  this  collection  of  so  many  distinguished 
medical  men.  Anyone  seeking  information  concerning  emi- 


nent members  of  the  profession  obtainable  from  recorded 
history,  will  find  it  in  this  volume. 


The  Osseous  System.  A Handbook  of  Roentgen  Diag- 
nosis. By  Vincent  W.  Archer,  M.D.  Professor  of  Roentgen- 
ology, University  of  Virginia  Department  of  Medicine. 
320  pp.  $5.50.  The  Year  Book  Publishers,  Inc.,  Chicago, 
1945. 

Of  the  varied  hand-books  published  in  recent  years,  few 
could  excel  this  one  in  wealth  and  quality  of  illustrations. 
The  clear  cut  photographic  prints  of  actual  roentgen  plates 
portray  many  common  and  even  rare  pathologic  states  of 
bone.  In  handy  sequence  a thumb-nail  discussion  of  each 
plate  is  included,  and  the  index  is  carefully  compiled. 

The  author  has  apparently  attempted  to  follow  the  plan 
of  the  standard  classics  in  roentgenology  in  grouping  patho- 
logic conditions  in  anatomic  sections.  However,  the  subject 
appears  to  have  gotten  out  of  hand  because  of  its  com- 
plexity and  such  chapters  as  “Bone  Diseases  and  Abnor- 
malities in  Childhood”  and  “Bone  Diseases  Occurring  in 
Adult  Life”  are  used.  Also,  many  data  are  given  on  radio- 
graphic  technic,  interpretation,  roentgen  anatomy  and  at 
times  clinical  findings  G.  B.  O’Neil. 


General  and  Plastic  Surgery,  With  Emphasis  on  War 
Injuries.  By  J.  Eastman  Sheehan,  M.D.  345  pp.  $6.75. 
Paul  B.  Hoeber,  Inc.  Medical  Department  of  Harper  & 
Brothers,  New  York,  1945. 

In  this  volume  the  author  gives  a brief  description  and 
illustrations  of  the  operative  technic  used  in  some  cases  of 
war  injuries  and  a limited  number  of  plastic  surgery  pre- 
cedures.  The  physics  of  the  causes  of  certain  types  of  war 
injuries  are  briefly  described,  and  the  general  principles  re- 
lated to  minimizing  the  injuries  resulting  therefrom  are 
mentioned.  General  factors  regarding  the  principles  of  anes- 
thesia and  wound  healing  are  given. 

For  the  most  part,  the  book  presents  summaries  of  surgi- 
cal technics  used  in  the  war,  and  the  tried  and  proved  pro- 
cedures used  in  civilian  practice.  A great  number  of  the 
illustrations  refer  to  the  technic  of  English  surgeons.  The 
chief  value  of  the  book  is  its  reference  to  the  bibliographic 
material  available  on  the  subject  matter. 

E.  O.  Schreiner. 


Radio  in  Health  Education.  Prepared  under  the  Aus- 
pices of  The  New  York  Academy  of  Medicine.  120  pp. 
$1.60.  Columbia  University  Press,  New  York,  1945. 

It  is  announced  that  this  volume  was  inspired  by  the 
“hornet’s  nest  by  permitting  a food  faddist  to  broadcast 
a talk  on  the  prevention  and  treatment  of  cancer  by  diet.” 
It  was  stated  the  ordinary  listener  of  radio  broadcasting 
is  not  able  to  distinguish  an  authoritative  person  and 
organization  from  the  spurious  and  fraudulent.  Accordingly, 
the  New  York  Academy  of  Medicine,  the  Department  of 
Health  and  organizations  dealing  with  radio  health  educa- 
tion arranged  for  the  publication  of  this  book.  It  presents 
the  opinions  of  thirteen  men,  including  physicians  and 
radio  industrialists  who  endeavor  to  place  this  form  of 
instruction  on  a stable  and  accepted  basis. 

The  radio  is  a medium  through  which  education  in 
public  health  matters  can  be  imparted.  Those  charged 
with  preparation  and  delivery  of  health  productions  should 
develop  deeper  knowledge  of  the  possibilities  and  limita- 
tions of  the  radio,  with  close  cooperation  between  the 
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radio  industry  and  radio  health  educators.  It  is  advised 
that  less  publicity  be  given  to  patent  medicines  for  medi- 
cation and  treatments  which  are  in  an  experimental  stage 
and  have  not  been  accepted  by  the  medical  profession. 
“Only  through  the  cooperation  of  the  medical  profession 
and  its  designated  organizations  can  a station  achieve  a 
public  health  service.” 

The  extensive  use  of  radio  stations  for  health  programs 
is  indicated  by  the  fact  that,  of  241  stations  replying  to 
a questionnaire,  139  or  57  per  cent  carry  regular  health 
programs.  The  total  number  of  programs  carried  weekly 
by  these  stations  is  255.  It  is  clearly  evident  that  this 
method  of  educating  the  public  has  become  thoroughly 
established,  and  that  its  regulation  should  be  determined 
by  health  authorities  in  the  best  interests  of  the  public. 


What  People  Are.  A study  of  Normal  Young  Men.  By 
Clark  W.  Heath.  In  Collaboration  with  Lucien  Brouha, 
Lewise  W.  Gregory,  Carl  C.  Seltzer,  Frederic  L.  Wells,  and 
William  L.  Woods.  The  Grant  Study,  Department  of  Hy- 
giene, Harvard  University.  141  pp.  $2.  Cambridge,  Mas- 
sachusetts, Harvard  University  Press,  1945. 

Many  books  have  been  written  upon  abnormal  man  and 
his  diseases.  The  object  of  this  book  is  the  study  of  the 
normal  young  man.  Its  concern  primarily  is  in  the  interests 
of  young  men,  upon  whom  future  burdens  of  the  world 
will  fall.  It  is  claimed  that  methods  of  diagnosing  and  clas- 
sifying of  well  persons  may  be  developed  analogous  to 
those  in  care  for  the  sick.  There  are  discussions  concerning 
career  choice,  social  adjustment,  personality  and  other  ques- 
tions regarding  home  conditions  and  parental  attitude. 

The  study  deals  with  normal  young  men  from  the  point 
of  view'  of  different  disciplines,  with  descriptions  of  normal 
personality,  adjustments  to  certain  conditions  and  descrip- 
tions of  socioeconomic  findings.  There  are  chapters  dealing 
with  physiological,  medical  and  other  considerations.  Under 
medical  discussions  of  young  men,  it  is  stated  that  out  of 
265  examined  there  was  not  one  who  could  be  considered 
“normal”  in  a medical  sense.  One  had  a little  acne,  another 
malposition  of  teeth,  shortsightedness  or  pronated  feet.  It 
would  appear  from  these  details  that  the  perfect  young 
man  does  not  exist.  There  is  a presentation  of  case  sum- 
maries based  on  a variety  of  examinations.  It  is  stated  that 
a few  of  the  young  men  examined  would  approach  a per- 
fect medical  record.  They  were  so  few,  however,  as  almost 
to  be  medical  curiosities.  There  are  no  conclusions  pre- 
sented, the  book  appearing  to  be  a demonstration  of  the 
frailties  of  mankind. 


.Annual  Reprint  of  the  Reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  .American  Medical 
Association  for  1944.  With  the  Comments  That  Have  Ap- 
peared in  the  Journal.  238  pp.  $1.  American  Medical  Asso- 
ciation, Chicago,  1945. 

This  volume  contains  in  compact  form  reprints  of  the 
Council  which  have  appeared  in  The  Journal  during 
the  past  year,  with  some  additional  reports  not  yet  in- 
cluded. It  contains  no  report  on  a product  found  unaccept- 
able. Some  of  these  reports  are  particularly  valuable,  a 
notable  one  being  that  on  “Pathogenic  Bacteria,  Rickettsias 
and  Viruses  as  Shown  by  the  Electron  Microscope,”  pre- 
senting pioneer  work  in  this  field.  This  article  covers  78 
pages,  with  numerous  illustrations  of  pathogenic  bacteria 
and  viruses  which  are  most  illuminating.  Information  is 
included,  not  only  as  to  chemical  formulae  and  composi- 
tion, but  also  therapeutic  suggestions  concerning  many 
drugs  and  preparations  which  are  of  value. 


New  and  Nonofficial  Remedies,  1945.  Containing  De- 
scriptions of  the  .Articles  Which  Stand  Accepted  by  the 
Council  of  Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association  on  January  1,  1945.  760  pp.  $1.50.  Ameri- 
can Medical  Association,  Chicago,  1945. 

This  book  contains  descriptions  of  acceptable  proprietary 
substances  and  their  preparations,  proprietary  mixtures  if 
they  have  originality  or  other  important  qualities,  impor- 
tant nonproprietary  nonofficial  articles,  simple  pharmaceu- 
tical preparations  and  other  articles  which  require  reten- 
tion in  the  book.  There  is  also  an  extensive  bibliographic 
index  to  medicinal  articles  not  included  in  N.  N.  R.  Names 
and  addresses  of  their  manufacturers  are  added  so  that  one 
may  obtain  information  concerning  them  if  so  desired. 

This  book  is  a basic  authority  on  accepted  pharmaceu- 
tical products,  with  much  information  concerning  many  of 
them  which  is  not  obtainable  elsewhere.  Every  physician, 
desiring  correct  information  of  reliable  preparations,  should 
have  access  to  this  volume.  .Also  it  presents  valuable  data 
on  therapeutics  which  are  worthy  of  study. 

Prescribing  Occupational  Therapy.  By  William  Rush 
Dunton,  Jr.,  M.D.  Second  Edition.  151  pp.  $2.50.  Charles 
C.  Thomas,  Springfield,  111.  1945. 

The  work  described  in  this  volume  was  instigated  by  ex- 
periences after  World  War  I.  Its  purpose  was  to  aid  in 
rehabilitation  of  victims  of  that  conflict,  which  measures 
were  later  applied  to  similar  cases  in  civilian  life.  Occupa- 
tional therapy  has  been  defined  as  “any  activity,  mental 
or  physical,  definitely  prescribed  and  guided  for  the  dis- 
tinct purpose  of  contributing  to  and  hastening  recovery 
from,  disease  or  injury.”  The  necessity  is  stated  of  consider- 
ing the  personality  of  the  patient  when  prescribing  occupa- 
tional therapy.  It  is  applicable  to  a variety  of  conditions. 
This  book  considers  these  applications  under  mental  dis- 
orders, general  medicine,  surgical,  orthopedic,  cardiac  and 
tuberculous.  Chapters  also  are  applied  to  children  and  bed 
occupations.  Sp>ecifications  are  offered  for  utilizing  occupa- 
tional therapy  in  treatment  of  patients  under  these  various 
conditions.  Apparently,  this  is  a modern  specialty  in  the 
performance  of  which  much  good  may  be  accomplished. 

Essentials  of  Neuro-Psychiatry.  A Textbook  of 
Nervous  and  Mental  Disorders.  By  David  N.  Olkon,  S.B., 
A.M.,  M.D.  Associate  Professor  of  Psychiatry,  College  of 
Medicine,  University  of  Illinois.  Illustrated  with  138  Engrav- 
ings. 310  pp.  $4.50.  Lea  & Febiger,  Philadelphia,  1945. 

This  comjjendium  contains  a little  information  on  many 
subjects  pertaining  or  related  to  psychiatry.  Were  the 
above  to  be  thoroughly  expanded,  two  large  texts  might 
amply  be  occupied.  The  great  bulk  of  the  information  con- 
tained herein  is  well  known  to  many  physicians.  The  author 
himself  states  in  the  preface,  “the  book  will  in  many  places 
seem  too  elementary,  while  to  others  certain  passages,  at 
least,  will  seem  too  obscure.” 

The  psychoses  and  psychoneuroses  are  disposed  of,  in- 
cluding case  histories  and  treatment,  in  less  than  a third 
of  the  book.  A rather  detailed  chapter  is  found  on  the 
capillary  system  which  in  itself  is  excellent  but  normally 
contained  in  physiology  and  neuropathology  texts.  The 
section  devoted  to  “General  Considerations”  contains  many 
involved,  vague  definitions.  The  section  on  “Major  Per- 
sonality Disorders”  is  probably  the  best  part  of  the  book 
but  extremely  brief. 

This  book  presents  condensed  descriptions  of  many  phases 
of  neuropsychiatry  with  numerous  references  at  ends  of 
chapters  which  may  be  consulted  for  further  information. 
Instructive  illustrations  are  numerous.  J.  B.  Riley 
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EYE-B.ANK  FOR  SIGHT  RESTOR.^TION,  INC. 

Names  of  seventy-five  leaders  in  the  fields  of  science, 
finance  and  business,  who  will  serve  as  members  of  a coun- 
cil in  sponsoring  the  work  of  The  Eye-Bank  for  Sight 
Restoration,  Inc.  have  been  announced.  The  Council,  head- 
ed by  -Albert  G.  Milbank,  prominent  lawyer  and  founda- 
tion president,  will  aid  in  the  plan  to  establish  a nation- 
wide eye  bank  for  obtaining  and  making  available  healthy 
corneal  tissue  to  restore  the  vision  of  persons  whose  sight 
has  been  lost  through  affection  of  the  cornea.  The  plan 
which  the  Council  is  sponsoring  includes  research,  study 
and  instruction  of  ophthalmologists  in  the  delicate  surgery 
required  in  performing  the  corneal  graft  operation. 

Similar  to  the  function  of  blood  banks  in  restoring  ex- 
hausted blood  supply,  the  Eye  Bank  was  organized  to 
make  possible  restoration  of  the  sight  of  persons  whose 
vision  has  been  destroyed  because  of  corneal  affections 
by  replacement  with  healthy  tissue  from  the  eyes  of  other 
persons.  Of  the  250,000  persons  in  the  United  States  who 
are  presently  blind,  it  is  estimated  that  the  sight  of  five 
to  seven  per  cent  has  been  lost  through  opaque  corneas,  and 
that  the  vision  of  approximately  10,000  of  those  so  affected 
might  be  restored,  if  healthy  corneal  tissues  were  available 
for  the  corneal  graft  operation. 

It  is  the  purpose  of  the  Eye  Bank  to  locate,  obtain  and 
have  accessible  wherever  and  whenever  needed  the  all-im- 
portant corneal  tissue.  This  “capital  stock”  of  the  Eye 
Bank,  more  precious  than  gold,  may  be  obtained  only  from 
persons  whose  sight  requires  the  removal  of  an  eye  whose 
corneal  tissue  is  unimpaired,  or  by  obtaining  the  healthy 
eyes  of  persons  immediately  after  death. 

Inasmuch  as  the  effectiveness  and  serviceability  of  the 
Eye  Bank . depend  upon  the  immediate  availability  of 
corneal  tissue  which  must  be  taken  from  human  eyes,  it  is 
necessary  and  important  to  educate  both  professional  and 
lay  groups  in  cooperating  to  make  possible  this  latent  pro- 
cedure. 

Under  guidance  of  the  Council,  a movement  has  been 
launched  to  procure  eyes  removed  from  those  whose  cor- 
neal tissue  is  not  affected,'  and  also  the  eyes  of  persons  of 
unimpaired  vision  immediately  after  death.  .\t  present  it  is 
possible  to  preserve  corneal  tissue  for  utilization  in  the 
delicate  graft  operation  for  only  seventy-two  hours;  there- 
fore, it  is  necessary  to  arrange  for  the  speedy  collection 
and  preservation  of  eyes  immediately  upon  removal. 

Such  a plan  is  already  in  limited  operation  among  repre- 
sentative eye  hospitals  and  surgeons  in  New  York  and 
several  other  cities,  and  it  is  part  of  the  Eye  Bank  plan  to 
expand  this  activity  to  include  such  institutions  and  the 
profession  throughout  the  United  States. 

•Eye-Bank  headquarters,  210  East  64th  Street,  New  Y^oi 
City.  

PENICILLIN  PREPARATIONS  USE 
GLYCERINE 

The  expanding  topical  application  of  penicillin  has  found 
important  uses  for  glycerine-containing  bases  as  vehicles 
for  this  potent  antibacterial  substance.  Thus,  in  his  dis- 
cussion of  penicillin  therapy  in  ocular  infections,  J.  G. 
Bellows  (Am.  J.  Ophthal.  27:1206,  1944)  reports  that  local 
application  of  the  drug  is  effective  in  external  ocular  dis- 
ease. Three  ointments  are  recommended:  simple  ointment, 
oil-in-water  emulsion  and  lubricating  jelly.  The  simple  oint- 
ment is  composed  of  S per  cent  each  of  wool  fat  and  white 
wax  and  90  per  cent  white  petrolatum.  The  emulsion  oint- 
ment, with  glycerine  as  major  constituent,  is  made  from: 


Pet. 

Sodium  lauryl  sulfate 1.0 

Stearyl  alcohol 10.0 

Cetyl  alcohol 3.0 

Spermaceti  10.0 

Glycerine  IS.O 

Water  61.0 


The  lubricating  jelly  consists  of  tragacanth,  quince-seed 
extract,  glycerine  and  aromatic  oils,  with  sodium  ethyl  mer- 
curic thiosalicylate  1:1,000  as  a preservative. 

To  incorporate  the  antibiotic,  25,000  units  of  penicillin 
dissolved  in  0.25  cc.  of  water  is  added  per  each  10  Gm.  of 
each  of  the  ointments. 

On  occasion,  glycerine  may  serve  as  the  sole  vehicle  for 


penicillin.  For  example,  the  Professional  Relations  Com- 
mittee of  the  Kings  County  (N.Y.)  Pharmaceutical  Society 
recommends  ear  drops  made  from: 


Penicillin 10,000  units 

Glycerine,  sufficient  to  make 10  cc. 


It  is  advised  that  quantity  prescribed  should  not  exceed 
a ten-day  supply.  Refrigeration  is  preferable  but  not  essen- 
tial to  preserve  the  potency  of  these  ear  drops. 


BRITAIN  SEEKS  BIGGER  FAMILIES 

Widespread  limitation  of  families  by  means  of  birth  con- 
trol is  chiefly  responsible  for  the  fall  of  the  British  birth 
rate,  according  to  a White  Paf>er  issued  by  the  government 
through  the  Royal  Commission  on  Population.  It  announces 
that  a questionnaire  will  be  circulated  to  one  of  every  ten 
British  wives,  or  about  1,600,000  women,  to  ascertain  the 
facts  of  the  situation,  and  that  steps  will  be  taken  later  ta 
encourage  parenthood. 

The  government  asserts  that  the  trend  toward  small 
families  and  the  practice  of  birth  control  threaten  “the 
numerical  strength,  even  the  survival,  of  the  nation.”  It 
foresees  the  remote  possibility  of  “a  gradual  fading  out  of 
the  British  people.”  In  all  probability,  it  surmises,  birth 
control  will  spread  and  become  even  more  effective. 

Whereas  in  1870,  the  report  continues,  the  average  num- 
ber of  children  in  the  British  family  was  five,  today  it  is 
only  two,  indicating  a decline  in  the  population,  as  not  all 
those  children  will  reach  maturity  nor  will  all  who  do  so 
have  children.  On  the  basis  of  replies  to  the  questionnaire 
the  commission  expects  to  be  able  to  make  recommenda- 
tions concerning  family  allowances  for  first  and  subsequent 
children.  No  questions  will  be  asked  about  illegitimate  chil- 
dren. 

Three  main  causes  for  the  practice  of  family  limitation 
are  listed:  (1)  hopes  and  fears  for  the  future;  (2)  social 
and  economic  conditions;  (3)  the  ideals  and  sentiments  of 
husbands  and  wives.  The  report  says  there  is  no  evidence 
to  suggest  that  the  fall  of  the  birth  rate  has  been  due  to 
any  biological  failure  or  to  any  increase  of  the  psychologic 
causes  of  sterility. 

The  commission  was  puzzled  to  find  that  the  birth  rate 
began  to  rise  at  the  outbreak  of  the  war,  not  only  in  coun- 
tries at  war  but  also  in  those  which  remained  neutral.  This 
was  contrary  to  the  case  in  the  first  world  war. 

England’s  birth  rate  has  been  rising  steadily  for  five 
years,  reports  the  London  correspondent  of  the  .AM.A  Jour- 
nal. Also  fewer  babies  have  died  and  fewer  mothers  have 
been  lost  in  childbirth.  For  both  mothers  and  babies  the 
vital  statistics  are  the  best  in  England’s  history. 

The  Eugenics  Review  (London)  dismisses  as  unfounded 
the  view  that  the  widespread  wartime  rise  in  birth  rates 
has  been  due  to  the  prohibition  or  inaccessibility  of  birth 
control  devices.  “There  is  nothing  to  suggest,”  it  says, 
“that  in  the  United  States  these  devices  have  been  less 
accessible  than  before  the  war  or  that  they  became  more 
accessible  in  Belgium,  the  one  belligerent  and  occupied 
country  in  which  the  birth  rate  fell  in  this  war  as  in  the 

last.”  

TUBERCULOSIS  NOTES 

The  diagnostic  value  of  the  tuberculin  test  is  inversely 
proportional  to  the  frequency  of  tuberculosis  infection  in 
the  community  from  which  the  patient  comes.  In  recent 
decades  the  incidence  of  positive  tuberculin  tests  in  many 
sections  has  declined  to  such  a marked  degree  that  the 
tuberculin  test  is  assuming  a position  of  steadily  increasing 
importance  among  the  diagnostic  procedures  that  may  be 
used  to  aid  in  the  identification  of  obscure  lesions,  either 
within  the  thorax  or  elsewhere,  which  may  bear  some  clini- 
cal resemblance  to  tuberculosis.  For  many  years  pediatri- 
cians have  employed  the  tuberculin  test  much  more  fre- 
quently than  have  physicians  who  treat  adult  patients.  This 
has  been  due  in  part  to  the  fact  that  positive  tuberculin 
tests  are  much  less  common  among  children  than  among 
adults.  Now  that  the  incidence  of  positive  tuberculin  reac- 
tions has  declined  among  adults,  the  tuberculin  test  will 
surely  be  used  with  steadily  increasing  frequency  in  time 
to  come. 

H.  Corwin  Hinshaw,  M.D., 

Mayo  Clinic,  Rochester,  Minn. 
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The  prompt  relief  afforded  by  the  intravenous  injection  of  Searle 
Aminophyllin  in  acute  nocturnal  cardiac  dyspnea  is  a high  tribute  to 
the  achievements  of  modern  medicine. 

The  role  of 

SEARLE 

AMINOPHYLLIN^ 


is  no  less  important  in  the  control  of  bronchial  asthma,  Cheyne-Stokes 
respiration,  paroxysmal  dyspnea  and  selected  cases  of  cardiac  pathology. 

Searle  Aminophyllin  relaxes  bronchial  musculature,  increases  vital 
capacity  and  encourages  re-establishment  of  normal  respiration.  In 
myocardial  decompensation,  Searle  Aminophyllin  stimulates  the  myo- 
cardium to  increased  vigor  of  contraction.  It  promotes  diuresis  by 
favoring  glomerular  excretion.  Especially  useful  when  the  asthmatic 
patient  has  become  "fast”  to  epinephrine. 

All  usual  dosage  forms 


G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois 

* Contains  at  Uast  80%  anhydrous  theophyllin 
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It  can  be  assumed  that  no  people  have  a racial  character- 
istic which  makes  them  peculiarly  susceptible  to  tuber- 
culosis because  of  genotypic  traits.  Lack  of  exposure  of  any 
group,  regardless  of  race,  produces  an  extremely  high  inci- 
dence of  tuberculosis  which  runs  a more  acute  course  when 
first  introduced.  .After  prolonged  exposure,  native  immunity 
is  manifest,  with  survival  of  stock  resistant  to  the  disease, 
and  with  a concomitant  decline  in  the  amount  of  clinical 
tuberculosis  and  the  approach  of  saturation  point  of  tuber- 
culinization.  With  this  there  is  noted  a relative  increase 
in  pulmonary  forms  and  an  accentuation  of  chronicity. 

J.  R.  McGiboney,  M.D.  and  W.  Dahlstrom,  M.D., 

Am.  Rev.  Tbc.,  Aug.  1945. 


The  average  patient  has  a great  deal  of  confidence  in  his 
private  physician  and  expects  him  to  treat  tuberculosis 
much  as  he  would  accept  other  family  medical  emergencies. 
Psychological  factors  make  this  desirable  and  practical  con- 
siderations make  it  feasible,  especially  if  the  physician  pos- 
sesses sufficiently  broad  understanding  of  tuberculosis  and 
modern  therapeutic  methods.  Sanatorium  care  is  no  longer 
the  only  method  of  tuberculosis  control.  Many  minimal 
lesions  and  a limited  number  of  inactive  advanced  lesions 
are  amenable  to  out-patient  supervision  under  strict  medi- 
cal care.  This  supervision  and  care  can  often  be  rendered 
by  the  alert  general  practitioner  who  possesses  modern 
knowledge  of  the  diagnosis  and  treatment  of  tuberculosis. 

Hermin  E.  Hilleboe,  M.D., 

U.  S.  Public  Health  Service. 


To  diagnose  the  greatest  possible  percentage  of  unsus- 
pected cases  of  tuberculosis,  to  place  these  people  under 
immediate  and  adequate  care,  to  render  them  and  the 
community  safe  from  further  spread  of  their  disease,  to 
rehabilitate  every  patient  into  a productive  member  of 
society  — these  are  our  tasks.  Diagnostic  procedures  that 
guarantee  the  maximum  return  in  case  finding  are  those 
that  safely  apply  the  clinical  lessons  of  the  past  to  the 
pressing  problems  of  the  present.  No  thorough  clinician 
relies  exclusively  upon  a solitary  diagnostic  aid,  even  when 
circumstances  strongly  tempt  him  to  do  so. 

Ed.,  Tuberculosis  Abstracts,  National  Tuberculosis  Ass’n. 


The  myth  that  tuberculosis  is  nearing  the  point  of  being 
conquered  has  received  two  rude  shocks  of  late.  The  first 
is  the  discovery  of  tens  of  thousands  of  unsuspected  cases 
through  mass  X-ray  procedures.  The  second  is  autopsy 
proof  that  the  infection  rate  has  not  lessened  proportion- 
ately to  the  decline  in  mortality.  Eradication  of  the  tubercle 
bacillus  lies  far  ahead.  Nevertheless  it  can  and  must  be 
done. 

Kendall  Emerson,  M.D., 

Ed.  NT  A Bulletin,  Sept.,  1945. 


Tuberculosis  is  intimately  linked  with  nutrition,  both 
because  the  disease  is  common  under  famine  conditions, 
and  because  an  individual’s  lowered  resistance  is  connected 
with  appetite  disorders,  and  wrong  dietetic  habits.  One- 
third  of  tuberculous  people  cannot  obtain  a proper  diet 
on  account  of  inadequate  income.  Better  nutrition  for  all 
will  enable  the  community  to  shoulder  the  burden  of  its 
tuberculosis,  and  gradually  diminish  the  weight  of  that 
load.  N.APT  Bull.,  England,  June  1945. 


If  tuberculosis  is  to  be  eradicated,  it  is  essential  that  the 
rate  at  which  infectious  cases  develop  in  the  population  be 
maintained  permanently  below  the  rate  at  which  infectious 
cases  are  isolated  and  prevented  from  spreading  the  disease. 
Eurthermore,  the  greater  the  disparity  jn  ■ the,  t^o  ratps, 
the  more  quickly  will  this  eradication'  'bc.  'a^hije'vejl  These 
fundamental  principles,  pointed 'piit' 'by  ;t;rok,‘m‘usf  be  c6n- 
stantly  borne  in  mind  in  the  pjanhihg  and  execution  of 
every  tuberculosis  contrql  program  in  every  community.,  if 
success  is  to  be  attained.  / ‘ ‘ ■ 

Hermin  E.  Hillbof,,  IVJ.D.  .and 
Arthur  W.  Newiti,  M.  H.i".  ‘T 

Journal- Lancet,  Aprjl]  l9‘f5‘,‘. 


Due  to  improved  methods  of  case-finding  and  more 
widespread  knowledge  about  the  disease,  tuberculosis  did 
not  increase  in  this  country  during  the  war,  though  it  rose 
to  alarming  proportions  in  Europe  and  Asia.  Nevertheless, 
it  is  deplorable  that  tuberculosis  took  more  than  205,000 
.American  lives  during  the  war  years. 

Harry  S.  Truman. 


NEW  SCHERING  REPRESENTATIVE 
IN  OREGON  AND  W.ASHINGTON 
Schering  Corporation,  with  plants  in  Bloomfield  and 
Union,  N.  J.,  manufacturers  of  important  endocrine  and 
pharmaceutical  products  for  the  medical  profession,  has 
appointed  Joseph  W.  Deremiah  Professional  Service  Repre- 
sentative in  the  Washington-Oregon  territory,  with  head- 
quarters in  Portland,  Ore.  Mr.  Deremiah  is  a graduate 
of  Oregon  State  College.  He  has  had  considerable  experi- 
ence in  institutional  pharmacy  and  has  recently  been  re- 
leased from  the  United  States  Navy,  in  which  he  served 
as  Chief  Pharmacist’s  Mate  from  1942  to  1945  in  a number 
of  theaters  of  action. 


PEDIATRIC  ANTIQUES  ON  TOUR 

It  has  been  well  said  that  more  progress  has  been  made 
in  pediatrics  during  the  past  three  or  four  decades  than  in 
all  the  time  before  that. 

As  applied  to  the  feeding  part  of  pediatrics,  the  Mead 
Johnson  Collection  of  Pediatric  Antiques  bears  eloquent 
witness  to  the  great  strides  made.  Without  such  evidence, 
it  would  be  difficult,  indeed,  to  imagine  our  own  grand- 
parents being  fed  from  some  of  these  odd-shaped  utensils 
that  defied  thorough  cleansing.  To  be  sure,  sterilization 
and  pasteurization  were  not  then  in  vogue.  Not  all  babies 
received  breast  milk  in  abundance.  In  the  days  when  wet 
nurses  were  common,  some  of  these  enterprising  women 
literally  did  a wholesale  business,  managing  to  nurse  three 
or  four  infants. 

The  baby’s  cereal  of  a century  ago  was  simply  stale 
bread  lightly  boiled  in  water,  wine  or  beer.  Butter  or  sugar 
might  be  added  but  the  use  of  milk  was  regarded  as  fraught 
with  danger.  It  was  thought,  according  to  Dr.  T.  G.  H. 
Drake,  “Milk  might  bring  on  the  watery  gripes,  or  the  in- 
fant might  imbibe  with  the  milk,  the  evil  passions  and 
frisky  habits  of  the  animal  supplying  the  milk.” 

From  a personal  hobby  enjoyed  by  the  late  E.  Mead 
Johnson,  Jr.,  the  Collection  of  Pediatric  .Antiques,  illus- 
trated in  the  pages  of  a catalogue  just  issued,  has  evolved 
into  one  of  considerable  historical  importance,  depicting  as 
it  does  the  progression  of  infants’  feeding  vessels  from  the 
Greece  of  twenty-five  centuries  ago  down  to  time  within 
our  own  memory. 

The  Collection  has  been  steadily  growing  in  size  and 
scope  and  is  of  increasing  interest  for  teaching  purposes 
via  the  historical  route.  The  destruction  of  original  sources 
caused  by  the  war  tends  to  add  to  the  value  of  these 
objects. 

Hence  it  is  that,  by  request,  the  Collection  now  goes  on 
an  annual  pilgrimage  to  colleges,  hospitals,  museums, 
libraries  and  other  institutions  of  learning.  .Arrangements 
may  be  made  for  “stopovers”  upon  application  to  the 
curator.  Mead  Johnson  & Company,  Evansville  21,  Indiana, 
U.  S.  A. 
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Insulin  action  timed  to  the  patient’s  neetls 


Wellcome’  Globin  Insulin  with  Zinc  provides  a con- 
trolling agent  that  is  intermediate  between  quick- 
acting and  slow-acting  insulins.  It  is  not  intended  to 
replace  these  in  all  cases,  but  combines  certain  ad- 
vantages and  eliminates  some  disadvantages  of  each. 

Initial  action  is  prompt,  with  intensity  sufficient 
to  handle  a relatively  low  breakfast  carbohydrate 
intake.  Daytime  action  is  sustained,  with  maximum 
intensity  during  major  physical  activity  and  larger 
meals.  Night-time  action  is  diminished,  with  intensity 
rapidly  decreasing  to  correspond  with  the  lessened 
insulin  requirements  during  sleep. 


Burroughs  Wellcome  & Co.  (U.  S. 


A.)  I 


’Wellcome*  Globin  Insulin  with  Zinc  is  a clear 
solution,  and  is  comparable  to  regular  insulin  in  its 
freedom  from  allergenic  properties.  Developed  in  the 
Wellcome  Research  Laboratories,  Tuckahoe,  N.  Y. 
U.S.Pat.  No.  2,161,198.  Vials  of  10  cc.,  80  units  in  1 cc. 

Wellcome*  Trademark  Registered 
Comprehensive  booklet  “GLOBIN  INSULIN"  sent  on  request. 
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A NEW  CUTTER  BABY- 
BUT  ALREADY  A CHAMP! 

The  name:  It’s  Super-Concentrate  Pertussis 
Vaccine  Phase  I,  Cutter. 


The  record:  During  the  three  short  years  it’s 
been  available  in  the  West,  Super-Concentrate 
has  already  become  the  almost  universal  choice 
of  Western  pediatricians. 

Why?  Because  it  gives  doctors  what  they’ve 
been  asking  for  in  pertussis  prophylaxis  — 
smaller  dosage,  plus  higher  potency.  Super- 
Concentrate  cuts  pertussis  dosage  exactly  in 
half.  Yet  every  cc.  contains  40  billion  organ- 
isms ! Thus,  a dosage  schedule  of  only  0.5  cc., 
1 cc.,  1 cc.  is  required. 

Less  painful  tissue  distention,  and  high 
immunity  to  pertussis,  are  the  logical  results. 

Produced  by  Cutter  Laboratories,  leaders 
in  the  pertussis  field  since  the  earliest  Phase  I 
Vaccine.  Ask  for  Super-Concentrate. 

Cutter  Laboratories,  Berkeley,  California  • Chicago  • New  York 
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subcutaneously  or  intramuscularly,  ADRENALIN 
provides  rapid  symptomatic  relief  in  asthmatic 
paroxysms;  is  useful  in  the  prevention  and  treat- 
ment of  other  allergic  reactions;  localizes  and 
prolongs  the  action  of  local  anesthetics.  Intra- 
venously, it  is  used  in  shock  and  anesthesia 
accidents. 


for  its  vasoconstrictor  action  in  hemorrhage, 
ADRENALIN  permits  better  visualization  of  the 
field,  and  aids  in  the  diagnosis  and  treatment 
of  certain  conditions  encountered  in  ear,  nose 
and  throat  practice. 


BY  INSTILLATION 


into  the  nasal  passage,  ADRENALIN  produces 
prompt  decongestion;  in  the  eye  ADRENALIN 
decreases  vascular  congestion,  and  aids  in  the 
location  of  foreign  bodies. 


BY  INHALATION 


orally,  ADRENALIN  relieves  severe  attacks  of 
'^ronchial  asthma  by  relaxing  the  bronchial 
i^luscles. 
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SUBACUTE 


BACTERIAL  ENDOCARDITIS 


Penicillin  is  the  best  agent  available  for  the 
treatment  of  this  devastating  disease.  Although 
in  a few  instances  it  may  be  desirable  to  use 
the  continuous  intravenous  route,  intramuscu- 
lar injection  is  the  one  of  choice.  If  best  results 
are  to  be  obtained  200,000  to  300,000  units 
should  be  given  daily  for  three  weeks  or  longer. 
(Keefer,  C.  S.  et  al.:  New  Dosage  Forms  of 
Penicillin,  J.  A.  M.  A.  128:1161,  Aug.  18,  1945.) 


Bristol  Penicillin,  because  of  its  low  toxicity  and 
freedom  from  pyrogens,  as  well  as  its  absolute 
sterility  and  standard  potency,  provides  depend- 
able therapeutic  action. 

The  rapidly  developing  new  clinical  uses  of 
this  potent  antibiotic  are  abstracted  in  issues  of 
the  BRISTOL  PENICILLIN  DIGEST.  If  you 
are  not  receiving  your  copies  regularly,  drop 
us  a line. 


BRISTOL 

Formerly  Ckeplin  Laboratories  Ific. 

LABORATORIES 

INCORPORATED 
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"Combined  immunization  against  diphtheria,  tetanus, 
and  pertussis  is  safe,  effective  and  easy”^ 


BUT — not  all  combined  vaccines  are  alike ! 
Cutter  D-P-T,  used  in  the  series  reported 
above,  is  unique  in  many  ways. 

Organisms  for  the  Pertussis  Vaccine  used 
in  “D-P-T”  are  grown  on  human  blood 
media.  Purified  toxoids  and  extremely  high 
pertussis  count  yield  a vaccine  so  concen- 
trated that  every  cc.  contains  considerably 
more  than  a human  dose  each  of  tetanus 
and  diphtheria  toxoids  — plus  40  billion 
pertussis  organisms  in  Phase  I.  Thus,  your 
dosage  schedule  with  “D-P-T”  is  only 
0.5  cc.,  1 cc.,  1 cc. 

Cutter  D-P-T  (Alhydrox)  is  aluminum 
hydroxide  adsorbed,  determined  by  Miller 
to  be  more  potent  than  aluminum  precipi- 
tated vaccines.  Moreover,  persistent  nod- 
ules and  sterile  abscesses  are  eliminated 
almost  entirely. 

Again  quoting  Miller,  “Lapin  has  empha- 
sized the  danger  of  producing  sterile  ab- 
scesses when  pertussis  vaccine  is  mixed 
with  alum  toxoids.  We  are  not  in  a position 


to  comment  ...  as  aluminum  hydroxide  is 
the  adsorbent  used  by  us.  In  our  group  of 
172  children  who  received  2 injections,  no 
abscesses  were  noted.”** 

In  time  and  embarrassment  saved  you,  in 
pain  saved  your  patients,  you’ll  find  Cutter 
D-P-T  has  much  to  offer. 

★ 

Hamilton,  P.  M.,  and  Knouf,  E.  G. ; J.  of  Ped., 
25 :238;  Sept.  1944.  **Miller,  J.  J.,  and  Saito,  T.  M.; 
J.  of  Ped.,  21:31-44;  July,  1942. 
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